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PREFACE. 


When,  some  years  ago,  I  was  requested  to  undertake  a  work 
tlie  first  volume  of  which  is  now  before  the  profession,  I  acceded, 
in  the  belief  that  a  larger  practical  book  on  anatomy,  which  should 
be  copiously  illustrated  and  which  should  also  include  the  impor¬ 
tant  subject  of  Anatomical  Technics,  would  be  acceptable  as  a 
handbook  to  the  student  ambitious  to  obtain  the  higher  degrees, 
and  as  a  work  of  reference  to  the  physician,  practitioner,  and 
operating  surgeon.  If  any  apology  or  further  reason  be  required 
for  producing  another  anatomical  work,  it  must  be  found  in  the 
fact  that  there  is  no  precisely  similar  work  on  practical  anatomy 
in  any  language. 

Almost  the  whole  of  the  work  has  been  written  for  some 
years,  but  several  causes  have  interfered  with  its  earlier  publication, 
the  cl  lief  of  which  have  been  the  necessity  for  repeated  condensa¬ 
tion  and  the  exigencies  of  private  and  increased  hospital  practice  ; 
but,  notwithstanding  that  I  have  altered  the  original  comprehen¬ 
sive  character  of  the  work,  and  have  excised  many  interesting 
notes  on  what  we  at  present  call  anomalies,  and  moreover  (this 
being  to  me  the  most  disagreeable  part)  have  considerably  re¬ 
duced  the  sections  on  the  practical  applications  of  my  subject, 
yet  the  complete  work  will  extend  to  three  volumes  of  between 
six  and  seven  hundred  pages  each.  I  have  also,  in  order  to  save 
space,  deleted  most  of  the  paragraphs  on  unusual  or  fancy  dis¬ 
sections,  although  these  are  undoubtedly  serviceable  to  the  student 
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preparing  for  the  higher  examinations  ;  but  the  recent  ‘Manual 
of  Dissections  ’  by  Dr.  Carrington  will,  in  great  measure,  make  up 
for  this  enforced  deficiency  on  my  part. 

My  primary  wish  was  to  produce  a  treatise  which  should  be 
serviceable  alike  to  the  student  of  human  anatomy  whose  goal  is 
private  practice,  and  also  to  the  student  of  comparative  anatomy  ; 
and  my  scheme  was  to  deal  first  thoroughly  with  the  human 
subject,  then  to  compare  it  with  other  vertebrates,  giving  direc¬ 
tions  as  to  the  dissection  of  the  chosen  types.  The  sections  on 
the  arm  and  leg,  according  to  this  plan,  had  been  prepared  ;  but 
I  soon  found  that  to  do  the  work  in  anything  like  a  satisfactory 
manner,  even  from  a  student’s  point  of  view,  would  involve  so 
much  time,  space,  and  expense  for  additional  illustrations,  that  I 
had  better  relinquish  my  first  idea  and  leave  its  execution  to  more 
competent  hands.  It  is  much  to  be  desired  that  such  a  work  as 
that  just  indicated  should  be  undertaken  by  several  co-workers, 
and  be  amply  illustrated,  although  I  confess  there  is  much  to  be 
discovered  before  the  work  could  be  thorough.1 


Anatomical  nomenclature  and  classification  generally,  but 
especially  the  terms  at  present  in  use  in  myology,  are  very 
unsatisfactory,  and  T  had  attempted  a  revision  in  this  department. 
However,  I  soon  found  that  before  this  can  be  satisfactorily  done 
the  subject  ol  comparative  myology  must  be  much  more  thoroughly 
worked  out,  a  task  requiring  much  time  and  many  labourers. 
Dr.  Gadow  has  recently  added  an  able  monograph  to  this  inter¬ 


esting  subject  in  Gegenbaur’s  k  Morph ologisches  Jahrbuch.’  Those 
interested  in  the  history  ol  anatomical  nomenclature  and  in  the 
exposition  ol  its  absurdities,  should  consult  Hyrtl’s  ‘  Onamato- 
logia  ’  recently  published. 

1  lie  reproach  formerly  perhaps  valid — that  scientific  anatomy 
was  neglected  in  ibis  country  cannot  now  be  upheld,  seeing  that 
om  anatomical  professoriate  can  boast  of  such  justly  honoured 
names  as  those  of  Owen,  ITuxley,  Flower,  Humphry,  Parker, 


1  rofessoi  Gegenbauer  lias.  I  have  reeentlv  boor/i 
I  |  .  .  9  1  itccnuy  ncaiu,  been  for  some  time  engaged  at  a 

work  on  Human  Anatomv  on  the  linos  T  have  h1ct  m 

be  most  welcome.  3"St  lnd,catcd-  To  publication  will 
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Struthers,  Turner,  Cleland,  Redfern,  Houghton,  Pettigrew, 
Buchanan,  Mivart,  and  Lankester.  Among  younger  men  who 
are  raising  the  teaching  of  human  anatomy,  the  following  names 
stand  prominently  out,  Balfour  and  Creighton  of  Cambridge, 
Thane  and  Curnow  of  London,  Macalister  and  Cunningham  of 
Dublin,  Jeffries  Parker  of  Otago  University,  New  Zealand,  Charles 
of  Cork,  Watson  of  Owens  College,  Manchester,  Mitchell  Banks 
of  Liverpool,  Nunneley  of  Leeds,  Clark  of  Glasgow.  The  various 
lecturers  and  demonstrators  at  the  London  and  provincial  schools 
are,  nowadays,  doing  excellent  service  by  paying  more  attention 
to  the  teaching  of  applied  anatomy,  and  1  hope  the  day  is  not 
far  distant  when  students  will  be  taught  and  examined  in  the 
bearings  of  anatomy  to  surgery,  medicine,  and  gyncecology. 

A  few  words  as  regards  the  illustrations.  Ten  years’  ex¬ 
perience  in  teaching  anatomy  has  convinced  me  of  the  great  utility 
of  figures  in  lightening  the  labour  of  learning  and  teaching  this 
science — it  being,  of  course,  understood  that  this  book  is  to  be 
chiefly  used  while  the  student  is  dissecting.  The  publishers  have,  in 
consequence,  been  liberal  in  the  matter  of  illustrations,  and  as  the 
work  had  to  be  produced  at  a  price  suitable  to  the  majority  of 
students,  it  must  be  obvious  that  if  (as  I  should  have  liked)  all 
the  figures  had  been  newly  drawn  and  cut,  this  necessary  condi¬ 
tion  could  not  have  been  fulfilled.  Moreover,  there  is  nothing 
gained  by  reproducing  that  which  is  already  well  represented,  i 
therefore  obtained  as  many  illustrations  as  requisite  from  the  best 
sources  at  my  disposal,  but  a  large  number  has  been  specially 
prepared  for  this  work.  Some  of  the  latter  are  from  my  own 
drawings  and  dissections,  and  several  have  been  executed  either 
by  or  under  the  direction  of  Mr.  E.  N.  Smith,  others  by  Mr. 
1)’ Alton,  and  a  few  by  my  friend  Mr.  Kendle,  of  King’s  College. 
Some  of  the  figures  are,  perhaps,  somewhat  rough  and  diagram¬ 
matic,  but  1  strongly  hold  that  illustrations,  if  deficient  in  an 
artistic  sense,  may  nevertheless  he  very  useful  to  the  student 
provided  the  anatomical  details  be  correct. 

The  borrowed  illustrations,  most  of  which  have  been  altered 
and  improved  in  the  lettering,  arc  from  the  well-known  works  of 
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Sappey,  Cruveilhier,  J.  A.  Fort,  Hirsclifeld  and  Reveille,  Beaunis 
and  Bouchard,  B.  Anger,  Ricliet,  Tillaux,  Jamain,  C.  E.  Hoffmann, 
Heitzmann,  and  Ilcnle,  and  will  be  familiar  to  anatomists.  A 
few  are  from  English  sources,  and  are  acknowledged  in  the  text. 
The  reader  will  observe  that  the  number  of  figures  in  this  volume, 
which  only  deals  with  a  part  of  my  subject,  nearly  equals  the 
whole  number  in  similar  works  which  embrace  the  entire  subject, 
and  include  histology. 

I  have  purposely  omitted  all  illustrations  and  detailed  descrip¬ 
tion  of  minute  anatomy,  because  there  can  be  no  question  but 
that  the  proper  way  and  place  to  learn  liistology  is  practically ,  in 
the  microscopic  laboratory  ;  but  where  the  subject  seemed  to 
demand  it  1  have  given  as  much  information  as  may  be  verified 
by  a  good  hand  lens.  I  hope  that  the  brief  historical  sketch,  the 
glossarial  index,  which  has  been  prepared  by  Dr.  J.  G.  Garson, 
and  the  summary  of  dissections  will  be  of  some  service  to 
students,  and  that  the  bibliography  and  chapter  on  anatomical 
technics  may  be  useful  to  lecturers,  demonstrators,  and  curators. 

The  Appendix,  which  consists  of  illustrations  of  several  sec¬ 
tions  of  the  limbs  and  of  some  of  the  more  common  arterial  devia¬ 
tions,  will,  I  trust,  be  found  of  use  to  the  operating  surgeon  and 
advanced  student. 

I  have  much  pleasure  in  expressing  my  great  obligations  to 
Dr.  Garson,  Anatomical  Assistant  at  the  Royal  College  of  Surgeons, 
for  the  excellent  account  of  the  method  of  preparing  frozen  sec¬ 
tions.  I  have  added  a  few  paragraphs  to  it  which  may  prove  of 
use. 


1  be  present  volume  is  as  much  as  the  first  year  student  can 
manage  ;  the  second  volume,  dealing  with  the  thorax,  abdomen, 
pelvis,  and  dissection  of  the  back  and  spinal  cord,  will  be  ready 
next  year  ;  and  the  third,  which  will  be  occupied  with  the  anatomy 
of  the  head  and  neck,  brain,  organs  of  special  sense,  and  anatomy 
of  the  foetus,  will  shortly  follow  it. 

I  echo  and  heartily  emphasize  Marjolin’s  advice  to  students: 

1  he  study  ol  anatomy  presents  numerous  difficulties  to  those 
who  engage  in  it  with  method,  and  still  more,  perhaps,  to  those 
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who  adopt  a  bad  one.  .  .  .  therefore,  1.  Choose  a  good  author. 
2.  Study  methodically.  3.  Dissect  each  part  yourself.’  Should 
I  he  the  author  chosen,  1  would  advise  the  first  year  student  to 
omit  reading  the  paragraphs  headed  I ' arieties ,  but  to  go  over 
them  carefully  when  dissecting  the  parts  for  the  second  or  third 
time.  He  will  also  impress  the  origin,  course,  and  distribution 
of  the  blood-vessels  and  nerves  on  his  memory  by  colouring  them 
in  different  tints  when  lie  has  read  about  them. 


THE  AUTHOR. 
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HUMAN  MORPHOLOGY. 


CHAPTER  I. 


HISTORICAL  SKETCH  OF  ANATOMY. 


Some  knowledge  of  the  antecedents  of  the  science  one  is  about  to  study  is 
of  advantage  to  the  student,  and  the  following  brief  account  is  introduced 
as  likely  to  prove  useful  and  interesting.1 

A  vast  deal  of  research  has  been  employed  in  tracing  the  origin  of 
anatomy  to  India  and  Egypt,  chiefly  because  these  countries  were  the 
cradles  of  civilisation.  But  in  India  the  doctrine  of  metempsychosis  pre¬ 
cluded  the  dissection  of  animals.  The  process  of  embalming  of  bodies 
among  the  Egyptians  chiefly  consisted  in  the  removal  of  the  viscera  and 
the  introduction  of  resinous  substances.  The  embalmers,  moreover,  were 
ignorant  men  of  the  lowest  class,  and  so  execrated  by  the  people  that 
Diodorus  Siculus  says,  1  they  had  frequently  to  perform  their  function  to 
the  danger  of  their  life.’  The  fragmentary  knowledge  thus  obtained  can¬ 
not  be  dignified  by  the  name  of  Science. 

The  Greeks  had  similar  prejudices  as  regards  the  dead,  so  that  their 
physicians  and  philosophers  were  chiefly  confined  to  the  study  of  the 
bodies  of  the  lower  animals,  in  order  to  obtain  an  approximate  knowledge 
of  the  structure  of  the  human  body.  And  thus  from  its  very  beginning 
was  the  progress  of  anatomy  obstructed  and  interrupted,  nor  is  anatomy 
even  now  completely  emancipated. 

The  history  of  anatomy,  excluding  what  may  be  called  its  mythological 
epoch,  is  generally  divided  into  three  periods:  from  Hippocrates  to 
Galen ;  from  Galen  to  Vesalius  ;  from  Vesalius  to  the  present  time. 


IIIPPOCRA  TES,  400  B.C.,  TO  GALEN,  130  A.D. 


There  can  be  no  doubt  that  Hippocrates  possessed  good  general  notions 
of  the  skeleton  and  of  the  general  structure  of  the  human  body,  but  the 
profound  knowledge  of  anatomy,  strictly  so  called,  attributed  to  ‘  the 

1  Only  tlie  most  important,  epochs  and  names  have  been  given,  as  space  will  not  admit  of 
a  fuller  account,  which,  moreover,  is  not  actually  necessary  to  the  student. 

VOL.  I.  li 


o 


HUM.  I X  MOUVllOLOd  i 


father  of  medicine  by  ancient  and  some  comparatively  modem  authors, 
such  as  Kiolan  and  Mart  holinus,  is  evidently  exaggerated.  Of  the  many 
works  ascribed  to  him  only  four  or  five  are  considered  as  genuine  ;  the 
rest  have  been  written  by  his  disciples  and  successors. 

It  is  not  probable  that  Hippocrates  ever  dissected  a  human  body,  as 
some  authors,  even  Haller,  believed.  Gruner  in  a  very  learned  treatise 
‘An  Hippocrates  cadavera  liumana  secuerit,’  has  apparently  set  this  ques¬ 
tion  at  rest.  Haller  endeavours  also  to  show  that  Hippocrates  possessed 
a  fair  knowledge  of  neurology;  but  there  can,  strictly  speaking,  be  no 
question  of  the  neurology  of  Hippocrates,  inasmuch  as  he  does  not  distin¬ 
guish  between  nerves,  tendons,  and  ligaments.  The  brain  he  describes  as 
a  large  gland  secreting  a  viscid  fluid,  the  lungs  as  spongy  bodies  which 
communicate  with  the  heart,  and  their  chief  use  is  to  cool  the  body  by 
the  inspired  air.  All  the  veins  proceed  from  the  heart;  in  the  veins  the 
blood  is  formed  ;  the  arteries  contain  the  vital  spirits  :  but  he  confounds 
both  under  the  general  name  of  veins,  nor  does  he  allude  to  their  differ¬ 
ence  of  structure. 

The  strength  of  the  anatomy  of  Hippocrates  lies  in  his  osteology,  for 
he  has  well  described  the  relations  of  the  bones  to  each  other — their  arti¬ 
culations  and  movements — and  applies  this  knowledge  to  the  diagnosis  and 
treatment  of  fractures  and  dislocations.  It  is  stated  that  he  consecrated  a 
skeleton  of  bronze  to  Apollo  in  the  temple  at  Delphi,  in  order  to  teach  to 
his  disciples  the  importance  of  studying  the  human  frame. 

Among  the  most  distinguished  disciples  of  Hippocrates  must  be 
named  Polybus,  the  son-in-law  of  the  father  of  medicine  ;  for  it  is  to 
Polybus  (about  370  B.c.)  that  the  authorship  of  the  books,  ‘  On  the  Nature 
of  Man’  and  ‘  On  the  Nature  of  the  Child,’  has  been  ascribed. 

PLATO  AND  ARISTOTLE  (384  B.C.). 

Plato’s  notions  of  anatomy  and  physiology  are  scattered  in  his  various 
works  incidentally.  It  is  especially  in  his  ‘  Timseus  ’  that  we  meet  with 
them,  but  they  will  scarcely  bear  extraction. 

Aristotle,  born  384  B.c.,  at  Stagy  ra,  was  descended  from  a  family  which 
traced  its  origin  to  .Ksrulapius.  Nicomachus,  the  father  of  Aristotle,  was 
a  physician,  who  is  said  to  have  left  some  works  on  Natural  History  and 
Medicine.  Aristotle  was  about  forty  years  of  age  when  he  undertook  the 
education  of  Alexander  the  Great.  The  expeditions  of  his  pupil  in  Asia 
furnished  him  with  the  most  ample  materials  for  the  extension  of  his 
knowledge  of  the  structure  of  all  sorts  of  animals.  His  zootomical  know¬ 
ledge  became  thus  not  only  extensive,  but  more  accurate  than  before,  and 
he  may  therefore  justly  be  considered  as  the  founder  of  comparative  ana¬ 
tomy,  which  necessarily  preceded  human  anatomy.  Although  Aristotle 
refers  everything  to  man,  it  yet  nowhere  appears  in  his  writings  that  he 
had  ever  dissected  a  human  body.  His  descriptions  are  sufficiently  accu¬ 
rate  when  applied  to  the  external  parts'  of  the  human  body,  but  when  he 
describes  the  internal  parts  they  become  erroneous.  In  fact,  he  says 
himself  (‘  Hist.  Anim.’  lib.  i.  c.  16  '),  the  internal  parts  are  unknown,  that 

1  •  |)c  interioribus  vero  contrarium  oblinet.  Jgnotaj  enimsunt  imprimis  humanaa qnam- 
onrcm  ad  reliquornm  partes  animantium  relatas,  quibuscum  habent  liatune  similitudineiu, 
cus  contemplari  debcmus.’ 
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there  was  nothing  certain  n]>on  the  subject,  and  that  we  must  judge  by 
the  resemblance  which  they  ought  to  have  to  those  of  other  animals,  ft 
thus  appears  clear  that  the  anatomy  of  Aristotle  was  not  founded  upon 
the  dissection  of  the  human  body. 

The  Aristotelian  anatomy  is  in  fact  contained  in  his  ‘  History  of 
Animals.’  Correcting  the  statements  of  some  of  his  predecessors,  who 
taught  that  the  blood-vessels  arose  from  the  brain,  he  traced  them  to  two 
large  vessels  placed  on  the  right  and  left  before  the  spinal  column,  one  of 
which,  he  remarks,  is  sometimes  called  the  aorta.  He  describes  both 
these  vessels  to  arise  from  the  heart.  But  while  his  description  of  the 
distribution  of  the  aorta  is  sufficiently  correct,  he  is  at  fault  as  regards  the 
vena  cava  and  the  pulmonary  artery,  which  he  confounds.  He  distin¬ 
guishes  the  trachea  from  the  oesophagus.  He  had  some,  though  not  very 
clear,  notions  of  the  larynx  and  epiglottis,  and  was  well  acquainted  with 
the  alimentary  canal  of  animals.  While,  therefore,  Aristotle  has  rendered 
great  services  to  comparative  anatomy,  he  has  not  contributed  much  to 
human  anatomy. 


THE  SCHOOL  OF  ALEXANDRIA  (320  B.C.). 

About  the  beginning  of  the  third  century  before  Christ,  Ptolemseus 
the  First  founded  a  school  at  Alexandria,  which  in  a  comparatively  short 
time  became  a  scientific  centre  for  the  most  distinguished  men  of  that 
period.  The  cultivation  of  human  anatomy  then  became  a  reality,  for,  as 
Pliny  informs  us,  the  Egyptian  rulers  not  merely  furnished  the  anato¬ 
mists  with  human  bodies,  but  that  they  themselves  dissected,  in  order  to 
show  the  people  that  there  was  nothing  dishonourable  in  doing  so.  As 
the  first  anatomist  of  this  school  must  lie  mentioned  Herophilus,  who 
lived  under  Ptolomaeus  Soter  (about  344  B.C.). 

There  can  be  no  doubt  that  he  dissected  human  bodies,  and  became 
thus  to  a  certain  extent  the  founder  of  human  anatomy.  If  we  are  to 
believe  Celsus,  he  even  dissected  animals  alive;  hence  Tertullian  called 
him  lanius  (executioner).  The  works  of  Herophilus  are  lost,  and  all  that 
we  know  of  his  anatomical  researches  must  be  gleaned  from  the  notices 
of  Galen,  Oribasius  and  others.  Herophilus  describes  the  pulmonary 
artery,  which,  however,  he  calls  the  venous  artery,  and  he,  as  well  as  his 
rival  Erasistratus,  seems  to  have  known  the  chyle  vessels  of  the  alimentary 
canal,  as  acknowledged  even  by  that  modern  discoverer  Caspar  Aselli.  He  gave 
the  name  of  ‘  twelve- inch  gut-duodenum’  to  that  portion  of  the  alimentary 
canal  next  to  the  stomach.  He  studied  attentively  the  encephalon,  some 
parts  of  which,  such  as  the  straight  venous  sinus,  still  bear  his  name 
(Torcular  Herophili).  The  calamus  scriptorius,  at  the  bottom  of  the 
fourth  ventricle,  is  also  said  to  be  indebted  to  him  for  its  name. 


EllASlSTRA  TVS. 

After  Herophilus  must  be  mentioned  his  distinguished  contemporary, 
Erasistratus,  born,  according  to  Strabo,  in  the  isle  of  Ceos  or  Cea,  and  not  at 
Cos,  us  some  have  asserted.  He  was  of  the  family  of  Aristotle.  Galen 
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tolls  us  that  Erasistrat  us  only  devoted  himself  earnestly  to  the  study  of 
anatomy  after  he  had  given  up  practice  as  a  physician.  Hence,  he  had  to 
retract  many  of  his  opinions.  Thus,  having  taught  that  the  nerves  pro¬ 
ceeded  from  the  dura  mater  and  not  from  the  brain,  he  now  acknowledged 
his  error.  Krasistratus  knew  of  the  valves  of  the  heart,  and  distinguished 
them  as  the  sigmoid  and  tricuspid  ;  he  also  paid  special  attention  to  the 
anatomy  of  the  brain  :  he  described  its  convolutions,  ventricular  cavities, 
the  origin  of  the  nerves,  and  their  distribution.  He  even  distinguishes 
two  species  of  nerves — those  of  sensation  and  those  of  motion.  He  shared 
with  Herophilus  the  credit  of  having  observed  the  chyliferous  vessels  in 
goats  killed  after  feeding  ;  but  their  discovery  remained  sterile  until  they 
were  rediscovered  by  Aselli. 

After  Herophilus  and  Krasistratus  the  progress  of  anatomy  seems  to 
have  received  a  check.  Human  bodies  were  no  longer  dissected,  and  the 
instruction  in  the  schools  seems  to  have  been  confined  to  the  anatomy  of 
animals.  From  this  period  also  dates  the  dispute  between  the  empirics 
and  the  dogmatics,  the  former  rejecting  anatomy  as  a  useless  science, 
while  the  latter  justly  maintained  that,  in  order  successfully  to  battle  with 
disease,  the  physician  should  be  acquainted  with  the  structure  of  the  body 
and  the  functions  of  its  parts.  Enough,  anatomy  fell  into  undeserved 
neglect,  so  that,  among  the  numerous  successors  of  Herophilus  and 
Erasistratus  to  the  time  of  Ctalen,  there  are  only  three  names  which 
deserve  mention  in  relation  to  anatomy;  namely,  Marinus,  who  lived  under 
Nero,  and  whom  Galen  describes  as  the  restorer  of  anatomy.  None  of  his 
writings  have  reached  11s,  but  Galen  seems  to  have  liberally  availed  him¬ 
self  of  his  labours.  He  is  mentioned  as  having  fixed  upon  seven  as  the 
number  of  pairs  of  nerves,  and  also  to  have  described  the  hypoglossal 
under  the  name  of  the  sixth  pair. 

After  Marinus  appeared  Unfits  Ephesus,  who,  according  to  Suidas,  lived 
in  the  reign  of  Trojan.  The  works  of  this  author  which  have  reached  us 
are,  4  De  Vesica?  Renumque  iNIorbis;’  4  De  Purgantibus  ;  ’  4  De  Partibus 
Corporis  Humani.’  He  tried  to  fix  the  anatomical  nomenclature.  He 
admits  that  his  description  of  the  human  body  was  founded  upon  his 
studies  of  the  bodies  of  apes.  He  distinguished  the  nerves  into  two 
classes,  those  of  sensation  and  of  motion  ;  he  recognised  the  Fallopian 
tubes,  and  was  probably  the  first  who  described  the  chiasma  of  the  optic 
nerves. 

A ulus  Cornelius  Cels  as  probably  lived  in  the  Augustan  age  (about 
40  u.c.— 20  A. D.),  but  neither  this  point,  nor  even  his  profession,  is  perfectly 
ascertained,  for  he  wrote  treatises  011  agriculture,  rhetoric,  and  military 
matters,  as  well  as  011  medicine.  What  concerns  us  here  is  that  his  work 
‘  He  Medieina,  consists  of  eight  books,  which  have  reached  us  as  a  rich 
depository  of  the  anatomical  knowledge  possessed  at  his  period.  From 
this  work  it  appears  that  Celsus  was  well  acquainted  with  the  central 
organs  of  respiration  and  circulation,  the  trachea,  lungs,  and  heart,  and 
also  with  the  alimentary  canal  and  abdominal  glands,  lie  had  a  fair 
knowledge  <4  the  uterus  and  its  appendages.  His  knowledge  of  osteology 
seems  to  have  been  extensive,  lie  describes  the  sutures,  and  some  of  the 
apertures  of  the  cranium,  the  maxillary  bones,  the  vertebrae  and  then- 
articular  connections.  It  is  even  supposed  by  some  that  he  knew  the 
semicircular  canals. 


HISTORICAL  SKET(  II. 


The  Editio  princeps  of  Celsus  is  that  of  A.  Nicolas,  Florent.,  147N. 
Numerous  other  editions  and  translations  have  since  appeared. 

Mere  may  perhaps  be  mentioned  Pki,ops,  the  teacher  of  Galen,  who 
made  mvologv  his  special  study,  as  may  be  inferred  from  the  book  of  Galen, 
‘  De  Mu  sc  id.  Dissectione.’ 


SECOND  PERIOD, 

(i ALEX  TO  VESA  LIUS. 

Claudius  Galenus  was  born,  about  1 30  a.i>.,  at  Pergamos.  After  receiving 
his  elementary  instruction  from  his  father,  Nicon,  a  philosopher  and 
mathematician,  he  commenced  his  anatomical  and  medical  studies  under 
Satyrus,  a  celebrated  anatomist,  and  subsequently  went  to  Smyrna,  where 
he  received  the  instructions  of  Pelops,  mentioned  above.  After  the  death 
of  his  father,  Galen  travelled  to  Alexandria,  when  having  possessed  him¬ 
self  of  all  the  medical  knowledge  there  obtainable,  he  returned  to  his 
native  place,  and,  finally,  when  thirty-four  years  of  age,  settled  at  Rome, 
where  he  soon  obtained  the  most  extensive  practice.  Few  physicians  of 
his  time  have  worked  as  hard  as  Galen.  He  is  said  to  have  written  more 
than  five  hundred  treatises,  of  which  a  considerable  portion  were  destroyed 
by  a  fire.  ( )f  those  which  Galen  himself  states  as  having  been  burnt  we 
shall  only  cite  ‘  Libri  iii.  de  Anatomia  Era sist rati ;  ’  ‘Libri  de  Sectione 
Mortuoruin  ‘  libri  ii.  de  Sectione  Vivorum,’  Ac.  Ac. 

Owing  to  their  loss,  we  possess  a  comparatively  scanty  amount  of  the 
state  of  anatomy  during  the  most  flourishing  period  of  the  Alexandrian 
school.  But  enough  has  remained  of  the  works  of  this  voluminous  writer 
to  form  a  pretty  accurate  idea  of  the  state  of  anatomy  at  his  time,  and  of 
the  merits  of  Galen  as  an  anatomist. 

It  does  not  appear  that  Galen  had  at  any  time  many  opportunities  of 
dissecting  human  subjects.  His  dissections  were  chiefly  confined  to  the 
lower  animals  and  to  apes,  to  which  circumstance  must  be  ascribed  most  cf 
the  errors  in  his  anatomical  descriptions.  Still,  it  is  wonderful  with  what 
sagacity  he,  from  the  dissection  of  animals,  analogically  inferred  the  struc¬ 
ture  of  the  human  body.  The  osteological  descriptions  of  Galen  are, 
considering  all  circumstances,  clear  and  accurate  enough.  He  dis¬ 
tinguishes  the  bones  and  sutures  of  the  cranium;  he  describes  the  parietal, 
sphenoid,  temporal,  and  ethmoid  bones,  and  he  divides  the  vertebrae  into 
cervical,  dorsal  and  lumbar. 

The  myology  of  ( ralen, although  perhaps  less  complete  thanhis  osteology, 
is  nevertheless  singularly  rich  and  accurate.  He  describes  the  principal 
muscles  of  the  head,  of  the  trunk,  and  extremities.  The  six  muscles  of 
the  eye,  the  recti  and  the  obliqui,  the  muscles  of  the  tongue,  the  larynx, 
the  chest,  the  abdomen,  Ac.,  are  not  only  well  described,  but  their  actions 
explained  ;  so  that  most  of  the  names  by  which  the  respective  muscles  are 
distinguished  are  still  retained  in  modern  anatomy. 

In  neurology  Galen  distinguishes  the  cerebral  from  Ihe  spinal  nerves. 
He  admits  only  seven  pairs  of  cerebral  nerves,  and  traces  their  distribution. 
Although  his  description  of  the  brain  is  not  of  man  but  of  an  ox,  vet  it  is 
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remarkably  complete,  lie  describes  Ibe  ventricles,  1  he  corpus  callosum, 
the  fornix,  the  pineal  and  pituitary  glands,  the  corpora  striata,  the  optic 
thalami,  the  tubercula  < piadrigemina,  t  he  pes  hippocampi,  the  aqueduct  ( now- 
called  the  aqueduct  of  Sylvius),  the  choroid  plexus,  and  the  medulla 
oblongata. 

The  angiology  of  Galen  is,  owing  to  his  physiological  ideas,  necessarily 
defective.  Following  Erasistratus,  Galen  distinguishes  the  veins  from  the 
arteries  ;  but,  in  opposition  to  his  predecessors,  he  maintains  that  the 
arteries  contain,  in  the  living  animal,  blood  and  not  air.  He  represents  all 
the  arteries  to  arise  from  the  left  ventricle  of  the  heart  by  two  trunks — the 
one  is  distributed  to  the  lungs  (pulmonary  veins) ;  the  other  divides  into 
an  ascending  and  descending  branch.  The  veins  originate,  according  to 
Galen,  in  the  liver  ;  he  recognises  two  main  trunks,  the  vena  portae,  and 
the  vena  cava.  The  ascending  portion  of  the  vena  cava  sends  a  volumin¬ 
ous  branch  to  the  right  ventricle,  which  then  is  distributed  to  the  lungs 
( pulmonary  arteries). 

The  intimate  knowledge  which  Galen  possessed  of  the  structure  of  the 
heart  and  its  valves,  of  the  semilunar  or  sigmoid  valves  of  the  aorta,  and  of 
the  pulmonary  artery  and  their  action,  shows  how  very  near  Galen 
approached  the  solution  of  the  question  of  the  circulation  of  the  blood. 
Some  authors,  indeed — Hecker,  for  instance  1 — assert  that  the  honour  of 
having  first  discovered  the  circulation  of  the  blood  belongs  to  Galen,  but 
that  his  remarks  on  this  subject  are  so  scattered,  that  he  did  not  perceive 
its  physiological  importance  and  practical  application ;  hence  it  was  soon 
forgotten. 

This  short  and  necessarily  incomplete  sketch  of  the  merits  of  Galen 
sufficiently  shows  how  much  anatomy  is  indebted  to  him.  Of  Galen 
as  a  physiologist  and  a  physician  it  is  not  our  object  to  treat  here. 

The  unbounded  influence  which  the  authority  of  Galen  exercised 
during  many  centuries  over  the  minds  of  his  medical  successors  can  only 
be  compared  to  that  of  Aristotle  over  the  scholastic  world.  In  one  respect 
the  deference  paid  to  his  authority  contributed  rather  to  retard  the  progress 
of  medical  science,  by  discouraging  independent  research  ;  for  it  was 
little  short  of  heresy  to  doubt  the  dicta  of  the  master. 

After  the  death  of  Galen,  we  find  but  few  names  deserving  mention  in 
the  history  of  anatomy.  To  Soranus  of  Ephesus,  who  lived  under  Trajan, 
is  attributed  a  treatise  on  the  female  organs  of  generation,  which  testifies 
to  the  considerable  anatomical  knowledge  of  the  author.  Orebasius  of 
Pergamos,  said  to  have  been  the  physician  of  Julian  the  Apostate,  was 
more  of  a  compiler  than  an  anatomist ;  while  Aetius  and  Panins  yEgineta 
were  rather  celebrated  as  surgeons  and  physicians  than  as  anatomists.  The 
period  was  now  fast  approaching  when  tin*  cultivation  of  science  and  art 
was  rendered  almost  impossible.  Hordes  of  barbarians  from  the  North 
overran  the  Roman  Empire,  extinguishing  the  torch  of  civilisation  and 
int roducing  their  barbarian  laws.  Thus,  during  the  whole  of  the  period 
called  "the  dark  ages,  science  found  no  resting  place  in  Europe,  except  in 
the  countries  conquered  by  the  Arabs. 

1  Die  Lehr, ■  mm  Krndauf  r„„  Havre, /.  !  tori  in,  1831.  The  chief  passages  relative  to  the 
circulation  are  to  bo  found  in  the  treatise  1),  /  sit  / ‘art him,  lib.  iv.  vi  vii.  \c. 
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ANATOMY  OF  T1IE  ARABS. 

After  the  conquest  of  Egypt  by  Omar  ((140),  the  Arabs  began  to 
appreciate  scientific  culture.  The  Greek  Christians  in  Syria,  and  also  the 
Jews,  became  the  teachers  of  the  conquerors  by  new  translations  of  Greek 
works  into  Arabic.  An  academy  was  instituted  at  Bagdad,  andacollege  of 
physicians,  the  president  of  which  had  to  examine  all  such  as  intended  to 
practise  the  art  of  healing.1 

Almamum,  the  grandson  of  Almansur,  became  the  great  promoter  of 
the  culture  of  science,  for  he  gave  orders  to  his  ambassadors  in  Greece  to 
purchase  all  Greek  and  Roman  works  they  could  obtain  in  order  to  have 
them  translated.  Under  the  Moorish  khalifs  Spain  became  the  chief  seat 
of  learning.  Alhakem  erected  an  academy  at  Cordova  which  during 
several  centuries  was  the  most  celebrated  in  the  world,  and  was  frequented 
by  all  desirous  of  obtaining  knowledge.  The  library  contained,  according 
to  Casin',  250,000  books.  Sevilla,  Toledo,  and  Murcia  also  had  high 
schools,  which  flourished  until  the  end  of  the  Moorish  dominion. 

The  anatomy  of  the  Arabian  physicians  was  almost  entirely  borrowed 
from  the  Greeks,  chiefly  from  Galen,  as  the  Koran  forbids  dissection.  Yet 
there  were  not  wanting  physicians  among  the  Arabs  who  declared  that 
anatomy  could  not  be  learned  entirely  from  books,  and  that  even  Galen’s 
dicta  must  be  verified  by  autopsy. 

Under  these  circumstances  it  was  nigh  impossible  that  anatomy,  as  such, 
could  flourish.  The  most  celebrated  names  amongst  the  Arab  physicians, 
such  as  Ibn  Sina  (Avicennes),  Rhases,  Averrhoes,  &c.,  were  almost  all  blind 
followers  of  Galen,  and  left  no  mark  in  anatomical  science. 

In  the  beginning  of  the  thirteenth  century  (1213),  Frederick  II., 
King  of  the  Romans  and  Sicily,  promulgated  a  law,  according  to  which  no 
one  was  allowed  to  practise  surgery  unless  he  had  previously  undergone  an 
examination  in  anatomy.  A  certain  Martianus,  a  physician  of  Sicily,  is 
said  to  have  received  from  this  prince  authority  to  give  every  five  years 
lectures  on  the  dead  body  to  physicians  and  surgeons.  The  revival  of 
science  in  general,  and  with  it  of  anatomy,  took  place  in  Italy.  Bologna 
first,  and  afterwards  Pisa  and  Padua,  acquired  great  celebrity  as  medical 
and  anatomical  schools,  and  attracted  students  from  all  parts  of  the  world. 

The  revival  of  practical  anatomy  may  be  said  to  have  commenced 
with  Luigi  Mendini  de  Luzzi  (Mundinus  or  Mundinius).  He  was  probably 
born  at  Bologna,  where,  it  is  said,  his  father  kept  an  apothecary  or  druggist  s 
shop. 

In  the  year  1314  Mundinus  was  professor  at  Bologna,  and  in  1315  he 
publicly  dissected  two  female  subjects.  Not  long  after,  he  published  a 
treatise  on  anatomy,  which  for  a  long  time  was  the  only  text-book  used  in 
the  Universities  of  Bologna  and  Padua.  The  first  edition  bears  the  title 
‘  Anothomia  ’  (sic)  M undini,  &c.,  Papaia,  1478.  Another  edition,  illustrated 
by  woodcuts,  entitled  ‘  Fasciculus  Medicime,’  &c.,  was  published  bv  J. 
Kcthern,  Venetiis,  1495.  One  of  the  woodcuts  represents  Mundinus 
lecturing,  surrounded  by  students;  a  dead  body  lying  on  the  table  to  he 
dissect ed. 


1  Abulfarag,  Chron.  Syr.  p.  184. 
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As  to  the  work  itself,  every  page  shows  that  Mundinus  is  a  follower  of 
Galen.  Still  his  descriptions  of  some  parts  are  much  more  complete  than 
those  of  Galen.  Tims  Mundinus  distinguishes  the  alimentary  canal  into 
duodenum  jejunum,  ileum,  colon  and  rectum,  commencing  by  the  rectum. 
On  the  other  hand,  the  Latin  is  corrupted  by  the  introduction  of  the 
nomenclature  of  Arabian  authors,  so  that  lie  calls  the  abdomen  myrach,  the 
peritoneum  syphac,  and  the  omentum  zirbus.  Amidst  much  that  is 
fanciful,  he  nevertheless  states  facts  founded  on  experiments.  Thus  he 
says,  when  the  recurrent  nerves  are  divided,  the  animal  loses  the  voice. 
His  anatomy  of  the  heart  is  singularly  correct,  as  well  as  the  description  of 
the  pulmonary  arteries  and  veins,  so  much  so  that  Ik*  has  also  been  claimed  as 
one  of  the  discoverers  of  the  circulation  of  the  blood.  With  much  greater 
reason  may  Mundinus  be  designated  as  the  precursor  of  Gall  with  regard 
to  the  localisation  of  the  functions  of  the  brain,  which  he  divides  into 
different  compartments,  or  cells,  each  containing  an  intellectual  faculty. 
Mundinus  died  about  1325. 

In  connection  with  Mundinus  must  be  mentioned  his  pupil  and  com¬ 
mentator,  Alexand.  Achellini,  who  is  known  as  having  first  described  two 
of  the  tympanal  bones,  the  malleus  and  the  incus,  lie,  moreover,  corrected 
some  of  the  errors  of  his  predecessors  as  regards  the  disposition  of  some  of 
the  intestines. 

Mathiew  de  Gradibus,  or  Gradi,  so  called  from  his  birthplace,  Grado, 
near  Milan,  was  professor  at  Pavia,  where  he  died  in  1480.  Gradi  is 
chiefly  known  by  having  given  a  better  description  of  the  ovaries  than  any 
of  his  predecessors. 

Gabriel  Zerbi,  or  De  Zerbis,  professor  at  Bologna,  Pome,  and  Padua, 
had  the  reputation  of  being  one  of  the  most  learned  physicians  of  his  time. 
He  and  his  son  were  murdered  in  Turkey  in  1505.  He  published  his 
‘  Anatomic*  Corporis  Humani,’  &c.,  Yenetiis,  1502,  fob 

Hundt  (1449-1519,  Magnus  Canis),  born  at  Magdeburg,  rector  of  the 
University  of  Leipzig,  is  chiefly  known  by  his  ‘  Anthropologium  de 
Hominis  Nat  lira,’  Ac.,  published  at  Leipzig  in  1501.  This  work  is  one,  if 
not  the  first,  of  the  anatomical  works  illustrated  by  woodcuts. 

Very  eminent  in  the  history  of  anatomy  is  the  name  of  Berengario  de 
Carpi,  professor  at  Pavia  and  Bologna  between  1502  to  1527.  1!L  first  de¬ 

monstrations  were  onanimals,  but  subsequently  he  dissected,  according  to  his 
own  declaration,  above  one  hundred  human  bodies.  Many  discoveries  made 
by  his  predecessors  are  erroneously  attributed  to  him  ;  but  it  is  undeniable 
that  he  first  described  the  vermiform  process  of  the  caecum.  His  account 
of  the  brain, its  ventricles, and  the  cerebral  nerves,  is  excellent  for  his  time, 
rectifying  the  mistakes  of  Galen,  Mundinus,  and  others,  lie  published  a 
compendium  of  treatises  under  the  name  ‘  Isagoga*  Breves  in  Anatoiniam 
Corporis  Humani,’  Bononiae,  1522.  in  this  work  Berengarius  gives  a 
systematic  survey  of  the  various  textures  in  the  human  body.  It  may  be 
ment ioned,  by  the  way,  that  Berengarius  was  one  of  the  first  who  employed 
mercury  for  the  cure  of  syphilis. 
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THIRD  PERIOD. 

FROM  VES ALIUS  TO  TIIE  PRESENT  TIME.— THE  REFORMA  TION 

OF  ANATOMY. 

A  man  now  appeared  on  the  anatomical  stage  whose  works  marked  the 
beginning  of  a  new  era  in  the  history  of  this  science.  Andreas  \  esalius 
was  horn  at  Brussels  in  1514.  The  name  of  his  family  was  originally 
Witting,  who,  emigrating  to  (he  Netherlands,  changed  their  name  to 
W  esele,  from  Wesel  in  the  duchy  of  Cleve,  their  native  town.  Vesalius 
first  frequented  the  University  of  Louvain,  where  he  studied  under  Winter 
of  Andernach,  then  went  to  Montpellier,  and  thence  to  Paris,  where  he  had 
for  instructors  his  old  teacher  Winter,  and  Sylvius  and  Vidius.  From 
1536-1543  we  find  him  lecturing  on  anatomy  in  Padua,  Bologna,  and 
Pisa.  During  this  period  he  prepared  his  grand  work,  ‘  I)e  Corporis 
Humani  Fabrica  Libri  Septem,’  which  he  published  at  Basle  in  1543,  and 
which  Boerhave  called  opus  incomparabile ,  and  Haller  immortelle  opus. 
The  splendid  anatomical  illustrations  of  this  work,  drawn  by  eminent 
artists,  chiefly  by  Johann  von  Kalker,  a  pupil  of  Titian,  if  not  by  Titian 
himself,  have  been  copied  in  almost  all  the  anatomical  works  of  the  six¬ 
teenth  century.  Vesalius  was  not  merely  the  first  author  of  a  compre¬ 
hensive  and  systematic  work  on  anatomy,  but  the  foremost  anatomist  of 
his  time  who  tried  to  shake  off  the  yoke  of  Galen  ;  and  he  thus  became,  if 
not  the  founder,  at  all  events  the  great  reformer  of  anatomy.  He  proved 
to  demonstration  that  the  anatomy  of  Galen  was  not  the  anatomy  of  man, 
but  that  of  the  apes  and  of  the  lower  animals.  The  boldness  with  which 
he  attacked  the  long-reverenced  opinions  of  Galen  and  other  ancient 
authors,  and  the  irrefutable  evidence  with  which  he  supported  his  own  de¬ 
scriptions,  raised  him  a  host  of  enemies  among  his  contemporaries.  Among 
his  bitterest  opponents  was  his  teacher  Sylvius,  who  wrote  a  pamphlet 
against  him,  ‘  Sylvius  Vesani  Calumnias  depulsandus.’  Even  his  great 
colleagues,  Eustachius  and  Fallopius,  opposed  him,  though  with  much  less 
virulence.  About  1544  the  Emperor  Charles  V.  appointed  him  his  physician  ; 
and  on  his  abdication  he  became  physician  in  ordinary  to  Philip  II.  of 
Spain.  The  constant  attacks  on  Vesalius  induced  Charles  V.  to  ask  the 
theological  faculty  of  Salamanca  whether  it  be  lawful  for  Catholics  to 
dissect  the  human  body  after  death.  For  a  wonder  the  faculty  replied  in 
the  affirmative.  Still,  the  opposition  he  met  with  so  embittered  his  life 
that  lie  burnt  a  considerable  portion  of  his  manuscripts.  About  the  latter 
end  of  1563,  Vesalius  left  Madrid  and  went  on  a  pilgrimage  to  Jerusalem. 
The  story  commonly  received,  hut  by  no  means  authenticated,  is  that,  on 
removing  the  heart  from  the  body  of  a  Spanish  grandee,  it  quivered  in  his 
hand,  and  that  he  was  permitted  to  expiate  his  error  by  a  pilgrimage  to 
the  Holy  Land.  Be  this  as  it  may,  its  end  was  melancholy  in  the  extreme. 
On  his  return  voyage  to  Padua,  where  he  was  to  take  the  vacant  professor¬ 
ship  of  anatomy  on  the  death  of  Fallopius,  his  vessel  was  wrecked  on  the 
isle  of  /ante,  where  Vesalius  died,  according  to  some  accounts,  of  starvation, 
but  more  probably  from  fatigue  and  exposure.  A  benevolent  goldsmith 
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recognised  his  body  and  bad  him  decently  buried  in  a  clmpel  of  Our  Lady, 
where  his  gravestone  bears  the  inscription  : 

Andrew  Vesalii  Brexellensis  Tumulus  Kustaci-iii. 

Bartolomeo  Eustacliio  or  Eustachius ,  the  contemporary  of  Vesalius,  born 
in  the  early  part  of  the  sixteenth  century  at  San  Severino,  was  another  of 
the  distinguished  Italian  anatomists  to  whom  the  advancement  of  anatomy 
is  due. 

Eustachius  held  the  chair  of  medicine  in  the  Collegio  della  Sapienza  ; 
but  as  lie  never  had  any  lucrative  practice,  he  died  in  great  poverty 
about  1574.  His  treatises  are  nearly  all  collected  in  his  ‘  Opuscula  Ana- 
tomica,’ published  in  4to  at  Venice,  1504,  and  again  by  Boerhaave,  Leyden, 
1707,  in  8vo.  His  principal  work  ‘  On  the  Disputed  Points  of  Anatomy,’ 
announced  in  the  4  Opuscula,’  was,  probably  from  want  of  means,  not  pub¬ 
lished,  and  lost.  Nevertheless,  thirty-nine  copper-plates,  intended  for  the 
illustration  of  that  work,  were  found  in  1712  at  Urbino,  and  published  in 
1714  by  Lancisi,  with  the  aid  of  other  anatomists.  Several  editions  of 
them  have  since  appeared.  The  plates  abundantly  show  that  many  im¬ 
portant  anatomical  facts  which  gave  lustre  to  his  successors  must  have 
been  known  to  him.  The  tube  leading  from  the  tympanum  to  the  throat 
and  the  valve  of  the  vena  cava  bear  his  name. 

Realdus  Columbus  of  Cremona,  Professor  of  Anatomy  at  Padua,  born 
in  1544,  was  a  pupil  of  Vesalius,  and  a  skilful  anatomist.  In  his  principal 
work,  ‘He  Re  Anatomica,’  1.  xv.  Venet.  1559  fol.,  he  rectifies  the  anatomy 
of  the  bones,  and  gives  a  good  description  of  the  brain,  the  internal  ear, 
and  the  ventricles  of  the  larynx. 

Jean  Philip  Ingrassias,  another  pupil  of  Vesalius,  born  in  1510  at 
Ragalbuto  in  Sicily,  studied  at  Padua.  In  his  commentary  on  the  osteo¬ 
logy  of  Galen,  published  in  1603,  by  his  grandson,  he  corrected  many 
errors  and  gave  a  correct  account  of  the  conformation  of  the  ethmoid  and 
sphenoid  bones,  hence  the  name  parvce  alee  In  grass  ice.  He  also  first 
described  the  third  bone  of  the  tympanum,  called  stapes ,  a  description 
equally  claimed  by  Eustachius  and  Fallopius. 

Gabriello  Viil\n[ho(Fallopius)  was  born  at  Modena  about  1523  ;  died  at 
Padua  in  1562.  Fallopius  was  both  the  pupil  and  the  successor  of  Vesa¬ 
lius  at  Padua.  Although  heat  first,  took  the  part  of  Galen  against  his 
master,  he  tried  to  reconcile  their  teachings.  His  chief  work  ( eximiuwi 
opus,  Haller),  ‘  Observationes  Anatomic*,’  which  was  published  at  Venice 
in  1561,  just  a  year  before  his  death,  formed  an  epoch  in  the  science  of 
human  anatomy.  He  rectified  the  description  of  many  parts  which  Vesa¬ 
lius  had  left  incomplete.  He  gave  a  more  accurate  account  of  the  auditory 
apparatus  1  han  had  hitherto  been  published,  by  describing  the  vestibule, 
the  semicircular  canals,  the  fenestrse,  the  aqueduct  which  bears  his  name, 
&c.  In  his  researches  on  the  organs  of  generation  in  both  sexes,  he  dis¬ 
covered,  or  at  all  events  first  described,  the  utero-peritoneal  canals  (tub* 
Fallopise).  1 

Julius  (  a‘sar  Aranzi  (Arantius),  born  at  Bologna  about  the  year  1530 
(died  1589),  was  also  among  the  most  eminent  of  the  pupils  of'  Vesalius. 
His  work  ‘I)e  llumano  Foetu  Opusculum,’  Venet.  1571,  gives  the  first 
eorrect  account  of  the  anatomy  of  the  fetus.  In  his  description  of  the 
anatomy  of  the  brain,  Aranzi  was  the  lirst  properly  to  describe  the  inferior 
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cornua  of  flic  ventricles;  he  also  first  described  the  hippocampus,  the 
choroid  plexus,  and  most  of  the  sinuses  at  the  base  of  the  cranium,  also  the 
corpora  Arantii  of  the  sigmoid  valves. 

Constantin  Yaroli  (Varolius),  born  at  Bologna  in  1543  (died  in  1575), 
only  published  during  his  life  a  single  epistle,  ‘  De  Nervis  Opticis,’  &c., 
Padua,  1572,  in  which  he  proposes  a  new  method  of  dissecting  the  brain. 
He  di  stinguishes,  better  than  had  been  done  before,  the  organs  at  the  base 
of  the  encephalon, and  especially  the  annular  protuberance  which  bears  his 
name  (Pons  Varolii).  A  long  time  after  his  death  was  published  his  prin¬ 
cipal  work,  ‘De  Resolutione  Corporis  Human i  Libri  Quatuor,’  Francf.  1591. 

Hieronimo  Fabrizio  (Fabricius  ab  Aqnapendente)  was  born  in  1537  at 
Aquapendente  in  the  Papal  States,  and  died,  at  the  age  of  eighty-two,  in 
1G19.  lie  became  at  an  early  age  the  pupil  of  Fallopius,  whom  he  suc¬ 
ceeded  in  1562.  Fabricius  is  now  chiefly  remembered  as  having  been  the 
tutor  of  William  Harvey,  whose  great  discovery  was,  according  to  his  own 
statement,  suggested  by  the  discovery  of  Fabricius  of  the  valvulur  struc¬ 
ture  of  the  veins.  Some  of  these  folds  or  valves  of  the  veins  had  been 
noticed  by  the  predecessors  of  Fabricius,  but  no  one  had  given  a  rational 
suggestion  of  their  use  until  Fabricius  traced  them  through  the  whole 
venous  system  (‘De  Venarum  Ostiolse,’  Padua,  1603,  fol,). 

William  Harvey,  born  at  Folkestone,  April  1,  1578  ;  died  June  3,  1657. 
After  a  residence  of  six  years  in  Cambridge,  he  proceeded  to  Padua,  where 
he  attended  the  lectures  of  Fabricius  on  anatomy,  and  of  Casserius  on 
surgery.  After  taking  his  degree  he  returned  home,  and  was  appointed 
physician  to  St.  Bartholomew’s  Hospital.  The  great  discovery  of  the 
circulation  of  the  blood,  obscurely  conjectured  and  partially  taught  by 
Servetus,  was  finally  established  by  the  labours  of  Harvey,  who  proved  to 
demonstration,  not  merely  the  minor  circulation  through  the  lungs,  but 
the  general  or  systemic  circulation  of  the  blood  from  the  left  side  of  the 
heart,  by  the  aorta  and  its  subdivisions,  to  the  right  side  by  the  veins. 
Although  Harvey  announced  his  views  on  the  circulation  as  early  as  1619, 
in  his  lectures,  it  was  only  in  1628  that  he  printed  his  ‘  Exercitatio  Ana- 
tornica  de  Motu  Cordis  et  Sanguinis  in  Animalibus.’ 

It  is  not  within  our  scope  to  notice  the  controversies  to  which  Harvey’s 
discovery  gave  rise.  The  only  opponent  he  condescended  to  answer  was 
Joannes  Riolanus,  the  son,  Regius  Professor  of  Anatomy  at  Paris. 

Among  the  many  claimants  as  regards  priority  in  the  discovery  of  the 
circidation,  we  may  mention,  merely  as  a  curiosity,  Leonardo  da  Vinci, 
whom  Dr.  Robert  Knox,  the  well-known  anatomist,  with  some  hesitation 
mentions  to  that  effect,  not  indeed  as  a  discoverer,  but  as  one  to  whom  it 
might  have  been  known.  Dr.  Knox,  it  appears,  had  an  opportunity  of 
examining  in  Queen  Victoria’s  library  a  sketch-book  of  Leonardo.  ‘It  is,’ 
says  Dr.  Knox  (‘Great  Artists  and  Great  Anatomists,’  London,  1852, 
p.  1 60),,  ‘  a  small  folio,  prepared  as  a  sketch-book,  its  leaves  filled  with  figures 
drawn  by  Leonardo,  chiefly  from  dissections  made  either  by  himself  or 
conjointly  with  Della  Torre.  .  .  .  Turning  the  leaves  hastily  over,  I  stum¬ 
bled  on  a  drawing  of  the  semilunar  valves  of  the  aorta,  in  a  variety  of 
positions,  so  as  to  show  their  descriptive  anatomy.  The  corpuseules  of 
Aranfius  have  not  been  forgotten.  Now  all  this  occurred  long  before  the 
age  of  Fabricius  and  Harvev,  and  even  before  that  of  Vesalius ;  for  Della 
Torre  and  Da  Vinci  preceded  all  these. 
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‘  it  may  have  been  that  lie  was  acquainted  with  the  circulation  of  the 
blood.  Who  can  tell  the  extent  of  his  knowledge  until  the  volume  be 
carefully  examined,  figure  by  figure,  line  by  line,  page  by  page,  by  an 
anatomist  ?  ’ 

ANATOMY  IN  FRANCE  AND  ENGLAND. 

Hitherto  Italy  had  taken  the  lead  in  science,  and  consequently  in  ana¬ 
tomy  ;  but  the  institution  of  the  College  de  France,  in  1550,  by  Francis  I. 
attracted  a  great  many  students  to  that  country.  Among  the  professors 
appointed  were  Guidi  Guido,  better  known  by  his  Latin  name  Vidus  Vidius, 
and  Winter  (Guinterius)  of  Andernach,  a  German.  Vidius  died  in  1567. 
The  anatomy  of  Guidi  (‘  De  Anatomia,’  lib.  8)  was  published  at  Venice, 
in  1611.  Winter  published  in  1536,  for  the  benefit  of  his  pupils,  an  ele¬ 
mentary  treatise  on  Anatomy,  entitled  ‘  Anatom icorum  Institutionum 
secundum  Galeni  Sententiam  ad  Candidatus  Medicinal,’ lib.  iv.,  Basilese. 
In  this  school  were  educated  Charles  Etienne,  Servet,  Jacques  Dubois, 
(Sylvius),  who  himself  became  the  teacher  of  Vesalius.  Winter  died  in 
1574,  aged  eighty-four. 

Jacques  Dubois  ( Sylvius )  was  born  at  Louvilly  in  1478,  and  took  his 
degree  as  Bachelor  of  Medicine  in  1531  ;  he  was,  at  the  departure  of  Vidius 
for  Italy,  appointed  Professor  at  the  College  of  Triquet. 

There  is  no  doubt  that  Dubois  dissected  many  human  bodies,  yet  such 
was  his  infatuation  for  Galen  that  he  distrusted  his  own  senses;  hence 
his  anatomy  and  physiology  are  almost  entirely  cast  in  the  mould  of  the 
physician  of  Pergamos.  Among  his  works  are:  ‘  Methodus  sex  Librorum 
Galeni  de  Differentiis  el  Causis  Morborum,’  Parisiis,  1539;  ‘  Vesali  cujus- 
dam  Calumniarum  in  Flippocratis  Galenique  rein  Anatomieam  Depulsio,’ 
Parisiis,  1551.  Dubois  must  not  be  confounded  with  Franciscus  de  le 
Boe,  also  called  Sylvius.  Dubois’  name  is  perpetuated  in  anatomical 
nomenclature  by  the  ‘Fossa  Sylvii,’  and  aqueduct  us  Sylvii. 

Among  the  distinguished  pupils  of  Sylvius  must  be  mentioned  Charles 
Etienne,  born  at  Paris  about  the  beginning  of  the  sixteenth  century;  died 
1564,  aged  sixty.  ( >f  his  anatomical  works  may  be  cited,  ‘  De  Dissectione 
Parti um  Corporis  Humani,’  Parisiis,  1545. 

Sercetns  (Miehal  Servet),  born  in  1509  at  N'illa  Nuova  Arragonia,  was 
also  a  pupil  of  Sylvius.  In  his  work  ‘  Christianissimi  Restitutio’  occurs  a 
passage,  which,  if  it  does  not  by  any  means  prove  that  he  understood  the 
systemic  circulation  of  the  blood,  at  all  events  shows  that  he  had  a  fair 
knowledge  of  the  pulmonary  circulation.  His  fate  is  well  known:  he  was 
burnt  as  a  heretic  at  Geneva,  in  1553,  aged  forty-four. 

A  ml  reft  s  Cd'siil  )>i  n  n.s  of  Arezzo  (1519—1619),  the  eminent  philosophical 
botanist  and  physiologist,  occupies  perhaps  the  most  prominent  place 
among  the  predecessors  of  Harvey.  He  describes  very  clearly  the  pul¬ 
monary  circula  t  ion,  as  is  shown  from  the  following  passages: — ‘.  .  .  to  this 
circulation  of  the  blood  out  of  the  right  ventricle  of  the  heart  through  the 
lungs  into  its  left  ventricle,  what  appears  upon  dissection  answers  very 
"‘‘II*  1  I  hat  he  had  a  glimpse  of  1  lie  systemic  circulation  is  proved  by 

Iluie  sanguinis  circulation!  ex  dext ro  cordis  ventricnlo  per  pulmones  in  sinistrum 
episdem  vent rirulum  uptime  respondent  ea  <pi;e  ex  dissectione  apparent.’—  Otmst.  Pcri- 
jitl/ehc.  hb.  v.  cap.  iv.  ' 
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the  following  passage  :  ‘  In  animals  we  see  that  the  veins  carry  the  ali¬ 
ment  to  the  heart,  as  the  workshop  of  the  implanted  heat,  and  after  the 
aliment  has  acquired  its  highest  perfection,  the  arteries  distribute  it 
through  the  whole  body  by  means  of  the  spirit  which  has  been  produced 
in  the  heart  from  the  same  aliment.1 

Gaspar  Asellio  (Asellius),  Professor  of  Anatomy  at  Pavia,  born  about 
1581  at  Cremona  (died  1626),  rediscovered  the  chyliferous  vessels  in  a  dog, 
in  the  year  1622.  In  1628  they  were  seen  by  Nicolas  Pairese  in  the 
autopsy  of  a  convict  who  had  been  well  fed  before  his  execution.  Jean 
Pecquet,  a  student  at  Montpellier,  discovered  in  1647  the  common  trunk 
of  the  lacteals  and  lymphatics  in  some  domestic  animals.  Jahn  van 
Hoorne,  born  at  Amsterdam  in  1621  (died  in  1670),  described  the  thoracic 
duct  in  the  human  body,  ‘  Novus  ductus  chyliferus,’  Ac.,  Lugd.  Balav. 
1652.  Thomas  Bartholinus,  born  at  Copenhagen  in  1616  (died  1702), 
perhaps  the  most  learned  physician  of  his  age  ;  Olaus  Rudbeck,  professor  at 
Upsala,  born  in  1630  (died  1702);  George  Jolyffe,  and  many  others, 
were  all  occupied  in  tracing  the  distinction  between  the  lacteals  and  the 
lymphatics.  There  is  no  doubt  that  Rudbeck  traced  the  lymphatics  of  the 
large  intestines  to  the  thoracic  duct,  and  this  latter  to  the  subclavian  vein. 
This  he  demonstrated  in  the  presence  of  Queen  Christina  in  1652. 

The  quarrels  of  the  respective  authors  touching  the  priority  of  dis¬ 
coveries  in  the  anatomy  of  the  lymphatic  system  cannot  be  easily  decided, 
owing  to  the  almost  simultaneous  publication  of  their  works  on  this  subject. 
Aselli  (in  1622),  Pecquet  (in  1649),  and  Rudbeck  (in  1651)  published 
their  researches,  but  Rudbeck  generalised  their  existence.  Many 
anatomists  have  studied  the  lymphatic  system  :  Bartholin,  G.  Jolyffe, 
Glisson,  Fohmann,  Hunter,  Newson,  Magendie,  Mascagni,  Meckel, 
Nuck,  Ruysch,  among  the  older  ones  ;  and  Sappey,  His,  Recklinghausen, 
Waldeyer,  Schweigger-Seidel,  Toldt,  Frey,  Axel  Key  and  Retzius  and 
Klein,  among  modern  ones. 

Thomas  Wharton,  born  1610  (died  1673),  investigated  carefully  the 
structure  of  the  glands  (‘  Adenographia,’  Ac.,  London,  1656),  and  gave  his 
name  to  the  ductus  salivalis  inferior  (Wharton’s  duct). 

Francis  Glisson,  born  in  1597  at  Rampisham,  Dorset,  made  himself 
known  by  a  most  minute  description  of  the  liver  (‘  Anatomia  Hepatis,’  Ac., 
London,  1654).  But  the  chief  anatomical  work  of  this  period  was  un¬ 
questionably  the  ‘  Cerebri  Anatome,’  &c.  by  Thomas  Willis,  London,  1664. 
This  work  on  the  brain  and  the  nervous  system  abounds  in  new  informa¬ 
tion.  The  description  is  minute  and  generally  accurate,  so  that  the  order 
in  which  he  numbered  the  cranial  nerves  is  still  followed  by  modern 
anatomists.  Willis  acknowledges  his  great  obligations  to  his  intimate 
friend  Richard  Lower. 

Nicolas  Steno,  born  at  Copenhagen  1638  (died  1686),  aceuratel v 
describes  (M)bservationes  Anatom  icae,’  Ac.,  Leyden,  1662)  the  lacrvmal 
gland  and  passages,  and  the  parotid  duct,  which  bears  his  name. 

1  ‘In  animalibus  vidcnms  alimentum  per  venas  duci  ad  cor,  tanquam  ad  oflioinam  cal  oris 
insiti,  et  adopt  a  inibi  ultima  perfeofione,  per  artcrhs  in  universum  corpus  distrihui.  agent  c 
spiritu,  qui  ex  eodem alimento  in  corde  gignitur  ’  {Dr  Plantix ,  lib.  i.  c.  2).  In  another  pas- 
sage  {Qua-st.  Med.  ii.  17),  he  points  out  the  swelling  of  the  veins  beneath  a  ligature  as  a 
proof  of  the  return  of  the  blood  by  the  veins. 


14 


n  UM A N  M 0 It  1  'll O L ()(;) '. 


MICROSCOPIC  A X.  1  TOMY. 

Marcellas  Malpighi,  born  near  Bologna  in  1628  (died,  1694),  Professor 
of  Medicine  at  Bologna,  and  afterwards  at  Pisa,  is  justly  regarded  as  the 
founder  of  Microscopic  Anatomy  ;  for  he  was  the  first  who  in  his  researches 
greatly  availed  himself  of  the  aid  of  the  microscope.  He  first  clearly 
described  t  he  structure  of  t  he  tongue  and  of  the  skin,  demon strat  ing  that  it 
is  everywhere  beset  with  delicate  papillae,  the  chief  organs  of  touch.  He 
also  discovered  the  rete  mucosum  (ret?  Malpir/hii ),  while  his  name  is  also 
associated  with  the  Malpighian  bodies  in  the  spleen  and  kidneys. 
Mali  >ighi  was  also  the  Hist  who  examined  the  circulation  with  the  micro¬ 
scope.  Among  his  chief  works  may  be  mentioned,  ‘  l)e  Cerebro ;  ’  ‘De 
Lingua  ;  ’  ‘  De  Externo  Tact  us  Organo  ;  ’  ‘  Marcelli  Malpighi  ( )pera  ( hnnia,’ 
London,  1686. 

Anton  van  Leuwenhoeff  (born  at  Delft,  1638;  died,  1723),  and  Johann 
Swammerdam  (born  at  Amsterdam,  1637  ;  died,  1680),  acquired  great  repu¬ 
tation  by  their  researches  in  natural  history  by  means  of  the  microscope. 
The  latter  introduced  a  new  method  of  injecting  the  vessels — an  art  which 
was  carried  to  great  perfection  by  Frederick  Kuyseh  (born  at  the  Hague, 
1638;  died  in  1731).  By  this  contrivance  the  arrangement  of  minute 
vessels  became  visible  to  the  naked  eye.  There  was  scarcely  any  part  of 
the  human  body  Kuyseh  did  not  inject,  and  he  thus  discovered  many 
particulars  relating  to  the  minute  structure  of  the  lungs,  the  brain  and  its 
membranes,  &c.  By  great  labour  Kuyseh  collected  an  anatomical  museum, 
the  tirst  of  the  kind,  which  he  sold  in  1698  to  Peter  the  Great  for  30,000 
florins.  A  considerable  portion  of  this  museum  became  useless  in  conse¬ 
quence,  it  is  said,  of  the  sailors  having  drunk  the  spirits  in  which  the 
specimens  had  been  preserved  (‘Kuyseh  F.  Opera  Omnia  Anatomico- 
Medico  Chirurgica,’  Ainst.  1737,  5  vols.  4to.). 

Heinrich  Meibom  (Meibomius)  (born  at  Helmstaet  in  1590;  died  1655) 
rediscovered  the  palpebral  glands  which  bear  his  name  (‘De  Vasis  Palpe¬ 
brarum  Novis  Epistola,’  Helmstaedt,  1666).  Johann  Conrad  Brunner  (born 
near  Schaffhausen,  in  1653;  died  in  1727)  discovered  the  glands  named 
after  him  (‘  De  Glandvdis  Duodeni,’  Heidelberg,  1687).  Johannes  Conrad 
Peyer  (born  at  Schaffhausen,  1653;  died,  1712)  discovered  and  described 
the  solitary  and  agminated  glands  which  bear  his  name  (‘  Exercitatio 
Anatomico-Medica  de  Glandulis  Intestinorum,’  Schaffhusii,  1677). 

Joseph-Guichard  Duverney  (1648—1730)  and  Kaymond  de  Vieussens 
(1641-1715)  are  worthy  representatives  of  French  anatomy  of  this  period. 
The  former  especially  distinguished  himself  by  his  excellent  treatise  on 
the  organ  of  hearing  (‘Traite  de  l’Organe  de  l’Ouie,’  Paris,  1683),  and  the 
latter  by  the  publication  of  his  great  work,  ‘  Neurologia  Universalis,’  Lyons, 

1 685. 

About  this  period,  William  Cowper  (1666—1709)  published  his 
‘  M  votomia  Keformata,’  London,  1694.  Cowper  distinguished  himself  also 
by  his  minute  account  of  the  urethral  glands,  which,  although  already 
known,  especially  to  Mery,  still  bear  Cowper’s  name.  Edward  Tyson  ( 1649— 
1708)  deserves  special  mention  as  one  of  the  first  English  physicians  to 
whom  comparative  anatomy  is  much  indebted  (‘The  Anatomy  of  a  Pigmy 
Compared  with  that  of  a  Monkey,  an  Ape,  and  a  Man,’  London,  1699). 
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Samuel  Collins,  the  contemporary  of  Tyson,  published  about  the  same  time 
an  important  work  bearing  the  title  ‘  Systema  Anatoinicum  of  the  Body 
of  Man,  Birds,  Beasts,  Fishes,’  &c.,  London,  1685. 

Antonio-Marca  Valsalva  (1660-1723),  the  pupil  of  Malpighi,  J.  1). 
Santorini  (1681-1737),  and  J.  B.  Morgagni  (1682-1771),  were  at  that 
period  the  representatives  of  anatomy  in  Italy.  The  treatise  of  Valsalva 
on  the  human  ear  (‘  De  Aure  Humani  Tractatus,’  &c.,  Bologna,  170-4)  was 
the  most  complete  which  had  heretofore  appeared  on  that  subject.  San¬ 
torini's  anatomical  observations  (‘  Observationes  Anatomica?,’  Venet.  1724) 
on  the  muscles  of  the  face  ( risorius  Santorini),  on  the  brain,  the  organs 
of  generation  (circular  fibres  of  Santorini),  are  all  distinguished  by  their 
precision  and  novelty.  Morgagni  (1682;  died,  1771),  although  better 
known  and  more  appreciated  as  a  pathological  anatomist  from  his  great 
work,  ‘  De  Sedibus  et  Causis  Morborum’  (Naples,  1761 ),  and  his  ‘  Adversaria 
Anatomica’  (Padua,  1741),  proved  a  copious  spring  from  which  succeeding 
anatomists  abundantly  helped  themselves. 

Bernard  Siegfried  Albinus  (1697-1770)  greatly  distinguished  himself 
by  the  publication  of  his  magnificent  works,  4  De  Ossibus  Corporis  Humani, ’ 
Lugd.  Batav.  1726,  and  especially  by  his  ‘  lfistoria  IMusculorum  Hominis,’ 
Lugd.  Batav.  1734.  In  this  latter  work  he  properly  classified  the  muscles 
and  applied  to  them  names  most  of  which  have  been  adopted  by  anato¬ 
mists.  In  association  with  Albinus  must  be  mentioned  his  great  pupil 
and  successor,  Albert  nailer  of  Bern  ( 1708-1777 ).  Although  the  reputation 
of  Haller  chiefly  rests  upon  his  great  work  on  physiology  (£  Elementa  Phv- 
siologica  Corporis  Humani,’  Lausanne,  1757),  he,  nevertheless,  contributed 
largely  to  the  progress  of  anatomy  by  the  publicat  ion  of  various  anatomical 
dissertations,  among  which  may  be  mentioned  £  Opera  Minora  Emendata, 
Aucta  et  Kenovata  Anatomica,’  Ac.,  3  vols.,  Lausanne,  1762-1768. 

Johann  Friedrich  Meckel  (1713-1774),  a  favourite  pupil  of  Haller, 
among  other  works,  published  a  masterly  description  of  the  facial  nerves, 

‘  Tractatus  de  Quinto  Pare  Nervorum  Cerebri,’  Goett.  1748.  Johann  Gott¬ 
fried  Zinn  (1727-1759)  published  an  important  treatise  on  the  eye, 

‘  Descriptio  Anatomica Oculi  Humani,’ Ac.,  Goettingen,  1755.  A  second  and 
much  improved  edition  of  this  work  was  published  by  Wrisberg  in  1780. 
Heinrich  Aug.  Wrisberg  (1739-1808),  Haller’s  successor  at  Goettingen, 
published  a  number  of  anatomical  treatises,  among  which  may  be  men¬ 
tioned  ‘  Observat.  Anatomico-Neurologicarum  de  Nervis,’  Ac.,  Goett.  1800 
( Wrisberg’ s  ganglion — nerve  of  Wrisberg).  Peter  Camper  (1722-1789), 
now  chiefly  known  by  his  ‘  facial  angle,’  published  a  large  number  of 
treatises  on  comparative  anatomy.  His  work,  ‘  Demonstrationum 
Anatomico-Pathologicarum,’  La  Hay,  1760-62,  is  full  of  interesting 
remarks  on  the  anatomy  of  the  arm  and  the  pelvis  and  their  incidental 
diseases. 

William  Hauler  (1718-1 783)  was  the  author  of  numerous  essavs  in 
the  ‘Philosophical  Transactions.’  His  principal  work,  on  which  he  was 
engaged  for  many  years,  is  his  ‘  Anatomical  I  )escript  ion  of  the  Gravid  Uterus,’ 
illustrated  with  thirty-four  plates,  Birmingham,  1774.  John  Hunter 
( 1 728-1793),  the  younger  brother  of  William  1 1  untor,  equally  dist inguished 
as  anatomist  and  physician,  contributed  largely  to  the  ‘Transactions  of  the 
Royal  Society.’  His  museum  at  the  College  of  Surgeons,  illustrative  of 
human  and  comparative  structure,  sufficiently  establishes  his  rank  as  an 
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anatomist  and  physiologist.  Among  liis  principal  publislied  works  maybe 
men  I  i<  mod  bis  ‘  Trent  iso  on  t  he  Nat  lira  1  1 1  i  story  of  the  Human  Teeth,’  2  vols. 
1771-78;  also  his  ‘Treatise  on  the  Venereal  Disease,’  178(1. 

Samuel  Thomas  von  Soenviaerinij  (1 755— 1830)  published  in  the  year 
1794  his  excellent  work,  ‘  l)e  Corporis  Hiunani  Fabrica,’  Francf.,  6  vols., 
originally  published  in  German.  A  new  edition  of  this  important  text¬ 
book,  in  eight  volumes,  with  large  additions  by  Bisehoff,  llenle,  Tlieile, 
Valentin,  and  other  eminent  German  anatomists  and  physiologists,  was 
published  bet  ween  1841  and  1844.  This  great  work  brings  our  anatomical 
knowledge  down  to  1844.  The  seventh  volume,  it  may  be  mentioned, 
contains  the  history  of  the  development  in  mammalia,  including  man. 

Johann  Christian  lie! I  (1759-1813)  greatly  enriched  the  anatomy  of 
the  brain  and  the  nerves  by  his  articles  in  his  ‘  Archiv  fur  Physiologic’ 
( Red's  Island ). 

France  was  not  behind  Germany  in  the  cultivation  of  the  science  of 
anatomy.  The  ‘  Anatomie  Generate  appliquee  a  la  Physiologic,’  Paris, 
1801,  is  perhaps  the  ablest  work  on  that  subject  which  France  has  pro¬ 
duced  in  that  period.  Francois  Xavier  Bichat  (1771—1802),  the  author  of 
this  truly  great  work,  was,  unfortunately  for  science,  prematurely  cut  off  in 
his  thirty-first  year  by  typhoid  fever.  With  Bichat  we  may  associate 
George  Cuvier  (1769-1832),  the  founder  of  palaeontology,  and  the  greatest 
zoologist  of  his  time. 

F.  Joseph  Gall  (1757-1828),  the  founder  of  the  system  of  phrenology, 
and  J.  Jasper  Spiorzheiin  (1776-1832),  his  associate  in  the  prosecution  of 
his  researches,  have  both,  whether  their  system  be  received  or  not,  by 
their  contributions  to  the  structure  of  the  brain  and  the  cerebral  nerves,  as 
well  as  by  their  collections  of  psychological  facts,  conferred  considerable 
benefits  on  anatomical  science  (‘  Anatomie  et  Physiologie  du  Systeme 
nerveux  en  General  et  du  Cerveau  en  Particulier,’  4  vols.,  Paris,  1809— 
1819). 

Regnier  de,  Graaf,  born  in  Holland,  1641  (died,  1673),  a  pupil  of  Frances 
de  le  Boe  (Sylvius),  published  in  1663  a  treatise,  ‘  Disputatio  Medica  de 
Natura  etUsuSucci  Pancreatici,’  Lugd.  Bat.,  1673;  and  in  1672  his  work, 
‘De  Mulierum  Organ  is,’  Ac.,  Lugd.  Bat.  These  works  gained  him  a  great 
reputation  as  an  anatomist  (Graafian  vesicles  or  follicles). 

Other  works  on  human  anatomy  were  published  in  England  at  the 
commencement  of  the  present  century  by  the  Monro’s,  John  and  Charles 
Bell,  Gordon,  all  of  Edinburgh  University.  Jones’  Quain's  excellent  text¬ 
book,  the  eigth  edition  of  which,  edited  by  Sharpey  and  Thomson,  still 
holds  its  own. 

Comparative  anatomy  in  Great  Britain  owes  much  to  the  labours  of 
Richard  Owen,  A.  Carlyle,  Goodsir,  Busk,  \V.  II.  Flower,  lluxlev  and 
other  writers  of  the  present  day;  nor  is  il  possible,  limited  as  our  space  is, 
to  name  all  tin*  authors  who  have  contributed  to  this  branch  of  knowledge. 

After  the  invent  ion  of  the  compound  achromatic  microscope  by  Frauen- 
hdfer,  the  minute  structural  anatomy  of  the  tissues  and  organs  was 
almost  created  anew.  Johannes  Muller  in  Berlin  published  in  1830  a  paper 
on  the  minute  structure  of  the  glands;  Khrenberg  in  Berlin,  Burkinje, 
Prochaska  and  Valentin  were  all  engaged  in  microscopic  researches. 
Kiernan  gave  the  first  accurate  account  of  the  minute  anatomy  of  the 
liver.  M.  J.  Scldeiden  publislied  in  1838  an  interesting  treatise  on  the 
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cellular  structure  of  plants,  which  was  followed  up  by  a  still  more  im¬ 
portant  work  on  the  cellular  structure  of  both  plants  and  animals  by  fh. 
Schwann,  Berlin,  1839,  and  laid  the  foundation  of  histology.  Thus 
Harvey’s  principle,  1  Omne  vivum  ex  ovo,’  was  displaced  by  \  irchow’s  law, 
‘  Omnis  cellula  e  cellula,’  which  in  its  turn  may  lie  modified  by  recent  re¬ 
searches. 

Max  Schultze  pointed  out  the  identity  between  the  sarcode  substance  of 
the  lower  organisms  and  the  cell-contents  in  the  higher  animals,  and  gave 
to  these  substances  the  name  protoplasm.  He  therefore  contended  that 
an  envelope  was  not  necessary  for  the  existence  of  a  cell. 

Recklinghausen  demonstrated  in  18(13  the  so-called  wandering  cells, 
and  Waller  and  Conheim  the  diapedesis  of  the  blood-corpuscles. 

With  regard  to  the  cellular  theory  and  the  doctrine  of  evolution,  it 
may  not  be  out  of  place  to  mention  that  Lorenz  Oken  (1779-1851),  the 
great  naturalist,  had  already  in  1805  advanced  the  dogmas  that  ‘The 
organic  world  has  for  its  basis  an  infinity  of  vesicles  (or  cells).  The  first 
organic  points  are  vesicles.  .  .  .  Plants  and  animals  can  only  be  metamor 
phoses  of  infusoria.  .  .  .  No  organism  is,  nor  has  ever  been  created,  which 
is  not  microscopic.  .  .  .  Whatever  is  larger  has  not  been  created  but  de¬ 
veloped.  .  .  .  Man  has  not  been  created,  but  is  developed.’  These  propo¬ 
sitions  appeared  in  Oken’s  treatise  ‘On  Generation’  (‘Die  Zeugung,’ 
Frankf.,  1805).  With  Oken  must  be  associated  Goethe  (1750-1832),  whose 
researches  on  the  intermaxillary  bone  and  the  theory  of  the  vertebrate 
nature  of  the  skull,  claimed  also  by  Oken,  contributed  to  the  promotion  of 
morphological  science. 

Jean  Lamarck  (1704-1829)  promulgated  in  his  ‘  Philosophie  Zoologique 
de  Paris,’  1809,  the  theory  that  all  organised  beings,  from  the  lowest  to  the 
highest  forms,  were  progressively  developed  from  microscopic  particles. 

It  is,  perhaps,  noteworthy  that  in  the  same  year  in  which  Lamarck’s 
zoology  appeared  was  born  Charles  Darwin,  who  in  his  works  on  ‘  The 
Origin  of  Species,’  the  ‘  Descent  of  Man,’  &c.,  endeavours  to  explain  how 
all  existing  species  have  descended  from  one  or  a  few  forms  of  life.  It 
may  be  long  before  the  controversies  which  the  theories  of  development  and 
evolution  have  excited  are  laid  to  rest. 

Space,  as  already  stated,  will  scarcely  permit  me  to  name  the  authors 
of  valuable  works  on  microscopic,  comparative  and  descriptive  anatomy 
which  have  appeared  during  the  last  twenty  years.  Tiedemann,  Ernst  von 
Baer  (1792),  Th.  W.  Bischoff,  Reichert,  Hyrtl,  Henle,  Riidinger,  Helm¬ 
holtz,  Luschka,  Aeby,  Meyer,  Krause,  Strieker,  Hoffmann,  Danger,  Gegen- 
baur,  Kolliker,  Hackel,  &c.,  in  Germany ;  G.  and  E.  Saint-Hilaire,  Milne- 
Edwards,  Sappey,  Cruveilhier,  &c.,  in  France  ;  Richard  Owen,  Goodsir, 
Allen  Thomson,  Parker,  Struthers,  Humphry,  W.  H.  Flower,  Huxley, 
Mivart,  Rolleston,  Turner,  Goodsir,  Ellis,  and  the  two  Quains,  Sibson, 
Quekett,  Beale,  in  England  ;  Donders,  Vrolik,  Schroeder  van  der  Kolk,  in 
the  Netherlands,  are  only  a  few  of  the  many  eminent  men  of  those  countries 
who  have  in  recent  tinted  greatly  contributed  to  the  advancement  of  the 
science  of  anatomy. 
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WORKS  OX  THE  HISTORY  OF  ANATOMY. 

A.  O.  Goelicbe,  IBst.  Aunt.  Nova,  1/  13.  Gottlieb  Stollen,  Einl.  z.  Hint.  d.  Med. 
Gelehrtheit,  1  “•' » 1 .  A.  Portal,  Ilistoire  dr  I'Anat.  et  de  la  Chirurgie,  6  vols.,  1770-15. 
A.  llallev,  Bibliotheca  An  at.,  1774  7.  T.  Lautli,  Hint  oire  dr  I'Anat .,  1815-1(5.  Kurt 
Sprengel,  l  ersuch  e.  Brag.  Geschichte  d.  Arzneikunde,  5  vols.,  1821-28.  J.  Hyrtl,  Ant-iq. 
Anat.  rariores ,  1835,  plates.  A.  Burggraeve,  Precis  de  l’ Hist  oire  de  I'Anat.,  1840. 
J.  Hyrtl,  Geschichte  d.  Anat.  an  d.  Prayer  Unwersitiit,  §c.,  1843.  J.  Hyrtl,  Geschichte 
d.  Anat.  an  d.  Wiener  Universitat  and  Vergangenheit  and  Gegenivart  d.  Museums,  $r.  d. 
Wiener  Med.  Facultiit,  1800.  H.  Ilceser,  Geschichte  d.  Medicin,  1875.  C.  Daremberg, 
Histoire  d.  Sciences  Medicates,  1870.  J.  Rochard,  Hint  oire  de  la  Chirurgie  Franqaise, 
10e  siecle,  1875.  Iloefer,  Ilistoire  de  1' Anat.  II.  Rohlf's,  Geschichte  der  Deutschen 
Medicin,  1875.  F.  Fredault,  Ilistoire  de  la  Medecine ,  1873.  G.  Fisclier,  Chirurgie  vor 
100  Jahren,  187(5.  J.  II.  Baas,  Grundriss  d.  Geschichte  der  Medecin,  187(5.  Dr.  Wise¬ 
man,  History  of  Medicine  among  the  Asiatics,  1872.  Dr.  Meryon,  History  of  Medicine. 
Dr.  Iv.  X.  McDonald,  The  Practice  of  Medicine  among  the  Burmese,  1870.  Archie  fur 
Geschichte  der  Medicin,  by  Roblf's.  Ilyrtl,  Das  Arabische  und  Hebraische.  in  der  Ana/ie., 
1879. 


PRACTICAL  ANATOMY  AND  DISSECTION. 

The  preparation  of  bones,  ligaments,  and  muscles  is  spoken  of  by  the  oldest  anatomists 
in  the  following  works: — Galen,  Administra/iombus  Anatomicis.  Carolus  Stephanas 
(C.  Ftienne),  Dissection  da  Corps  Huniain.  R.  Columbus,  De  Be  Anatomica.  J.  Itiolamis, 
Encheiridium  Anat omicum.  Mich.  Lyser  (the  pupil  of  Th.  Bartholin),  Culter  Anatoniicus, 
3  editions  from  1053  to  1731.  A.  Monro,  Tentanienta  circa  Methodum  Partes  Animantium 
affabre  inpeiendi,  casque  bene  conserrandi,  c\V.,  1741.  J.  F.  Cassebolmi,  Met  hod  us  secandi, 
§c.,  a  posthumous  work.  0.  P.  Fabrieius,  Methodus  cadarera  Humana  rite  secandi,  1778. 
J.  Lieut  and,  Essais  Anat.,  contenant  T  Histoire  exact  e  de  tauten  las  parties,  Ac.,  1742. 
T.  Pole,  Anatomical  Instructor,  1700.  .1.  L.  Fischer,  Anweisung  znr  Prakti&chen 

Zergliederu nyshnnsf ,  1701.  .).  A.  Orchv,  Anweisung  zur  zweckmiissigen  zier/icheu  Leichen- 

offnung  und  I  ’nt emu-hung,  1802.  C.  Dumeril,  Esmi  sur  les  Mogens  de  perfect ionner  et 
etudier  l' Art  de  l' Anatonnste,  1803.  .1.  X.  Marjolin,  Manuel d' Anatomic,  1812-15.  J.  P. 

Maygrier,  Manuel  de  I'Anatomiste,  181 8.  A.  M,  Meyer,  Prahtische  Anleitung  sur  Zer- 
gliederung  des  Menschhchen  harpers,  1x22.  .1.  M.  Ktaupa,  Anweisung  zur  Genchthchen  unit 
Patholoyischen  Cntersuchuny  Mensch/icher  I. rich  name,  1827.  C.  Bock,  Die  Prosector,  At., 
iso').  M.  •!.  Weber,  Die  Zeryliederunysktunst  den  Menschlichen  Kiirpers,  182(5-32.  A. 
Lautli,  Neues  Handbuch  der  Praktischen  Anat.,  2  vols.,  1835  45.  M.  .1.  Weber,  Handlmch 
d.  Anat.  den  Menschhchen  Kiirpers,  1845.  (I.  Valentin,  Die  Kunstycmasse Entfernung  der 

Eingeweide,  1857.  Keen's  History  of  Anatomy.  C.  ITesselbach,  VoUstiindige  Anleitung 
v.  Zergliederungskunde,  1st  vol.,  1805.  Keen,  Philadelphia  School  of  Anatomy.  J.  11. 
Green,  Dissector's  Manual,  1820.  J.  Shaw,  Manual  for  the  < Student  of  Anatomy,  1821. 
J.  F.  South,  The  Dissector's  Manual,  1825.  M.  .1.  Weber,  Element e  d.  idly.  u.  spec.  Anat., 
nut  d.  Zerigliederungskunst ,  1826  32.  A.  ('.  Hook,  Der  Prosector,  1820;  The  Edinburgh. 
.Dissector,  1820  8  F.  A.  Lautli,  Nouveau  Manuel  de  l' Anutomis'e,  1836.  hi.  W  ilson.  The 
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Dissector's  Manual,  $c.,  1853.  L.  W.  Bischoff,  Anleitung  aim  Seciren,  1850,  and  recent 
edition,  1873.  .).  Budge,  Anleitung  z.  den  Prapaririibungen,  I860.  Straus-Durcklieim, 

Traiti  Pratique  et  Theorique  d'Anat.  Comparative,  2  vols.,  18-12.  J.  Ilyrtl,  Handbuch  d. 
/.eri/liederunyskuust,  1800,  and  Corrosions-Anat.,  1873?  G.  11.  Meyer ,  Anleitung  -.  den 
I'riiparirubungen ,  3rd  ed.,  1873.  R.  Harrison,  The  Dublin  Dissector,  2  vols.,  5th  ed. 
T.  II.  Ledwich,  Practical  and  Descriptive  Anatomy,  i)V.,  1870.  L.  Holden,  Manual  of 
the  Dissection  of  the  Human  Body,  3rd  ed.  .1.  V  Ellis,  Demonstrations  of  Anatomy, 
Oth  ed.,  1878.  Horner,  United  States  Dissector.  C.  Heath,  Manual  of  Practical  Anatomy, 
4th  ed.,  1878.  Hr.  Cleland,  Directory  for  the  Dissection  of  the  Human  Body,  1877. 
Smith,  United  States  Dissector.  Dr.  Cunningham,  Guide  to  Dissection.  Tulle,  Anatomical 
Manipulation,  1820?  Carrington,  Manual  of  Dissections,  1881.  Auffret,  Dissections  des 
Regions,  1881.  Le  Prieur,  Recherehes  sur  la  Conservation  temporaire  des  Cadavres,  1873. 

Bones  and  Ligaments. — J.  A.  Bogros,  Quelques  Considerations  sur  la  Sceletopee,  1810. 
J.  Cloquet,  De  la  Sceletopee,  fyc.,  1840.  Most  of  the  various  English  and  foreign  works 
on  descriptive  anatomy  contain  rules  for  regional  dissection,  hut  there  is  no  special  work 
on  dissection  in  French  or  German  similar  to  the  best  English  models,  as  the  students 
dissect  the  various  systems — i.e.  the  ligaments,  muscles,  vessels,  nerves,  &c.  —separately 
and  at  different  terms  of  their  curriculum. 


WORKS  OX  DESCRIPTIVE  AND  SYSTEMATIC  ANATOMY 

AND  ANTHROPOLOGY. 

Only  the  most  important  and  original  more  modern  works  need  here  be  mentioned,  as 
well  as  all  recent  books.  J.  F.  Meckel,  Handbuch  d.  Menschlichen  Anat,.,  4  vols.,  1815-20. 

F.  Hildebrandt,  Lehrbueh  d.  Anat.  d.  Menschen,  by  E.  II.  Weber,  1830-32,  4  vols.  Th. 

Sommerring,  Com  Baited.  Mensch.  Kdrpers,  9  vols.,  assisted  by  several  German  anatomists. 
31.  J.  Weber,  Uollstandiyes  Handbuch  d.  Anat.,  1845,  3  vols.  F.  Arnold,  Handbuch  d. 
Anat.  d.  Menschen,  1843-51.  II.  Luscbka,  Anat.  d.  Menschen,  3  vols.,  1862-06.  The 
Handbooks  of  11.  Meyer,  3rd  ed.,  1873;  C.  Hanger,  1870?;  C.  Eckhard,  1862;  Aeby  of 
Bern  and  L.  Ilollstein,  5th  ed.,  1872.  J.  Henle,  Handbuch  d.  Systematischen  Anat.  d. 
Menschen,  9  parts,  2nd  ed.,  1868-75.  J.  Cruveilhier,  Traite  d'Anafomie  Descriptive,  by 
Marc  See  and  Cruveilbier’s  son,  1867-74,  7  parts.  0.  Sappey,  Traite  d'Anafomie  Descrip¬ 
tive,  1869-74,  4  vols.  0.  F.  T.  Krause,  Handbuch  d.  Anat.,  3rd  ed.  by  W.  Krause,  only 
vol.  i.  has  yet  appeared,  1876.  Beaunis  and  Bouchard,  Nouveau. v  Elements  dAnat.  De¬ 
scriptive,  3rd  ed.,  1873.  A.  Jamain,  Nouveau  Traite  Element aire  d'Anat.  Descriptive,  1876, 
3rd  ed.  J.  A.  Fort,  Anatomic  et  Dissection,  3rd  ed.,  1875.  Quoin's  Anatomy,  8th  ed., 
by  Sliarpey,  Thomson,  and  Schaefer,  2  vols.,  1876.  T.  Gray’s  Anatomy,  Descriptive  anil 
Surgical,  8th  ed.,  by  T.  Holmes,  1877.  Erasmus  Wilson,  The  Anatomist's  Vade  Mecum, 
9th  ed.,  1873,  by  Buchanan.  W.  Turner,  Introduction  to  Human  Anatomy,  1877.  .1. 

Ilyrtl,  Lehrbueh  d.  Anat.  d.  Menschen,  12th  ed.,  1873.  Leidy’s  Descriptive  Anatomy 
(American).  W.  Gruber,  Abhandlunyen  aus  d.  Mensch.  u.  Vergleichenden  Anat.,  1852. 

G.  A.  Ruhtf,  Le  Corps  Humain,  Sfc.,  1878.  J.  N.  Masse,  Traite  prat  ique  d'Anat.  Descrip¬ 
tive,  1858.  G.  Retzius,  Anatomische  Untersuchungen,  1872.  Dwight,  Anatomy  of  the 
Head.  E.  Serres,  Recherehes  d'Anat .  Transcendante,  $c-,  1832.  J.  Ivollinaun,  Mechanik 
d.  Menschlichen  Kbrpers,  1874.  Agnew's  Anatomy  (American).  Draper's  Anatomy 
(American).  Gove’s  Anatomy  (American).  Handy’s  Anatomy  (American).  Ilartshorne’s 
Anatomy  (American).  Horner’s  Anatomy  (American).  Morton’s  Anatomy  (American). 
Richardson’s  Anatomy  (American).  Leyli,  Anat.  des  Animau.v  Domestiques.  Archivio 
per  l'  Ante  apologia  e  la  Etnologia,  I’.  Mantegazza.  Retzius,  Med.  Chir.  Review,  I860,  i. 
503.  Cooke's  Tablets  of  Anatomy.  Bale,  Student's  Anatomy,  1879.  C.  E.  E.  Hoffmann, 
Lehrbueh  der  Anat.  des  Menschen,  2nd  ed.,  4  vols.,  187/.  Haeckel’s  Anthropogenic  and  his 
Schbpfungsyeschichte.  Humboldt’s  Cosmos.  Latham’s  works.  Bruce,  Races  of  the  World. 
Agassiz,  liaecs  of  Man.  The  works  of  John  and  Win.  Hunter,  Sir  C.  Bell,  Good  sir  and 
Strothers,  Quetelet  and  Quat  ref  ages.  .1.  M.  Langenbeck,  Handbuch  d.  Anat.,  1826  38. 
P.  Topinard,  L' Anthropologic,  1876.  Waitz,  Anthropologic.  Ewart’s  Anatomy,  announced. 
Pritchard,  Natural  History  of  Mankind,  li.  Brown,  The  Races  of  Mankind.  L.  Figuier, 
The  Human  Race.  \\  .  Lawrence,  The  Comparative  Anatomy,  tic.,  of  Man.  Buckle, 
History  of  Civilisation.  Carl  Vogt ,  Vorlesnngen  iiber  den  Menschen.  C.  Mivnrt,  Evolution 
of  Species.  Roberts,  Anthropometry,  1878.  Dr.  Ransome’s  Ste/hometry.  Huxley, 
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Anatomy  of  Vertebrate  Animals.  Owen,  Comparative  Anatomy.  Rolleston,  Forms  of 
Animal  Life.  Gegenbaur,  Elements  of  Comparative  Anatomy.  McAlister,  Animal 
Morphology.  Ohauveau,  Comparative  Anatomy,  by  Fleming.  F.  Blumenbach,  De  Generis 
Humani  Varietate  Nativa,  1705.  C.  IT.  Smith,  Natural  History  of  the  Human  Species, 
1848.  0.  Nott  and  R.  Gliddon,  Types  of  Mankind.  Huxley,  Man's  Place  in  Nature, 

and  the  works  of  C.  Darwin  and  Wallace,  Combe,  Miller,  R.  Murchison,  and  Lyell. 
Hartmann,  Handbook  der  Anat.  des  Menschen,  1880.  Moynac,  Manuel  d'Anat.  descriptive. 
Rausch,  Grundriss  d.  Anat.  d.  Menschen,  1880.  Tylor,  Anthropology,  1881.  Darling  and 
Ramney,  Essentials  of  Anatomy,  1881  (American).  Mears,  Schematic  Anatomy,  1881. 
C.  Danger,  Lehrbuch  d.  Auntie,  d.  Menschen,  2nd  ed.  (announced).  Drury,  Lehrbuch  d. 
Auntie.,  180.3. 


A  XA  TO  MICA  L  DICTION  A  R IES. 

II.  T.  Schreger,  Synonymik  d.  Anat.  Literatur,  1803.  J.  Barclay,  New  Anat.  Nomen¬ 
clature.  1803.  J.  F.  Picrer  and  L.  Choulant,  Medicinisches  Reahvorterbuch,  1810-29  ; 
Encyclopddisches  Wbrterbuch  cler  Med.  Wissenschaften,  1828,  &e. ;  Cyclopaedia  of  Anat.. 
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For  tlie  literature  of  the  special  departments  of  anatomy,  such  as  osteology,  arthrology, 
myology,  &c.,  the  student  must  refer  to  systematic  works  on  anatomy  or  to  special  treatises. 


CHAPTER  II. 


IN  TROD  UCT011Y  OBSER  VA  TIONS. 

The  Science  of  Morphology  (pop^y—form  or  structure,  and  Xc yes  — 
discourse'),  or  Anatomy  (ava  =  apart,  and  ts/j-vco  =  7  rol),  is  a  division  of  that 
branch  of  natural  science  which  deals  with  the  organisation  of  living- 
beings  (and  is  therefore  properly  called  Biology,  ft 10 us  =  living,  and  \oyos  = 
discourse),  and  is  naturally  divisible  into  various  departments,  such  as 
that  of  Human  Anatomy ,  with  which  the  present  work  deals  ;  Compara¬ 
tive  Anatomy,  which  undertakes  the  study  of  the  structure  of  different 
animals,  comparing  and  contrasting  them  ;  Vegetable  Anatomy,  which 
comprehends  the  examination  of  plant  structure;  and  Mineral  Anatomy, 
if  I  may  be  allowed  the  expression,  which  deals  with  the  structure  and 
composition  of  the  inorganic  kingdom.  Recent  researches  have  shown 
that  there  is  a  definite  plan  of  structure,  subject  to  various  modifications, 
even  in  the  so-called  inorganised,  third,  or  lowest  kingdom  of  nature. 

Human  Anatomy  forms  a  part  of  the  larger  science  of  Anthropology  or 
Anthropography,  and  has  various  subdivisions.  Macroscopic  Anatomy  deals 
with  the  naked  eye  appearances  of  the  various  systems,  apparatuses  and 
organs,  and  is  called  Descriptive  or  Special  Anatomy  ;  whereas  Microscopic 
Anatomy  or  Histology  (from  iaros  —  aweb  or  tissue)  deals  with  the  minute 
structure  of  the  various  systems  and  organs,  and  this  branch  of  the  subject 
has  been  called  General  A  natomy. 

Histogenesis  is  that  branch  of  minute  anatomy  which  studies  the 
origin  and  mode  of  formation  of  the  elements  and  tissues. 

General  Anatomy  may  have  its  special  departments,  as  Special  Anatomy 
may  have  its  general  sections,  e.g.  the  general  part  of  general  anatomy 
would  deal  with  the  description  of  elements  which  are  common  to  many 
parts  or  organs ;  whereas  the  special  part  of  general  anatomy  would  deal 
with  the  minute  structure  of  elements  which  are  peculiar  to  certain 
tissues.  The  general  part  of  special  anatomy  would  deal  with  parts  which 
are  common  to  various  portions  of  the  body,  and  the  special  part  of  special 
anatomy  has  for  its  object  the  study  of  the  special  structures  which  are 
peculiar  to  certain  organs,  apparatuses,  or  regions. 

Special  or  Descriptive  Anatomy  may  be  treated  of  in  three  ways  :  1, 
the  Analytical,  obtained  by  dissection,  and  called  Anthropjotomy ;  2, 
Synthetical  or  Systematic,  in  which  the  study  is  begun  with  the  bones 
and  continued  with  the  ligaments,  muscles,  vessels  and  nerves,  &c.,  ns  in 
ordinary  handbooks  of  anatomy;  and  3,  Topographical  or  Regional  Ana¬ 
tomy,  in  which  method  certain  parts  or  regions  of  the  body  are  studied  in 
their  entirety,  and  cognisance  is  taken,  of  the  relat ions  and  content  s  of  each 
part.  This  last  department  of  anatomy  has  both  a  scientific  and  an  im¬ 
portant  practical  bearing,  and  has  been  divided  into  Surgical,  Medical ,  and 
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Gynaecological  anatomy,  the  last  including  the  anatomy  of  the  fetus  and 
child. 

Anthropometry  is  the  name  given  to  the  method  which  consists  in 
measuring,  weighing  and  comparing,  or  contrasting  the  various  parts  or 
organs  of  the  human  subject. 

The  ordinary  descriptions  furnished  by  the  text-books  are  founded  on 
the  dissections  of  a  large  number  of  male  and  female  adults,  and  are  taken 
as  the  norm ;  but  my  view  is,  and  I  would  impress  it  on  the  student,  that 
before  we  can  obtain  the  true  norm,  very  many  thousands  more  subjects 
must  be  carefully  dissected ;  and  the  attentive  worker  will  soon  become 
convinced  of  this  fact,  because  he  will  observe  that  in  no  twyo  bodies  are 
the  parts  and  relations  exactly  alike,  and  to  strike  anything  like  a  correct 
average,  it  is  necessary  to  have  an  enormous  number  of  accurate  observa- 
tions  from  which  a  correct  mean  must  be  drawn.  Further,  the  element 
of  ‘  personal  equation,’  which  is  a  strong  one,  must  be  duly  allowed  for  in 
drawing  conclusions  from  the  observations  of  different  workers. 

For  the  purposes  of  the  practical  surgeon,  physician,  and  gynaecologist, 
the  facts  of  ordinary  adult  and  fetal  anatomy  are  sufficient ;  but  to  a 
thorough  comprehension  of  the  subject  it  is  necessary  to  study  the  develop¬ 
ment  of  the  embryo,  and  this  forms  another  division  of  anatomy,  which  is 
termed  Embryology .  The  student  must  refer  to  his  systematic  books,  or 
to  the  various  monographs  on  the  subject  of  human  and  comparative 
development,  for  this  branch  of  the  subject;  but  the  anatomy  of  the  fetus 
will  be  given  in  a  separate  section  of  this  work. 

Anthropotomy ,  or  Practical,  or  Technical  Anatomy,  deals  with  the 
method  of  dissecting  the  body,  of  preparing  it  prior  to  dissection,  and  of 
preserving  the  various  organs  and  parts  for  the  museum. 

Applied  Anatomy  is,  as  the  term  would  convey,  the  application  of 
anatomical  facts,  and  especially  of  the  relations  of  the  various  organs  and 
parts  to  each  other,  to  the  practical  purposes  of  the  surgeon,  physician, 
and  obstetrician,  and  may  be  accordingly  divided  into  surgical,  medical 
and  obstetric  anatomy,  the  last  including  "the  anatomy  of  the  fetus. 

Physiological  or  Textural  Anatomy  is  synonymous  with  general  ana¬ 
tomy,  and  deals  with  the  minute  structure  of  organs,  preparatory  to  study¬ 
ing  their  uses  or  functions. 

Artistic  or  Plastic  Anatomy  comprehends,  chiefly,  the  study  of  the 
external  configuration  of  the  body,  its  prominent  bony  and  soft  markings 
and  depressions,  and  the  changes  produced  by  muscular  action,  and  is 
studied  by  those  desiring  to  excel  in  the  delineation  of  the  forms,  the 
expression  of  the  countenances,  and  the  modifications  of  the  figures  of  man 
and  the  lower  animals. 

forensic  Anatomy  deals  with  the  changes  produced  in  the  body  by 
occupation,  climate,  injury,  and  other  causes,  and  if  these  be  produced  by 
disease  or  poisons,  it  becomes  a  branch  of  the  science  of  Pathological 
Anatomy. 

I  era  t  ulogical  Anatomy  has  to  do  with  the  structure  of  monstrosities, 
vhethei  due  to  deficient  or  excessive1  development,  and  may  best  be  con¬ 
sidered  a  bianch  of  embryology,  or  of  pathological  anatomy. 

Anatomy  may  be  studied  from  two  chief  standpoints,  flu1  morpho¬ 
logical,  and  flic  physiological .  In  flu1  morphological  study  the  various 
blanches  of  anatomy  are  called  into  play  to  aid  in  the  elucidation  of 


1  XT  ROD  UCTOR  Y  OBSER  VA  TIOXS. 


25 

general  principles  with  regard  to  the  construction  of  the  human  body  and 
that  of  the  lower  animals.  To  attain  to  the  laws  of  morphology,  it  is 
necessary  to  combine  an  extensive  and  accurate  knowledge  of  the  anatomy 
of  man  and  animals  with  the  study  of  development  and  evolution.  In 
the  physiological  method,  the  materials  relating  to  the  structure  of  the 
various  parts  are  furnished  by  anatomy,  and  an  explanation  of  the  func¬ 
tions  or  uses  of  these  parts  or  organs  is  sought  by  the  experimental  and 
practical  physiologist. 

Another  most  important  branch  of  the  subject,  which,  although  in  its 
veriest  infancy,  has  made  great  strides  during  the  last  decennium,  is 
Phylogenesis ,  i Etiology ,  or  Evolution ,  which  deals  with  the  origin  of  the 
lower  animals  from  yet  lower  forms,  and  of  man  from  some  inferior  prede¬ 
cessor.  Phylogenesis  studies  the  geneological  pedigree  of  large  groups  of 
the  animal  and  vegetable  kingdoms  or  of  the  entire  kingdoms,  while 
Ontology  or  Ontogenesis  pays  regard  to  the  evolution  of  the  individual. 

Anthropology  is  another  most  important  branch  of  the  subject,  or, 
more  correctly  speaking,  Human  Anatomy  is  a  branch  of  the  science  of 
Anthropology,  which  deals  with  the  structure,  distribution,  habits,  &c.,  of 
the  various  races  of  mankind  in  the  present  as  well  as  in  the  past. 

If  Fossil  Anatomy ,  that  is,  the  study  of  what  is  found  in  the  earth  of 
the  hard  parts  of  man  and  animals,  be  the  subject  of  consideration,  it  is 
called  Palaeontological  Anatomy. 

Veterinary  Anatomy  is  that  portion  of  Zoology  and  Comparative 
Anatomy  which  deals  with  the  structure  of  domestic  animals. 

Ethnology  is  a  branch  of  Anthropology ,  and  deals  with  racial  differ¬ 
ences.  As,  in  connection  with  a  work  like  the  present  on  practical  ana¬ 
tomy,  the  student  must  study  some  systematic  works,  he  must  refer  to 
them  for  considerations  as  to  plans  of  organisation,  for  the  various  divi¬ 
sions  of  descriptive  anatomy,  for  an  explanation  of  the  descriptive  terms, 
and  for  classification  and  nomenclature.1 

THE  HUMAN  BODY  IN  GENERAL. 

The  student  before  proceeding  to  dissection  must  have  a  general  idea 
of  the  external  conformation  of  the  body,  as  it  will  help  him  in  the  study 
of  its  various  regions,  and  it  will  aid  in  the  comprehension  of  the  position 
and  relations  of  the  various  contents  of  these  regions  when  he  is  proceed¬ 
ing  with  their  dissection. 

The  human  body  is  externally  composed  of  two  nearly  symmetrical 
portions,  there  being  a  slight  predominance  in  the  majority  of  cases  on  the 
right  side.  It  is  naturally  divisible  into  the  head,  neck,  trunk,  and  limbs, 
and  each  of  these  segments  is  again  divisible  into  a  certain  number  of 
secondary  regions,  which  are  more  or  less  limited,  and  each  of  which  pre¬ 
sents  a  peculiar  conformation.  The  study  of  these  regions  forms  what  is 
called  external  anatomy,  or  the  anatomy  of  the  form,  and  this,  with  the 
study  of  muscular  action,  constitutes  the  essentials  of  Artistic  Anatomy. 

The  popular  conception  of  human  morphology  divides  the  body  into, 

1  It  will  suffice  to  state  that  in  my  opinion  the  systematic  divisions  should  be  Osteology 
for  a  description  of  the  bones;  Arthrology  for  the  joint-  surfaces;  Syndesmology  for  the 
ligaments;  Myology  for  the  muscles;  Angeiologv  for  the  blood  and  lymph  vessels;  Neu¬ 
rology  for  the  nervous  system  ;  Splanchnology  for  the  viscera ;  disthcsiology  for  the  organs 
of  special  sense  ;  and  Embryology  for  the  development  of  the  foetus.  1  think  that  the  term 
Saroology  would  be  much  preferable  to  Myology. 
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the  head,  the  neck,  the  trunk  ov  body,  the  arm,  and  the  leg  ;  but  a  more 
accurate  description  of  the  external  form  is  the  anatomical  one,  which  is 
the  following : — 

1.  1  he  Head,  divided  into  skull  or  cranium,  and  face  ov  facies. 

2.  The  Neck. 


Flo. 


1. — Diagram  of  most  of  the  prominences  and 

A  MALE  BODY. 


1.  Episternal  notch. 

2.  Acromion. 

3.  Head  of  humerus. 

4.  lilt,  condyle. 

6.  Ant.  sup.  spine  of  ilium. 

G.  Radial  artery  at  wrist. 

7.  Bifurcation  of  digital  arteries. 

8.  Great  trochanter. 

9.  Styloid  process  of  radius. 

10.  Base  of  thumb  metacarpal. 

11.  Head  of  index  ,, 

12.  Base  of  first  phalanx  of  thumb. 

13.  Head  ,,  „  index. 

14.  Junction  of  upper  and  middle 

thirds  of  femur. 

15.  Middle  of  femur. 

16.  Outer  condyle  of  femur. 

17.  Patella. 

17'.  Tubercle  of  tibia. 

18.  Beginning  of  ant.  tib.  artery. 

19.  Post.  tib.  artery  at  ankle. 

20.  Dorsalis  pedis  artery. 

21.  Metatarso  -  phalangeal  joint  of 

greattoe. 

22.  Digital  arteries  of  toes. 

23.  Over  tendon  of  quadriceps  ex¬ 
tensor. 

24.  Over  middle  of  sternum. 


GROOVES  ON  THE  FRONT  OF 


3.  The  Trunk,  divided  into  (lie  thorax,  breast  or  chest,  and  the  abdo¬ 
men  or  belly,  the  lower  portion  of  which  is  the  pelvis. 

4.  The  Upper  extremity,  which  is  divisible  into  the  shoulder  or  axilla , 
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the  arm  or  brachium,  the  elbow  or  cubitus,  the  forearm  or  antibrachmm, 
tu  wii.xt  or  carpus,  and  the  hand  or  nanus,  consisting  of  the  middle 
hand  or  metacarpus,  and  the  fingers,  which  are  the  thumb  or  pollex,  the 
first  huger  or  index,  the  middle  finger  or  digitus  medius,  the  ring  finger 
01  “tydus  annularis ,  and  the  little  finger  or  digitus  minimus. 


1.  Seventh  cervical  vertebra. 

2.  Tenth  intercostal  space. 

3.  Int.  condyles. 

4.  Olecranon. 

6.  Ext.  condyle. 

6.  Styloid  process  of  ulna. 

7.  Great  trochanter. 

8.  Sciatic  artery. 
f».  Gluteal  „ 

10.  Over  biceps  femoris. 

11.  Beside  inner  hamstrings. 

12.  „  outer  „ 

13.  Over  head  of  fibula. 

14.  „  ext.  malleolus. 

16.  „  peronei. 

16.  },  base  of  fifth  metatarsal. 

17.  „  head  „  }> 

18.  „  insertion  of  tendo  Aohillis 

19  . 

20  |  Direction  of  plantar  arch. 

21  , 

„„  J  Bifurcation  of  digitals. 

23.  Over  post,  scapular  artery. 

°  •  Corresponds  to  umbilicus. 


Fig.  2— Diagram  of  most  of  the  prominences  and  grooves  on  the  back 
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5.  The  Lower  extremity  is  divisible  into  the  hip  or  coxa,  the  thigh  o 
femur,  the  knee  or  genu,  the  leg  or  crus,  the  ankle  or  radiculus  pedis 
and  the  foot  or  pea  consisting  of,  the  heel  or  calix,  and  the  instep 
dorsum  pedis,  which  is  made  up  behind  by  (he  foot-root  or  tarsus,  and  ii 


HUMAN  M OltrilOLOG V. 


28 

front  by  the  mid-foot  or  metatarsus,  and  the  toes,  which  are,  the  great 
toe  or  hallux ,  the  second  toe  or  digitus  secundus,  the  third  toe  or  digitus 
tertius ,  t  lie  fourth  toe  or  digitus  quart  us,  the  fifth  and  little  toe  or  digi¬ 
tus  minimus. 

This  anatomical  survey  corresponds  to  the  bony  skeleton,  and  to  the 


Fig.  3.— Posterior  view  of  the  same,  and  of  cutaneous  nerves  of  the  sole. 

joints  between  the  connected  bones.  These  parts  are  covered  by  muscles, 
between  which  are  vessels  and  nerves  enveloped  by  the  deep  fascia,  around 
which  are  the  superficial  fascia  or  cellulo-fatty  tissue,  and  the  skin. 

When  the  student  is  more  advanced  and  possesses  some  practical,  as 
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well  as  theoretical,  knowledge  of  the  morphology  of  man  and  the  higher 
vertebrates,  and  of  the  processes  of  development  and  evolution,  he  will 
understand  that  the  more  correct  division  of  the  body  would  be  simply 
into  trunk  and  limbs.  This  being  the  better  mode  of  description  it  will 
be  here  used. 


Fig.  4.— Diagram  of  the  distribution  of  the  cutaneous  nerves  (on  the  left 
OF  body)  and  of  the  hairs  (on  the  right). 

The  Trunk.— The  trunk  is  divisible  into  head,  neck,  and  trunk  or  torso 
properly  so  called. 

The  Head. — This  comprises  the  cranium  and  face.  In  height  it  men- 
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sures  nearly  the  eighth  of  t  lie  total  height  of  the  body.  It  is  smaller  in  the 
female,  and  varies  in  shape,  weight,  and  volume  in  different  individuals 
and  in  various  races.  Disease  and  anomalies  in  its  development  also 
produce  variations  in  its  shape  and  size.  When  development  has  been 
arrested  there  is  the  condition  called  micro-cephalic,  which  is  almost 
always  associated  with  deficient  intellect ;  and  when  too  much  serum  has 


pIG  5 _ Diagram  to  show  the  relation  of  the  bones  and  joints  to  the  skin. 

Anterior  view.  Male. 

been  thrown  out  within  the  brain-membranes,  or  ventricles,  hydro-cephalic 
skulls  are  produced.  The  relations  between  the  volumes  of  the  skull  and 
of  the  face  are  subject  lo  variation,  and  there  even  seems  to  be  a  sort  of 
antagonism  between  these  parts,  which  is  observable  in  man,  and  more  so 
in  the  lower  animals.  The  skull  has  been  divided  into  five  equal  parts 
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by  four  transverse  lines  passing :  1,  between  the  two  dental  arches;  2, 
on  a  level  with  the  floor  of  the  orbit  or  malar  prominences  ;  3,  on  a  level 
with  the  upper  margins  of  the  orbits ;  and  4,  through  the  frontal  eminences  ; 
but  this  division  is  not  adopted  in  anatomical  works. 

The  Skull. — This  has  an  ovoid  form,  and  its  greatest  extent  is  in  the 
antero-posterior  direction,  from  the  occiput  to  the  lower  border  of  the 


Fig.  6. — Diagram  to  show  the  relation  op  the  hones  to  the  skin. 

Posterior  view.  Male. 

frontal  bone.  This  ovoid  is  more  or  less  compressed  laterally,  hence  the 
distinction  into  brack y-cephalic  and  dolicho-cephallc  skulls.  The  summit 
or  vertex  of  the  skull  is  more  or  less  prominent,  and  in  certain  races  or 
individuals  may  be  raised  into  the  form  of  a  cone.  This  has  been  pro¬ 
duced  artificially  in  certain  Tartar  tribes.  The  cranium  is  divisible  into 
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five  regions  :  1,  the  frontal  or  sinciput;  2,  the  occiput ;  3,  the  temporal ; 
4,  the  vertex;  and  5,  the  auricular  or  mastoid  region. 

The  frontal  region  is  prominent,  straight,  or  retreating,  and  more  or 
less  high  in  different  individuals.  At  the  middle  line  it  presents  a  vertical 
depression,  which  ends  below  in  a  prominence  above  the  root  of  the  nose, 
called  the  glabella  ;  and  above,  it  ends  in  the  median  frontal  eminence, 
when  it  exists.  At  its  sides  are  the  lateral  frontal  eminences,  which  are 
separated  by  a  transverse  groove  from  the  supra-orbital  ridges. 

The  Occiput  is  rounded,  passing  laterally  into  the  auricular  regions, 
and  at  the  middle  line  below  is  a  prominence,  which  is  the  occipital  pro¬ 
tuberance,  whose  size  varies  in  different  individuals  and  is  well  covered 
with  hairs. 

The  Temporal  or  temporo-parietal  region  corresponds  to  the  temporal 
fossa  and  temporal  muscle.  It  is  slightly  compressed  below  and  in  front, 
where  it  is  clearly  defined  from  the  frontal  region.  It  is  convex  in  the 
rest  of  its  extent,  and  is  continuous  above  with  the  opposite  temporal,  and 
behind  with  the  auricular  region. 

The  Vertex. — This  prominence  corresponds  with  the  meeting  of  the 
occipital  and  parietal  bones.  It  is  more  prominent  in  some  individuals 
than  in  others,  and  in  common  with  the  temporal  and  occipital  regions  is 
covered  with  hairs. 

'The  Auricular  or  Mastoid  region  is  situated  behind  the  external  ear,  is 
prominent,  and  corresponds  to  the  mastoid  portion  of  the  temporal  bone. 
It  is  continuous  in  front  with  the  temporal  region,  and  behind  with  the 
occipital,  and  is  devoid  of  hair. 

The  skull  contains  the  cerebrum  and  cerebellum,  and  the  cranial  nerves 
pass  through  its  foramina. 

'The  Face  comprehends,  laterally,  the  auricular  region,  the  cheeks  or 
malar  regions,  and  the  parotid  regions  ;  and,  in  the  middle  line,  the 
vasal,  buccal,  and  mental  regions,  which  will  be  described  in  the  dissec¬ 
tion  of  the  head  and  neck.  In  the  face  are  situated  the  organs  of  special 
sense — i.e.  the  eye,  ear,  nose,  tongue — and  also  the  mouth. 

The  Neck. — This  is  divisible  into,  1,  anterior  region  ;  2,  posterior  or 
nuchal  region  ;  and  3,  two  lateral  regions  ;  and  its  length  in  the  upright 
position  of  the  head  measures,  from  the  chin  to  the  middle  of  the  inter- 
clavicular  notch,  about  a  quarter  of  the  length  of  the  trunk.  It  may  be 
long  as  when  the  shoulders  and  upper  ribs  are  sloping,  or  it  may  be  short 
and  impacted,  as  it  were,  between  the  shoulders.  Its  circumference  and 
volume  are  variable,  and  in  women  it  may  increase  in  size  during  menstrua¬ 
tion  and  pregnancy,  in  consequence  of  the  greater  size  of  the  thyroid  body 
at  those  periods.  In  man  it  has  the  form  of  a  triangle  whose  angles  are 
rounded  in  consequence  of  the  prominence  of  the  thyroid  cartilage  and  of 
the  sterno- mastoid  muscles,  but  in  women  it  is  nearly  cylindrical  and  more 
slender,  and  in  the  sub-hyoid  origin  often  has  a  transverse  fold  called  the 
Collar  of  Venus.  The  various  sub-regions  will  be  given  with  the  surface 
markings  in  the  dissection  of  the  neck.  In  the  neck  are  situated  the 
windpipe,  or  larynx,  the  oesophagus,  or  gullet,  the  thyroid  body,  the 
carotid  arteries,  jugular  veins  and  lymphatics;  and  at  its  upper  part, 
beneath  the  lower  jaw,  are  the  submax  illary  salivary  glands.  The  cervical 
spinal  nerves  and  the  pneumogastrie  and  sympathetic  run  through  the 
neck. 

The  Trunk  is  composed  of  three  parts  the  thorax, abdomen,  and  pelvis. 
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F.  Frontal. 

P.  Parietal. 

O.  Occipital. 

T.  Temporal. 

S.  Sphenoid. 

L.  Lachrymal. 

N.  Nasal. 

J .  Superior  maxillary. 

S.  Symphysis  of  mandible. 

51.  Malar. 

h.  Hyoid. 

C  7.  The  seven  cervical  vertebra. 
Dl-12.  The  twelve  dorsal 
vertebra. 

L  5.  The  five  lumbar  vertebra. 

S  5.  The  five  sacral  vertebra. 

C.  Coccyx. 

Sc.  Scapula. 

R  1-12.  First  to  twelfth  rib. 

Cl.  Clavicle. 

St.  Sternum. 

II.  Humerus. 

R.  Radius. 

U.  Ulnar. 

C  8.  Carpal  bones. 

Me  5.  Metacarpals. 

P  14.  Phalanges. 

I.  Ilium. 

i.  Its  ant.  sup.  spine, 
p.  Pubis. 

S.  Ischium. 

Fe.  Femur, 
pt.  Patella. 

Ti.  Tibia. 

Fi.  Fibula. 

T  7.  Tarsal  bones. 

51 1  s.  51ctatarsals. 

P  14.  Phalanges. 


Fig.  8. — Key-figure  of  the  skeleton,  showing  the  limbs  of  the  right  side 

ONLY  (MARSHALL). 
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The  Thorax  lia s  the  form  of  ;i  quadrangular  pyramid  whose,  base  is 
above  and  is  compressed  from  before  backwards.  I  his  shape  is  just  tlx 
opposite  to  that  of  the  bony  framework  of  the  thorax,  and  is  due  to  the 
presence  of  the  scapulae  and  of  the  soft  parts.  The  right  side  of  the  chest 
is  usually  larger  than  the  left,  and  its  axis  is  not  ordinarily  in  a  right  line 
with  that  of  the  abdomen  ;  i.e.  a  line  passing  from  the  inter-claviculai 
fossa  to  the  middle  of  the  xiphoid  appendix  makes,  with  another  line 


Fig.  0. — Right-side  view  of  the  spinal  column,  ribs,  and  pelvis. 

passing  from  this  appendix  to  the  pubic  symphysis,  an  obtuse  angle  open 
to  the  right.  Independently  of  Ihe  size  of  the  mamma?,  the  sexual  dif¬ 
ferences  are  well  marked  in  women, and  the  thoracic  diameters,  but  chiefly 
the  transverse  diameters,  are  less  than  in  men.  The  maximum  antero¬ 
posterior  diameter,  instead  of  corresponding  to  the  base  of  the  xiphoid 
appendix,  is  at  the  middle  of  the  sternum,  which  presents  an  anterior  cur¬ 
vature.  It  has,  besides,  a  more  vertical  position  than  in  man,  and  thus 
the  feminine  chest  possesses  a  more  rounded  form.  The  thorax  is  divisible 
into  an  anterior,  posterior,  and  two  lateral  regions,  which  will  be  described 
with  the  dissection  of  this  part;  and  it  contains  the  heart,  aorta,  and  other 

l)  u 
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large  blood-vessels,  the  lungs,  bronchi,  the  continuation  of  the  oesophagus, 
and  part  of  the  thoracic  duct. 

The  Abdomen,  or  belly ,  is  situated  between  the  lower  boundary  of  the 
thorax  and  the  upper  limit  of  the  thighs,  in  front,  and  the  buttocks 
behind.  Its  deeper  boundaries  will  be  given  with  its  dissection.  It  is 
larger  behind  and  in  front  than  laterally  over  the  ribs,  where  its  height 


Common  carotid  artery 
Subclavian  vein 


Superior  vena  cava 
Arch  of  aorta*- 

Pulmonary  artery 

Right  auricle 


Left  auricle 


Diaphragm 


Innominate 

veins 


—Sigmoid  flexure 


Fig.  10. —Contents  of  abdomen  and  thorax.  Superficial  anterior  view. 

The  figures  6  and  0  are  placed  on  the  innominate  veins. 


is  measured  by  the  distance  between  the  twelfth  rib  and  the  iliac  crests. 
This  interval  is  larger  in  women  than  in  men.  The  abdomen  presents 
some  noticeable  sexual  differences.  It  is  longer  arid  more  projecting  in 
front  in  women  and  larger  below  than  above.  In  pregnancy  in  women, and 
in  obesity  in  both  sexes,  as  well  as  in  abdominal  and  pelvic  tumours,  con¬ 
siderable  modifications  are  produced  in  the  size,  shape,  and  consistence  of 
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the  abdominal  wall.  It  is  divisible  into  an  anterior  part  or  abdomen 
proper,  a  posterior  or  lumbar  region  and  two  lateral  regions  or  flanks,  and 
has  been  artificially  divided  by  certain  arbitrary  lines  for  the  convenience 
of  the  description  of  its  contents.  These  will  be  given  when  the  abdomen 
is  dissected.  In  the  abdomen  are  contained  the  stomach,  small  and  large 


1.  Frontalis. 

2.  Superior  auricular. 

3.  Masse  ter. 

4.  Zygomaticus. 

5.  Orbicularis  oris. 

G.  Sterno-ma  t  >id. 

7.  P  ctoralis  major. 

8.  Trapezius. 

9.  Latissimus  dorsi. 

10.  External  oblique. 

11.  Rectus. 

12.  Deltoid. 

13.  Brachialis  anticus. 

14.  Biceps. 

15.  Triceps. 

10.  Pronator  teres. 

17.  Flexor  carpi  radialn. 

18.  Palmaris  longus. 

19.  Flexor  carpi  ulnaris. 

20.  Supinator  longus. 

21.  Extensor  carpi  radialis 

longior. 

22.  Extensor  ossis  metacarpi 

pollicis. 

23.  Extensor  primi  internodii 

pollicis. 

24.  Extensor  indicis. 

25.  Sartorius. 

2G.  Ilio  psoas. 

27.  Pectineus. 

28.  Adductor  longus. 

29.  Gracilis. 

30.  Vastus  interims. 

31.  Rectus  fern  1  is. 

32.  Vastus  exte  nus. 

33.  Gluteus  medius. 

34.  Tensor  fasc  a?  femoris. 

35.  Tibialis  anticus. 

36.  Extensor  propr ius  pollicis. 

37.  Extensor  communis  digi- 

torum. 

38.  Gastrocnemius. 

39.  Soleus. 

40.  Anterior  annular  liga¬ 

ment. 

41.  Thenar  eminence. 

42.  Hypothenar  eminences. 


Pig.  11.  -Diagram  of  the  superficial  muscles.  Front  view. 


intestines,  liver,  spleen,  pancreas,  kidneys,  supra-renal  capsules,  thoracic 
duct,  abdominal  aorta  and  its  branches,  (he  portal  vein  and  its  radicles, 
and  the  inferior  vena  cava  and  it s  tributaries. 

Pelvis. — The  external  markings  of  (he  pelvis  are  not  very  distinct,  but 
certain  important  sexual  differences  arc  recognisable.  In  women  it  is 
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larger,  more  voluminous,  and  above  (lie  great  trochanters  it,  is  abruptly 
rounded  and  is  continuous  with  the  lateral  walls  of  the  abdomen,  whilst 
below  the  trochanters  it  is  gradually  lost  in  the  curve  of  the  thigh.  In 
certain  races  its  inclination  is  very  great.  It  is  divisible  into  five  regions  : 
1.  An  anterior  or  pubic  region.  2.  A  posterior  or  (/luteal  region,  which  in 


1.  Trapezius. 

2.  Latissimus  dorsi. 

3.  Splenitis. 

4.  Sterno-mastoid. 
o.  Infra-spinatus. 

6.  Teres  minor. 

7.  Teres  major. 

8.  Deltoid. 

9.  Triceps. 

lu.  Supinator  longus. 

11.  Extensor  carpi  radialis 

longior. 

12.  Anconeus. 

1 3.  Extensor  carpi  ulnaris. 

14.  Extensor  minimi  digiti. 

15.  Extensor  communis  digi- 

torum. 

1G.  Extensor  ossis  metacarpi 
pollicis. 

17.  Extensor  primi  internodi i 

pollicis. 

18.  Extensor  secundi  inter- 

nodii  pollicis. 

19.  Posterior  annular  liga¬ 

ment. 

20.  External  oblique. 

21.  Gluteus  maximus. 

22.  Gluteus  medius. 

23.  Biceps. 

24.  Semi  tendinosus. 

25.  Semi-mem branosus. 

20.  Gracilis. 

27  and  28.  Gastrocnemius. 

29.  Soleus. 

30.  Penmens  longus. 

31.  Penmens  brevis. 


Fid.  I'.',  I  M  AO  It  A  M  OK  Till'.  Sl'I’iatl'ICl  AL  MVSCLKS.  l'OSTEIUOH  VIKW. 


(lie  female  Hottentots  acquires  a  very  great  size  by  the  accumulation  of 
fat  over  the  glutens  maximus  alter  the  first  pregnancy.  This  is  by  them 
regarded  as  a  great  sign  of  beauty.  It  is  constant  in  various  degrees  in 
the  Bosehimans  or  Bushmen,  b.  'I  he  lateral  regions,  coarc,  or  hips.  4. 
'fhe  inferior  or  perhiual  region  ;  and  5,  the  groin  or  ilio-ivgvhnal  region, 


INTRODUCTORY  OBSERVATIONS , 

which  merges  above  in  the  abdominal  wall  and  below  into  the  thighs. 
The  surface-markings  of  these  regions  will  be  described  with  theii  dis¬ 
section.  Within  the  pelvis  are  the  bladder,  rectum,  iliac  arteries  and 
internal  organs  of  generation  in  the  female,  and  attached  to  the  pubes  aie 
the  external  genitals  of  both  sexes. 

Limbs. — The  upper  and  lower  members  are  composed  of  an  equal 
number  of  segments,  and  are  subdivided  into  an  equal  number  of  secondary 
regions  which  correspond  in  the  upper  and  lower  limbs;  e.g.  the  aim  with 
the  thigh,  the  forearm  and  leg,  shoulder-joint  and  hip-joint,  elbow  and 
knee,  wrist  and  ankle,  and  the  hand  and  foot.  The  limb  segments  only 


Fig.  13. — Diagram  op  nervous  system  op  the  upper  half  op  the  body. 

Anterior  view. 

The  nerves  of  the  lower  limbs  are  omitted,  but  the  lumbar  plexus  is  shown.  The  pneumogastrics 
are  seen  running  down  near  the  sides  of  the  cord. 

change  in  form  during  muscular  contraction,  but  the  joints  are  of  course 
susceptible  of  motion,  and  change  their  outward  form  in  the  various 
movements  of  the  limbs.  Mobility  is  the  great  characteristic  of  the 
upper  or  thoracic  member;  and  strength  for  the  support  of  the  body  and 
for  locomotion  is  the  characteristic  of  ihe  lower  or  abdominal  member. 

The  Upper  or  Anterior  Extremity. — When  this  is  hanging  free  by  the 
side  of  the  body  with  the  lingers  extended,  it  reaches  to  the  junction  of 
the  middle  and  lower  third  of  the  thigh,  and  in  this  position  the  hand  is 
between  pronation  and  supination.  The  upper  limb  is  divisible  into  the 
following  secondary  regions:  shoulder,  axilla,  arm,  elbow,  forearm,  wrist, 
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and  hand  with  the  fingers.  These  will  be  described  in  a  subsequent  part 
of  the  work,  but  it  may  here  be  mentioned  that  the  forearm  is  longer  in 
men,  that  the  hand  equals  in  length  a  fourth  of  the  whole  length  of  the 
upper  limb,  and  also  is  said  to  equal  the  distance  between  the  ends  of  the 
upper  incisors  and  the  vertex  of  the  skull,  also  the  distance  from  the 
occipital  protuberance  to  the  root  of  the  nose,  llie  distance  from  the  inter- 
clavicular  notch  to  the  acromion,  and  is  the  third  of  the  length  of  the  spine, 
the  sacrum  not  being  included.  It  appears  thus  to  be  a  true  unit  for  the 
measure  of  the  human  body.  It  is  irregularly  quadrangular  and  its  form 
varies  in  individuals,  but  maybe  reduced  to  two  fundamental  types:  1, 
the  masculine,  in  which  the  transverse  diameters  preponderate;  and  2,  the 
feminine  type,  in  which  all  the  measurements  are  smaller. 

Lower  Extremity. — Its  length  is  about  one-fifth  greater  than  that  of 
the  upper,  and  it  is  proportionately  smaller  in  women.  It  is  divisible  into 
the  hip,  thigh,  knee,  leg,  ankle,  and  foot  with  the  toes,  the  surface  mark¬ 
ings  of  which  will  be  given  in  the  dissection  of  these  regions. 

Proportionate  Weight  of  the  Body-parts.— A  great  number  of  circum¬ 
stances  modify  the  development  of  the  human  body,  such  as  hereditary 
influences,  climate,  food,  hygienic  surroundings,  exercise,  regimen,  &c., 
and  the  result  of  these  various  influences  is  patent  to  the  observant  eye  at 
any  hour  of  the  day.  Several  attempts  have  been  made  to  reduce  these 
variations  into  definite  laws,  and  for  the  numerous  observations  which 
have  from  time  to  time  been  made  to  ascertain  the  average  stature, 
weight,  and  capacity  in  European  countries,  the  student,  should  he  be 
interested  in  anthropology,  or  in  medico-legal  subjects,  must  refer  to  the 
works  of  Quetelet,  Tenon,  Riecke,  Krause,  Hoffmann,  Liebig  and  Bischoff, 
and  Roberts  on  Anthropometry  ;  but  it  may  be  of  use  to  the  student  to 
give,  in  this  connection,  Krause’s  recent  table.  The  measurements  are 
expressed  in  fractions  of  a  metre,  the  average  height  of  man  being  es¬ 
timated  at  167  metre. 


Height  of  the  body  ..... 
From  the  vertex  to  the  end  of  tlie  coccyx  . 


Man 

III. 


1- 

()•; 


Woman 

m. 

1(520 

0-848 


,,  ,,  ,,  umbilicus 

.  0-002 

0051 

Head . 

Height  of  the  head,  anterior  part 

.  0-217 

0-203 

„  posterior  ,, 

.  0-142 

0-135 

Length  of  the  head  from  occiput  to  front 

.  O-20-i 

o-ioo 

Breadth  of  cranium,  temporal  diameter 

.  0-142 

0-128 

Horizontal  perimeter  of  cranium 

.  o-oio 

0-570 

1  [eight  of  face  from  root  of  nose  to  chin 

.  0-11(5 

0  101 

Size  at  the  level  of  the  molars  .... 

.  0-11(5 

0101 

Breadth  in  front  of  the  ears 

.  0-140 

0-1 10 

Depth  from  the  point  of  t be  nose  to  the  ear 

.  0-108 

O-108 

ArcE 

Height  of  the  anterior  part 

.  0-108 

0-101 

,,  posterior  ., 

.  0-11(5 

0108 

1  Sreadth  ol  neck 

.  Oils 

0-101 

Depth  ,, 

0-108 

0-101 

Circumference  of  neck  .... 

.  oooo 

0-325 
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Thorax. 


Man 

Woman 

m. 

in. 

1  [eight  of  sternal  region  ..... 

.  0-109 

0170 

„  lateral  parts  ..... 

.  0-352 

0-319 

Breadth  between  the  shoulders. 

.  0-420 

0-346 

,,  on  a  level  with  the  axilla 

.  0-257 

0-237 

Height  of  the  posterior  part  .... 

.  0-298 

0-298 

Breadth  of  the  back  with  the  shoulders 

.  0-339 

0-319 

Abdomen. 

Height  of  the  anterior  wall  .... 

.  0-312 

0-339 

Distance  from  the  epigastrium  to  the  umbilicus 

.  0170 

0-179 

,,  ,,  umbilicus  to  the  pubis  . 

.  0-135 

0-102 

Upper  Limb. 

Lengt  h  of  arm  ....... 

.  0-325 

0-298 

Breadth 

.  0-095 

0-088 

Thickness 

.  0-088 

0-081 

<  Circumference  of  arm  ..... 

.  0-285 

0-257 

Length  of  forearm  ...... 

.  0  271 

0-244 

Its  thickness  at  the  upper  end  . 

.  0-081 

0-074 

Its  circumference  ...... 

.  0-271 

0-244 

Its  thickness  at  the  lower  end  .... 

.  0-054 

0-047 

Its  circumference  ...... 

.  0-190 

0-170 

Length  of  the  hand  ...... 

.  0-1 90 

0-170 

Breadth  of  the  hand  ...... 

.  0-108 

0095 

Lower  Limb. 

Height  of  the  hip  ...... 

.  0-244 

0-217 

Length  of  the  thigh  from  the  groin  to  the  knee 

.  0-475 

0-400 

Its  upper  circumference  ..... 

.  0-515 

0-488 

v  lower  ,,  ..... 

.  0-339 

0-319 

Length  of  the  leg  from  the  knee  to  the  ankle  . 

.  0-483 

0-414 

( Circumference  of  the  calf  ..... 

.  0-300 

0-339 

Length  of  the  foot  ...... 

.  0-257 

0-230 

Quetelet  has  found  the  following  proport  ions  to  prevail  for  the  different 
parts  of  the  body,  taking  the  total  height  to  equal  1 ,000. 


Total  height  of  body  .... 

Head 

From  vertex  to  supra-orbital  arch  . 

From  clavicle  to  nipple  .... 

Distance  between  tin;  nipples  . 

From  vertex  to  clavicle  ... 

Distance  between  axilla  .... 

Diameter  through  the  upper  parts  of  the  axilla 
Diameter  of  the  band  .... 

]  fiameter  of  the  forearm  .... 

Distance  from  the  umbilicus  to  the  patella 
,,  „  patella  to  the  sole  . 

Height  of  the  malleolar  .... 

Distance  from  the  perimeum  to  the  sole  . 

Distance  from  the  summit  of  the  shoulder  to  the  root 
of  t  he  hand  ...... 

Length  of  the  foot  ..... 

Distance  from  the  vertex  to  the  base  of  the  i 
Diameter  of  the  foot  above  the  toes. 

Distance  from  the  elbow  to  the  root  of  the  hand 


1000 
Dio 
59 
105 
1  10 
172 
170 
170 
5.'! 

•>  i 

ills 

280 

51 

475 

.‘14  I 
1 54 
<10 
57 
145 
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1  l) 

Tlit*  weight  of  man  is,  on  the  average,  f>3  kilogrammes,  that 
54  kilogrammes.  The  weight  of  the  head  is  about  one-fourth,; 
ihe  trunk  one-third  of  the  total  body  weight.  The  two  upper 
the  shoulders  make  about  one-sixth  of  it,  and  the  two  lower 
the  hips  about  three-sevenths  of  the  entire  weight. 


of  woman 
ind  t  hat  of 
limbs  with 
limbs  with 
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CHAPTER  Iir. 

A  NA  TONIC  A  L  TECHNICS. 

A  competent  anatomist  needs  nothing  other  than  the  unprepared  sub¬ 
ject  before  him,  but  it  is  usual  to  inject  the  arterial  system,  and  other¬ 
wise  prepare  the  body  before  the  incipient  anatomist  dissects  it.  In  this 
section,  therefore,  we  will  consider,  1,  the  methods  of  injecting  the  body; 
'2,  the  anatomical  laboratory,  or  dissecting  room,  and  its  appliances ;  3, 
the  method  of  dissecting  the  various  apparatuses,  muscles,  vessels,  nerves, 
Ac. ;  4,  the  method  of  preserving  anatomical  dissections  or  sections;  and 
5,  we  will  conclude  with  some  hints  to  the  student  as  to  how  he  should 
study  anatomy  and  how  to  make  frozen  sections. 

The  Preparation  of  the  Subjects. — There  are  two  objects  which  are 
sought  to  be  attained  before  the  body  is  brought  into  the  dissecting  room. 
The  first  is  to  prevent  or  retard  decomposition  ;  and  the  second  is,  to  fill 
the  blood-vessels  or  the  arterial  division  of  them,  so  as  to  enable  the 
student  to  trace  out  the  smaller  branches  and  their  anastomoses,  and  to 
avoid  cutting  them.  If  some  conservative  fluid  were  not  injected  through 
the  body  by  means  of  the  arterial  system,  decomposition  and  putrefaction 
would  proceed  apace,  more  especially  in  the  hot  weather.  In  summer, 
twenty-four  hours  will  produce  a  change  in  the  body,  and  in  winter  it  takes 
from  two  days  to  a  week,  or  even  more,  according  to  the  degree  of  cold, 
to  produce  putrefaction,  which  is  recognised  by  the  greenish  colour  of  the 
skin,  by  the  raising  of  the  epidermis,  which  is  then  easily  removed,  and 
by  the  peculiar  odour  that  is  given  off  at  the  putrefying  points. 

These  preservative  injections  were  largely  used  in  embalming,  and  are 
ordinarily  liquid.  The  materials  which  constitute  them  pass  through  the 
walls  of  the  capillaries  into  the  substance  of  the  tissues,  and  soak  into  tin' 
various  anatomical  elements.  For  the  study  of  the  arteries  another  kind 
of  injection,  which  consists  of  a  solidiflable  substance,  is  thrown  into  the 
arteries,  after  the  conservative  fluid  has  been  injected  into  them.  It  is 
not  my  intention  to  enter  into  minute  details  upon  the  various  preserva¬ 
tive  fluids  and  their  relative  merits,  nor  to  go  largely  into  the  question  of 
embalming.  For  the  purposes  of  the  student  it  will  suffice  to  give  the 
best  means  of  preserving  the  cadaver  during  a  certain  time — say  a  month 
or  six  weeks — which  should  be  ample  for  all  practical  purposes. 

The  body  being  cold,  there  is  no  great  need  to  introduce  a  warm 
injection,  and  if  the  liquid  be  prepared  it  may  be  injected  into  any  artery, 
and  the  whole  arterial  system  filled,  unless  there  be  a  firm  clot  in  some 
large  vessel  which  impedes  (lie  injection  ;  but  it  is  better  to  select  a  large 
vessel  such  as  the  femoral  or  carot  id  arteries,  and  if  the  body  has  been 
subjected  to  post-mortem  examination  it  will  be  easy  to  inject  the  subject 
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through  the  aorta.  For  ordinary  purposes  a  large  syringe  is  sufficient,  but 
should  a  greater  pressure  he  required,  one  of  the  various  apparatuses 
figured  in  text-books  of  practical  histology  may  be  used.  In  injecting  the 
arteries  and  veins,  a  cannula  (see  fig.  14)  is  introduced  into  the  artery 
which  has  been  previously  cut  down  upon  and  exposed.  A  suitable  thread 
is  applied  around  the  vessel  and  the  nozzle  of  the  cannula  to  keep  the  latter 
in  its  place.  The  syringe  is  filled  to  the  exclusion  of  air  by  the  injecting 
fluid,  and  is  then  fitted  to  the  cannula ;  the  piston  is  then  to  be  steadily  anil 
firmly  depressed,  and  jerking  to  be  avoided.  This  process  is  lepeated  until 
the  injection  has  succeeded;  i.e.  when  the  feeling  of  resistance  shows  that 
no  more  of  the  injection  mass  can  be  introduced. 

The  previous  injection  of  the  disinfecting  and  preservative  fluid  will 
have  cleansed  the  arterial  system  so  as  to  render  it  more  pervious  to  the 
injecting  material,  and  the  success  of  the  injection  will  be  known  by  see¬ 
ing  that  the  subcutaneous  arteries,  especially  the  temporal  or  frontal,  are 
distended  by  the  liquid  and  give  to  the  finger  the  sensation  of  a  vein  full 
of  blood;  and  if  a  small  incision  be  made  into  the  skin  of  any  part  of  the 
body,  some  of  the  injecting  mass  will  exude.  After  some  hours  the 
vessels  appear  to  have  emptied  themselves,  and  the  skin  surface  presents 
a  peculiar  colour  which  is  known  to  the  experienced.  Two  or  three  days 
after,  one  sees  on  the  surface  of  the  skin  little  saline  crystals  which  are 
due  to  the  crystallisation  of  the  salt  which  almost  always  is  contained  in 
the  injection.  The  formation  of  these  crystals  is  indicative  of  a  good 
injection,  and  gives  promise  of  the  subject  being  preserved  fora  long  time, 
and  this  crystallisation  shows  itself  primarily  on  the  trunk.  These  saline 
crystals  form  more  slowly  on  dissected  parts  of  the  body,  and  only  show  in 
proportion  as  the  parts  become  dry.  The  muscles  and  other  organs  become 
covered  with  a  thick  saline  layer  at  the  same  time  that  they  become 
harder.  These  observations  have  special  reference  to  the  saline  conserva¬ 
tive  injections. 

As  already  stated,  a  clot  may  interfere  with  the  injection,  or  atheroma, 
which  is  a  diseased  condition  of  the  coats  of  the  vessels,  may  give  rise  to 
extravasation  of  the  injected  fluid  in  consequence  of  the  rupture  of  the 
vessels,  which  is  due  to  their  inability  to  withstand  the  pressure  applied  in 
the  course  of  the  injection. 


ereserva  uve  injection  masses. 


1.  White  sugar 
Salt  . 

Nitrate  of  potash 
Water  . 

Mix  and  make  a  solution.  This 
muscles  and  gives  excellent  results 
previously  flushed  with  water. 

•J.  Water  . 

Alum  .  .  .  . 

Salt . 

Mix  and  make  a  s( >1  ul  i< >n. 

Water  .... 
Chloride  of  zinc. 

Mix  and  make  a  solution. 


1000  parts 
.  itOOO  „ 

500  „ 

.  7500  „ 

injection  preserves  the  colour  of  the 
when  the  arterial  system  has  been 


.  10000  parts 
500  ,. 

L>50  .. 


S000  parts 
1000 
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4.  Water 

Sulphate  of  iron 

Mix  and  make  a  solution. 


8000  parts 
1000  „ 


5.  Hyposulphite  of  soda  .....  q  s.  i  to  make  a  satu- 
AV  ater  ........  q.s.  1  rated  solution 

6.  A  saturated  solution  of  carbolic  acid  or  thymol,  or  one  of  less 
strength,  is  also  very  serviceable1. 

The  hyposulphite  solution  has  the  advantage  of  perfectly  preserving 
the  subjects  without  putrefaction  for  two  or  three  months,  and  also  dries 
the  parts  while  preserving  them  ;  but  it  has  the  disadvantage,  like  all 
sulphites,  of  causing  a  free  crystallisation  of  the  salt  on  the  surface  of  the 
preparations,  and  of  blunting  the  scalpel. 

7.  White  arsenic  .......  1000  parts 

W  ater  or  methylated  spirit  ....  10000  „  (Francliina) 


This  solution  is  dear,  and  may  cause  local  or  general  arsenical  poisoning. 

The  solution  of  creasote  has  also  been  employed,  but  some  object  to 
its  odour,  especially  as  it  has  no  great  advantage  over  others  already 
mentioned. 


8.  Commercial  glycerine  .....  1000  parts 

Crystallised  carbolic  acid  .....  4  ., 

Dissolve  the  crystals  in  the  glycerine  in  a  water  bath,  and  preserve  in 
well  stoppered  bottles. 

This  carbolised  glycerine  has  the  advantage  of  giving  suppleness  to 
the  organs,  but  it  does  not  preserve  the  parts  for  so  long  a  time  as  the 
hyposulphate  of  soda  solution.  It  does  not  affect  the  scalpel,  but  its  odour 
is  disagreeable  to  many  people.1 

0.  Hydrate  of  chloral  ......  500  grammes 

Distilled  water  .......  2^  litres 

Glycerine . » 

Mix. 

The  anti-fermentiscible  properties  of  chloral  render  it  one  of  the  best 
conservative  agents  of  the  tissues.  It  acts  either  by  combining  with  the 
albuminoid  materials  or  simply  by  the  action  of  contact.  Chloral  alone, 
in  a  solution  of  10  per  cent.,  acts  powerfully  upon  the  muscles,  which  it 
hardens  and  dries  almost  to  pulverisation,  but  if  glycerine  be  added,  as  in 
the  above  formula,  the  tissues  become  more  supple  ;  but  if,  after  injection 
with  this  solution,  the  tissues  are  exposed  to  the  air,  they  dry  gradually, 
and  in  a  few  months  become  mummified. 


10.  Tincture  of  myrrh  or  powdered  myrrh  or  aloes  .  10  per  cent. 

Flour  or  milk  of  sulphur . 30  „ 

Boracic  acid,  crystallised  .  ...  00  „ 

1  to  make  a  fluid 

Water  ........  q.s.-  that  will  run  or 

(  flow  well 

This  injection  is,  1  believe,  new,  at  any  rate  to  modern  anatomists,  but 
has  the  inconvenience  to  some  extent  of  interfering  with  the  subsequent 
injection  of  solidifiable  matter. 

1  Terebene  and  Manilas,  the  new  preparations,  have  also  good  preservative  qualities,  and 
may  be  tried  either  alone  or  mixed  with  glycerine  and  water. 
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II.  Glycerine  ........  100  parts 

( 'arbolic  acid  .......  15-17  „ 

Alcohol . 11  ,, 

('bromic  acid  in  from  2  to  5  per  cent,  solution,  and  bichromate  of 
potash  in  5  to  7  per  cent,  solution,  are  good  conservative  injections;  as 
also  is  Muller’s  fluid,  which  consists  of: 

III.  Bichromate  of  potash  .....  2-24  grammes 

Sulphate  of  soda  ......  1  ,, 

Arp  destill.  .......  100  „ 


The  following  are  very  good  preservative  injections,  and  number  14 
may  be  injected  as  a  hot  mixture  without  previously  warming  the  body. 
When  this  is  desired  to  be  done  the  mixture  must  be  quite  hot  and  fluid, 
and  the  injection  should  be  done  rapidly.  After  injection  the  body 
should  be  left  for  twenty-four  hours  at  the  ordinary  temperature,  and  then 
the  usual  mixture  of  wax,  tallow,  oil,  and  turpentine,  coloured  with  cinna¬ 
bar  or  some  other  colouring  matter,  should  be  injected.  About  15  pounds 
of  the  mixture  will  be  sufficient  for  a  body. 

13.  Alcohol  of  96  per  cent.  .....  q.s. 

( 'orrosive  sublimate  to  saturation 


14.  ( 'arbolic  acid 

Spirit 
Glycerine  . 
Water 


1  pound 

I  „ 

1  „ 

17  „  (Stieda.) 


15.  Sulphate  of  alum 
Arsenious  acid  . 
Aq.  destill. 


(5000  grammes 


125 

1000 


)) 


(Gannal.) 


If  more  arsenic  be  added  the  longer  will  the  body  be  preserved, 
(ioadby’s  liquid,  which  is  a  good  preservative,  consists  of: 


16.  Sea-salt  .  .  .  .  .140  grammes 

Alum  ......  70  „ 

Corrosive  sublimate  .  .  .  0-3  ,, 


Dissolved  in  24  kilogrammes  of  carefully  filtrated  boiling  water. 
Farrant’s  fluid  is  composed  of : 

White  arsenic  ....  041  gramme 


Dissolved  in  35  grammes  of  boiling  distilled  water.  When  cool  the 
solution  is  mixed  with  an  equal  weight  of  glycerine,  and  also  with  an 
equal  weight  of  the  best  gum  arabic. 

Another  good  conservative  fluid  is  composed  of : 


17.  ( Idoride  of  sodium 
Alum  . 

Corrosive  sublimate 
Water  . 


157-5  grammes 
75  ,, 


0014 
.  1680 


Permanganate  of  potash,  or  (’ondy’s  fluid,  chloride  of  lime  or  Burnett’s 
fluid,  and  chloralum  have  all  certain  advantages,  and  some  drawbacks. 
Salicylic  acid,  the  sulpho-carbolates,  thymol,  nitrate  of  amyl,  chlorozone, 
camphor,  tannin,  pyrogallic  acid,  iron  alum,  saturated  solution  of  common 
sail,  and  sulphur  make  excellent  additions  to,  or  substitutes  for,  the 
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various  antiseptic,  disinfectant  or  deodorising  materials  given  in  the  pre¬ 
vious  formulae. 

18.  Wickerheimer’s  fluids  for  preserving  animal  and  vegetable  tissues. 


1.  Potassa  . 

Salt 

Alum 

Dissolved  in  Aq. 


.‘id  grammes 
Id  „ 

60 

3  litres 


This  sol  lit  ion  must  be  heated  to  50°  <  Vnt  igrade  ( 1223  Falir.),  and  !)  grammes 
of  salicylic  acid  added,  together  with  45  grammes  of  methyl ic  alcohol  and 
250  grammes  of  glycerine.  Sometimes  3  grammes  of  saltpetre  are  added, 
aud  its  preserving  power  may  be  improved  by  increasing  the  alcohol  to  20 
grammes,  the  salicylic  acid  to  12  grammes,  and  glycerine  to  450  grammes 
per  litre  of  liquid.  This  will  preserve  subjects  for  about  a  month  free  from 
odour. 


2, 


Dissolve  in  3000  grammes  of  boiling  water 


100 

25 

12 

60 

10 


alum 

common  salt 
saltpetre 

carbonate  of  potash 
arsenious  acid 


Cool  and  filter,  and  to  every  ten  litres  of  the  solution  add  4  litres  of 
glycerine  and  1  litre  of  methylic  alcohol. 

The  third  formula  has  been  improved  by  Messrs.  Poetz  and  Hohr  of 
Berlin,  who  make  two  kinds,  one  for  injecting  and  one  for  macerating  and 
immersing  bodies. 


F( 

>r  injecting 

For  immersing 

Arsenious  acid 

.  16 

grammes 

12  grammes 

Sodium  chloride 

80 

11 

60  '  „ 

Potassium  sulphite 

.  200 

n 

150 

„  nitrate  . 

.  25 

n 

18  „ 

„  carbonate 

.  20 

n 

15  „ 

Water  .... 

10 

litres 

10  litres 

Glycerine 

4 

11 

4  „ 

Wood-naphtha 

3 

•t 

11 

3 

4  11 

These  fluids  may  be  injected  into  the  vessels  or  the  body,  or  part  may 
be  immersed  and  preserved  in  them.  After  being  removed  from  the  fluid 
and  dried,  the  tissues  retain  their  elasticity  and  the  joints  their  flexibility. 
In  skeletons  thus  prepared,  the  most  complicated  movements  can  be 
executed,  such  as  those  of  the  chest,  larynx,  and  other  parts  concerned  in 
the  mechanism  of  breathing.  Lungs  thus  prepared  may,  even  after  years, 
be  inflated  by  means  of  bellows  ;  they  swell  ten  times  their  size  in  the 
collapsed  state,  the  lobes  become  distinct,  the  brown  colour  changes 
gradually  into  red,  and  the  whole  organ  appears  as  if  taken  from  a  fresh 
body.  Sections  of  delicate  tissues,  morbid  formations  which  have  been 
removed  by  operation,  will  appear  after  months  as  if  in  a  fresh  state. 
Anatomical  preparations  that  are  to  be  preserved  dry  are  immersed  in  the 
fluid  from  six  to  twelve  days,  according  to  their  size,  then  taken  out  and 
dried  in  the  open  air.  Hollow  organs,  such  as  lungs,  bladder,  intestines, 
&c.,  must  be  filled  with  the  preserving  fluid,  then  placed  in  a  vessel  con¬ 
taining  the  same  liquid,  and  afterwards  distended  with  air  and  dried.  For 
embalming  and  for  preserving  the  natural  colour  of  organs  or  parts,  they 
must  be  put  immediately  into  the  fluid  and  must  not  be  dried.  See 
‘  Brit.  Med.  Jour.’  ii.  560,  749  ;  also  vol.  i. 
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Tli<*  following  mixture  has  recently  been  found  useful  at  the  West¬ 
minster  I fospital  : 

Common  white  arsenic,  1  pound,  dissolved  in  a  quart  of  water  with  a 
piece  of  common  washing  soda  the  size  of  a  walnut.  Add  half  a  gallon  of 
brown  glycerine  and  1  pound  of  saltpetre  to  preserve  the  colour  of  the 
muscles.  Inject  through  the  aorta  while  the  tim’d  is  warm,  and  keep  the 
syringe  in  motion. 

It).  Carbolic  acid  .......  1  pound 

Arsenious  acid  .  .  .  .  .  .  .  1 

Acetate  of  potash  .  .  .  .  .  .  ‘2  ,, 

Glycerine  ........  I  ,, 

Methylated  spirit  ......  1  gallon 

This  formula  is  used  at  the  London  College  of  Surgeons,  and  if  diluted 
with  sufficient  spirit  will  be  ample  to  inject  three  bodies  and  to  preserve 
them  for  a  very  long  time. 

Fumigation  of  the  body  with  some  preservative  material,  combined 
with  fumigation  of  the  blood-vessels,  i.e.  the  forcing  into  them  of  medi¬ 
cated  vapours,  has  not  yet  had  a  sufficient  trial,  or  even — so  far  as  I  am 
aware — any  trial  at  all. 


METHOD  OF  PREVENTING  ANATOMICAL  PREPARATION A  FROM 
DRYING  OR  PUTREFYING  DURING  DISSECTION. 

It  often  happens  that  the  parts  being  dissected  either  dry  rapidly, 
putrefy,  or  become  covered  with  the  salt  of  the  injecting  material  which 
becomes  crystallised.  This  can  he  to  some  extent  prevented  by  keeping 
the  parts  covered  and  wrapped,  or  bandaged  with  material  which  has  been 
dipped  in  a  strong  salt  solution,  or  in  some  preservative  liquid  such  as 
carbolic  acid,  &c.  But  the  solution  of  glycerine  and  carbolic  acid  has  the 
property  of  impeding  putrefaction,  of  diminishing  the  formation  of  crystals, 
and  of  preventing  the  drying  of  the  dissected  parts ;  and  if  the  glycerine 
be  of  good  quality  the  smell  of  the  solution  is  less  disagreeable. 

( 'ommercial  glycerine  .  .  .  1000  grammes 

Crystallised  carbolic  acid  .  .  4  ,, 

Dissolve  the  crystals  in  the  glycerine  in  a  water  bath,  and  preserve  in 
well  stoppered  bottles. 

A  clean  brush  should  be  used  to  spread  this  liquid  every  day  over  the 
preparation,  and  in  two  or  three  days  it  will  be  observed  that  the  muscles 
retain  their  colour  and  suppleness,  that  the  tendons  are  more  supple  than 
in  the  fresh  condition  and  become  nearly  transparent,  and  that  the  injected 
vessels  are  soft,  and  the  material  injected  into  them  does  not  break  even 
in  a  very  cold  winter.  This  liquid  has,  however,  the  disadvantage  of 
blackening  the  muscles  after  a  certain  time. 

'I'lie  following  solution  has  similar  properties  to  the  carbolised 
glycerine : — 

Hydrate  of  chloral  ...  I  part 
Glycerine  .  .  .  .  .  5  „ 

Distilled  water  .  .  .  .10,, 
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IIYDROTOM  Y, 

This  name  has  been  given  to  the  method  which  consists  in  washing 
subjects,  or  parts  of  them,  by  passing  a  large  quantity  of  water  through 
the  circulatory  system.  By  this  means  the  body  is  relieved  of  the  blood 
which  it  contains,  and  putrefaction  is  much  retarded.  Now-a-days,  hydro- 
toiny  is  very  rarely  indeed  employed,  but  it  is  of  great  value  if  one  wish 
to  preserve  subjects  for  a  certain  time  without  having  recourse  to  preserva¬ 
tive  injections;  and  if  it  be  desired  to  make  museum  preparations,  hydro- 
tomy  should  be  employed  before  a  conservative  injection  is  made  use  of.1 

In  the  preparation  of  the  viscera,  which  are  so  often  loaded  with  blood 
post  mortem ,  it  is  of  great  service,  both  prior  to  injecting  their  vessels 
and  ducts,  and  more  especially  if  the  corrosive  injections  are  intended  to 
be  employed. 

I  am  not  aware  that  the  operation  of  hydrotomy  lias  been  employed 
during  dissection,  but  it  has  occurred  to  me  that  it  might  prove  of  service 
in  demonstrating  the  course  of  the  collateral  circulation,  more  especially 
in  the  limbs  and  in  the  outer  parts  of  the  head  and  neck. 

The  entire  subject,  or,  more  conveniently,  a  part  of  the  body,  may  be 
hydrotomised. 


COMPLETE  OP  ENTIRE  HYDROTOMY. 


A  large  vessel,  such  as  the  common  carotid  or  femoral,  must  be  opened  ; 
a  glass  injection  tube  or  cannula  must  be  inserted  into  the  vessel  in  the 
direction  of  the  artery,  and  must  be  carefully  and  firmly  tied  in.  To  the 
free  end  of  the  cannula  an  india-rubber  tube  is  attached,  the  other  end  of 
this  tube  being  fixed  to  the  stop-cock  tube  of  the  injecting  apparatus,  the 
size  of  which  will  vary  according  to  the  amount  of  pressure  required.  Or 
the  injection  pressure  may  be  obtained  by  means  of  a  connection  with  the 
water  pipes  of  the  room  in  which  the  subject  is  prepared,  provided  sufficient 
pressure  can  be  obtained.  For  partial  injections,  one  of  the  various  ap¬ 
paratuses  described  and  figured  in  works  on  practical  histology  will  be 
sufficient.  The  strength  of  the  rubber  tube,  and  of  the  ligatures  fixing  the 
tube  into  the  artery,  must  be  proportionate  to  the  pressure  of  the  water. 

Another  ligature  must  be  placed  on  the  vessel  into  which  the  tube  has 
been  introduced  so  as  to  prevent  the  escape  of  the  water  by  the  return 
flow,  but  it  is  necessary  to  make  an  opening  in  some  part  of  the  body,  to 
permit  of  the  escape  of  the  blood  before,  or  immediately  on  commencing, 
the  injection.  A  good  seat  of  selection,  on  account  of  there  being  no 
artery  in  the  region,  is  the  midline  of  the  sternum,  which  should  be 
divided  with  a  small  saw,  and  its  two  halves  separated  by  a  piece  of  wood 
driven  in  between  them  with  some  force.  This  permits  the  hand  to  bo 
introduced  into  the  thorax,  the  pericardium  to  be  seized  and  opened,  and 
a  small  incision  to  be  made  into  the  right  ventricle.  A  largish  glass  tube 
open  at  both  ends  should  be  inserted  into  the  ventricle;  the  other  ex¬ 
tremity  of  it  should  project  through  the  opening  in  the  chest.  The  sub¬ 
ject  should  be  placed  either  on  its  side  or  belly,  leaving  the  outer  end  of 


1  Methylated  spirit  and  water  may  be 
well  as  cleansing  effect. 


used  it  it  be  desired  to  obtain  a  preservative,  as 


E 
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(lie  tube  free;  then,  by  turning  the  stop-cock,  ;i  small  stream  of  water 
should  be  allowed  to  flow  through  the  body  for  some  hours,  after  which 
a  larger  stream  should  be  set  running;  but  care  must  be  taken  not  to 
employ  too  forcible  a  stream,  as  the  pressure  of  the  water  would  either 
lacerate  the  capillaries  of  certain  tissues  or  break  the  ligatures  on  the 
vessels. 

It  will  be  remarked  after  a  little  while  that  the  venous  blood  flows 
from  the  tube  in  the  heart.  This  lasts  for  several  hours,  sometimes  for  a 
whole  day,  and  the  operation  should  be  continued  until  nothing  but  un¬ 
stained  water  flows  from  the  tube.  During  the  operation,  the  cellular 
tissue  of  the  subject  becomes  infiltrated  and  swells,  especially  that  of  the 
face  and  extremities,  and  the  skin  becomes  very  white.  This  infiltration 
soon  disappears,  but  it  is  well  to  leave  the  tube  which  was  placed  in  the 
heart  in  situ  for  several  hours  after  the  flow  of  water  through  the  vessels 
has  been  stopped.  The  artificial  oedema  may  be  got  rid  of  by  making 
several  acupunctures,  or  by  small  incisions  through  the  skin  and  cellular 
tissue. 

When  the  student  understands  the  anatomy  of  the  circulation,  he  will 
perceive  that  by  this  method  the  water  penetrates  the  whole  arterial 
system,  including  the  left  side  of  the  heart  and  the  pulmonary  veins;  and 
the  pressure  being  continued,  the  water  passes  through  the  capillaries  and 
farces  the  blood  along  and  through  the  veins  to  the  right  side  of  the  heart, 
where  it  has  been  pushed  by  two  different  routes:  one,  by  the  vena  cava, 
which  receives  the  pressure  of  the  water  coining  from  all  parts  of  the 
body;  and  the  other,  by  the  pulmonary  artery,  which  receives  the  pressure 
of  the  water  which  has  passed  through  the  pulmonary  veins  and  through 
the  left  auricle  and  ventricle.  Those  parts  which  are  situated  above  the 
point  where  the  tube  has  been  placed  are  washed  out  by  means  of  the 
collateral  anastomoses. 

If  the  injection  be  too  rapid  il  may  happen  that  the  aortic  sigmoid 
valves  will  offer  an  invincible  obstacle  to  the  passage  of  the  liquid,  and  in 
such  a  case  the  vessels  of  the  lesser  or  pulmonary  circulation  (extending 
from  the  left  auricle  to  the  right  ventricle)  may  remain  gorged  with 
blood. 

PA  P,  TIA  L  II 1  ’1)11 O  TOM  Y. 

If  it  be  desired  to  wash  out  a  part  of  the  body  or  a  viscus,  the  injec¬ 
ting  tube  must  be  placed  in  the  principal  artery  or  duct  and  the  arterioles 
(in  the  case  of  injection  of  part  of  a  viscus)  must  be  secured  so  as  to 
prevent  the  escape  of  the  water.  If  a  limb  only  is  being  washed  out  the 
blood  may  be  allowed  to  escape  through  the  femoral  or  axillary  veins.  By 
these  means  the  blood  escapes  through  the  corresponding  veins,  which  are 
left  open,  and  the  operation  is  usually  a  simple  one. 

INJECTION  OF  BLOOD-VESSELS. 

To  facilitate  the  study  of  the  blood-vessels  it  is  usual  to  inject  the 
arterial  system  in  order  that  the  method  of  distribution  and  anastomoses 
of  the  smaller  vessels  may  be  made  out.  For  this  purpose  different  sub¬ 
stances  may  be  used,  the  best  of  which  will  be  given  in  the  following 
formulae. 
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There  are  different  kinds  of  injections,  the  ordinary  ones  being  em¬ 
ployed  for  the  arteries  and  veins,  and  are  opaque,  unless  it  be  intended  to 
make  microscopic  sections,  and  then  the  vehicle  is  transparent.  The  trans¬ 
parent  or  tine  injections  are  used  in  the  study  <>f  the  capillaries,  but  these 
vessels  may  also  be  injected  with  opaque  materials. 

Special  injections  are  used  in  the  methods  of  corrosion  and  macera¬ 
tion. 

COMMON  OR  ORDINARY  INJECTIONS. 

Good  injection  masses  should  consist  of  materials  which  rapidly  yield 
to  a  moderate  heat  and  which  become  solid  on  cooling.  They  should  not 
be  too  soft  in  warm  weather,  nor  too  brittle  in  winter — two  inconveniences 
which  belong  to  injection  masses  in  which  tallow  is  used. 

It  is  better  to  dissolve  the  materials  given  in  the  following  formulae 
in  the  water  bath,  but  if  one  be  obliged  to  prepare  them  over  a  tire,  or 
over  a  gas  flame,  the  materials  should  be  placed  in  an  earthen  vessel  the 
interior  of  which  is  varnished  or  enamelled.  The  mixture  should  not  be 
allowed  to  boil,  and  during  heating  should  be  constantly  stirred  with  a 
metal  or  glass  rod  or  clean  piece  of  wood.  These  injections  may  be  pre¬ 
pared  just  before  being  used,  or  may  be  allowed  to  cool  and  be  used  sub¬ 
sequently. 

All  the  following  formulae  are  good,  but  the  last  is  the  most  penetrating 
injection,  and  the  fourth  is  the  simplest  and  cheapest.  The  spermaceti 
may  be  left  out  from  it  :  — 


1.  Tallow  ..... 

.  ‘>00  parts 

Burgundy  pitch  or  resin  . 

.  120 

ft 

Olive  oil  .... 

.  1 20 

Essence  of  turpentine 

.  GO 

if 

Dissolve  in  a  water  bath  and  keep  for  use. 

2.  Tallow  ..... 

.  GOO 

M 

White  wax  .... 

.  400 

Venetian  turpentine 

.  200 

ff 

Dissolve. 

3.  Yellow  wax  .... 

.  300 

J 1 

Tallow  ..... 

.  720 

Olive  oil  .... 

.  180 

Dissolve. 

4.  Tallow  .  ... 

.  1000 

Yellow  wax  .... 

30 

>  > 

Venetian  turpentine 

.  120 

ff 

Spermaceti 

.  120 

ff 

Dissolve. 

5.  Spermaceti  .... 

.  1 20 

White  wax  .... 

00 

Venetian  turpentine 

GO 

ff 

Dissolve. 

G.  Plaster  of  Paris  (finest) 

1 

•  4 

lb. 

Size  ..... 

‘4 

.  o 

oz. 

Aqua,  enough  to  make  a  thjn  solut 

ion. 

This  injection  sets  in  hall  an  hour,  and  dissection  can  be  at  once  com¬ 
menced.  Plaster  injections  should  not  be  used  if  frozen  sections  arc  to 
be  made,  as  they  are  too  brittle. 


K 


9 
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Tallow  . 

Yellow  wax  .  . 

Oil 

Cinnabar 

Essence  of  turpentine 


000  parts 


■2*  0 


V 


100 

100 


11 

11 


30 


if 


This  mass  is  loss  brittle  and  makes  prettier  injections  if  carmine  be 
substituted  for  the  cinnabar,  but  it  is  dear.  (Auffrel.) 

These  substances  may  be  used  by  themselves  or  may  be  coloured  by 
the  addition  of  different  colouring  materials.  A  red  is  ordinarily  used  for 
the  arteries,  blue  for  the  veins,  and  green  for  the  canals  or  ducts.  They 
are  mostly  powders,  and  ought  not  to  be  mixed  with  the  injection  mass 
until  after  the  fusion  and  mixture  of  the  substances  which  compose 
them. 

Peel  Injections. 


Cinnabar  finch 

;  powdered 

.  40  parts 

Carmine  . 

Bine  Injections. 

d  )> 

Prussian  blue 

.  55  „ 

Indigo 

Yellow  Injections. 

.  30  „ 

Orpiment 

.  .  .  . 

•  f>  „ 

Gum 

Green  Injections. 

•  80  „ 

Verdigris . 

•  75  „ 

Carbonate  of  lead  .... 

.  24  ., 

Gum 

. 

.  15  „ 

Mix. 

0  i  Orpimeut. 

|  Prussian  blue. 

A  sufficient  quantity  of  each  to  make  a  green  powder. 


Blade  Injection. 

Ivory  black  .  .  .  .'  .  .  15  „ 

White  Injection. 

Carbonate  of  lead  .  .  .  •  .  80  „ 


The  various  aniline  dyes  may  also  be  used  either  in  powders,  crystals, 
or  in  a  liquid  condition,  also  madder  or  cochineal.  The  proportions  given 
above  are  those  which  should  be  used  for  every  500  parts  ol  the  injection 
mass.  The  colouring  matter  is  mixed  in  the  mortar  with  a  little  oil,  so 
as  to  form  a  thick  paste,  and  when  the  mixture  has  become  homogeneous 
a  little  more  oil  should  be  added.  This  coloured  cream  should  lie  added 
by  degrees  to  the  injection  mass.  When  the  latter  is  melted  and  stirred 
briskly,  before  adding  the  colouring  matter,  the  vessel  containing  the 
melted  injection  mass  should  be  removed  from  the  fire  or  bath,  and  the 
colouring  matter  immediately  added.1 

1  For  partial  injections  carmine  is  excellent,  and  should  be  mixed  in  a  mortar  with  a 
little  alcohol  t  ill  a  line  paste  is  formed,  to  which  a  lit  tie  oil  should  be  added,  and  then  this 
mixture  should  be  added  to  the  injection  mass.  For  large  injections  carmine  and  wax  are 
too  expensive. 
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The  cinnabar  powder,  the  indigo,  the  prussian  blue, the  yellow  powders 
and  the  black  and  white  injection  powders  should  be  mixed  and  added  in 
the  manner  just  described ;  but  if  carmine  be  used  furthered  injection, 
it  is  necessary  to  crush  it  beforehand  with  a  little  alcohol,  and  make  a 
tine  paste  to  which  a  little  oil,  and  subsequently  the  injection  mass,  should 
be  added.1 

If  the  green  injection  No.  1  be  employed,  one  must  be  careful  not  to 
put  it  in  the  hot  mixture,  as  the  injection  materials  will  not  mix  with  it 
but  will  float  above  it. 

The  oil  colours  in  tubes  of  Rowney  &  Co.,  of  Oxford  Street,  or  Winsor 
and  Newton,  of  Eathbone  Place,  mix  well  with  the  injection  masses,  and 
form  good  colouring  materials.  Chinese  vermilion  makes  a  good  red  in¬ 
jection.  Orange-crome  yellow  makes  a  got  d  yellow  injection.  Emerald 
green  and  verdigris  are  good  for  green  injections.  Nottingham  or  Crem- 
nitz  white  is  good  for  white  injections,  and  a  good  blue  can  be  made  by 
mixing  the  Cremnitz  white  with  prussian  blue. 

Injections  may  be  made  into  the  hollow  membranous  viscera  or  into 
bony  cavities,  so  as  to  take  casts  of  them.  These  are  best  taken  with 
white  wax,  gelatine  or  paraffine.  Plaster  of  Paris  may  also  be  used  for 
this  purpose. 

The  student  may  have  opportunities  of  making  warm  injections  in 
limbs  or  parts  which  have  been  removed  in  the  operating  theatre,  and  he 
will  find  instructions  for  executing  them  in  his  manuals  of  practical 
histology. 

Injection  of  the  Arteries. — -This  may  be  done  by  the  aorta,  the  carotids, 
axillary  or  femoral  arteries.  In  most  dissecting  rooms  the  femoral  artery 
is  the  one  selected  for  injecting  the  body.  For  ordinary  dissecting-room 
purposes  it  is  not  necessary  to  hydrotomise  the  subject  before  throwing  in 
the  coloured  injecting  mass,  but  if  it  be  desired  to  trace  the  minutest 
ramifications  of  the  vessels,  it  is  necessary  that  hydrotomy  should  previ¬ 
ously  be  performed. 

Choice  of  Subjects. — The  best  subjects  are  the  bodies  of  thinnish  people 
up  to  forty  or  forty-five  years  of  age.  Those  that  have  succumbed  to  a 
chronic  wasting  malady  are  very  favourable  subjects,  but  stout  bodies  and 
the  cadavers  of  old  people  are  unfavourable,  because  the  former  decompose 
rapidly,  and  in  the  latter  the  arterial  coats  are  degenerated,  and  having 
lost  their  elasticity,  are  apt  to  rupture  under  the  pressure  of  the  injection 
force. 

Method  of  Injecting. — This  may  be  done  by  the  methods  described  in 
the  section  on  hydrotomy  or  by  the  use  of  an  injecting  syringe.  The 
cannula  is  introduced  into  the  artery,  tied  into  it,  and  the  syringe  being 
filled,  its  nozzle  fits  into  the  broad  part  of  the  cannula ;  the  stopcock  is 
turned  so  as  to  be  in  a  line  with  the  nozzle  of  the  syringe,  and  the  injec¬ 
tion  steadily  pushed  out.  The  cannulse  are  of  various  sizes,  and  at  the  end 
which  is  put  into  the  artery  there  is  a  groove,  into  which  the  ligature 
fixing  the  artery  to  the  nozzle  should  fit. 

In  introducing  the  cannula  care  must  be  taken  not  to  penetrate  be¬ 
tween  the  middle  and  external  coats  of  the  artery,  and  after  it  has  been 
introduced,  three  threads  should  be  passed  beneath  the  vessel  :  one  is  to 
prevent  the  return  of  the  injection,  another  is  the  middle  one,  and  should 
be  tightened  directly  after  the  cannula  is  fixed  into  the  artery;  its  object  is 
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to  fix  the  arterial  wall  on  the  ridge  of  the  tube ;  and  the  third  is  only 
tightened  after  the  injection  is  completed,  and  serves  to  prevent  the  exit 
of  the  material  which  has  been  injected  into  the  arteries. 

The  cannula  being  in  place,  the  body  should  be  put  into  a  hot  bath  of  a 
temperature  of  33°,  for  from  four  to  six  hours,  according  to  the  time  of 
year,  and  longer  for  a  big  corpse  than  for  a  small  one.  Six  hours  at  least 
will  be  needed  in  the  winter.  From  two  to  three  hours  is  enough  fora 
child.  The  cannula  should  be  closed  with  a  cork  before  the  subject  is 
placed  ina  bath;  and  the  injection  can  be  made  under  water,  if  it  be 
desired  to  exclude  the  air  and  to  distend  the  deeper  vessels.1 


Fig.  14.  Injection  syringe  (reduced  in  size). 

1.  Cannula.  2  and  3.  Stopcock  tubes.  To  their  loft  is  a  handle. 


It  is  not  necessary  in  warm  weather  to  make  use  of  a  bath,  as  the 
body  can  be  sufficiently  injected  for  coarse  anatomical  purposes  without 
this  preliminary  step. 

There  is  a  little  intermediate  apparatus,  fitted  with  a  stopcock,  one 
end  of  which  fits  into  the  broad  end  of  the  cannula,  and  the  other  receives 
the  nozzle  of  the  syringe.  The  cannula  and  the  stopcock  tube  should  be 
kept  warm  during  injection  in  cold  weather,  by  placing  a  flannel  wrung 
out  of  hot  water  around  them,  or  by  allowing  hot  water  to  drop  on  to  the 
tube  during  the  injection  process,  so  as  to  prevent  the  coagulation  ot  the 
solidifiable  materials  in  the  injection  mass. 

The  injection  mass  having  been  prepared,  and  the  syringe  warmed, 
(lie  stopcock  should  be  placed  parallel  with  the  length  of  the  syringe,  and 

1  A t  111"  London  College  of  Surgeons  and  al  the  University  of  Edinburgh  the  iujection 
is  not  made  under  water. 
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the  liquid  slowly  thrown  into  the*  vessels.  The  injection  nnss  should  not 
be  too  warm.  A  good  test  for  ordinary  practical  purposes  is,  that,  the 
tinge r  should  just  be  able  to  support  the  temperature  ot  the  liquid.  J  he 
syringe  being  tilled,  it  should  be  held  with  the  piston  down  and  its  nozzle 
upwards.  The  piston  should  be  slowly  pushed  up  until  a  little  ot  the 
injection  material  runs  out.  The  object  of  this  proceeding  is  to  exclude 
the  air.  Then  the  syringe  should  be  quickly  and  cleverly  fitted  into  the 
cannula,  and  the  stopcock  being  turned  in  the  proper  direction,  the  injec¬ 
tion  is  slowly  and  evenly  thrown  in.  When  the  syringe  is  empty  the 
stopcock  is  turned  to  a  right  angle,  the  syringe  refilled,  and  the  process 
repeated  until  a  feeling  of  resistance  is  experienced.  Four  to  six  pounds 
of  injection  is  sometimes  necessary  to  completely  till  the  arterial  system. 

The  injection  is  successful  when  the  vessels  of  the  skin  are  seen  to 
assume  a  pinkish  hue  ;  then  a  quivering  sensation  is  usually  felt. 

The  piston  of  the  syringe  may  be  pushed  home  by  the  abdominal  wall  of 
the  operator,  but  the  force  necessary  in  this,  or  in  any  other  method,  is  pro¬ 
portionate  to  the  calibre  of  the  cannula,  being  greater  with  small  cannuhe. 

The  injection  being  completed,  the  stopcock  is  turned  to  a  right  angle, 
the  third  ligature,  which  was  placed  beneath  the  vessel  and  left  untied, 


must  now  be  securely  fastened  to  prevent  the  egress  of  the  injection  mass, 
the  cannula  should  be  withdrawn,  and  the  coagulation  of  the  injection  and 
the  fixing  of  the  colouring  matter  may  be  hastened  by  replacing  the  warm 
water  of  the  bath  by  cold  or  iced  water. 

Mechanical  Injection  Syringe. — By  the  use  of  the  instrument  figured 
below,  all  great  muscular  effort  is  avoided  and  regularity  of  action  assured. 
It  is  equally  serviceable  for  preservation  or  coloured  injections,  but  must 
be  kept  thoroughly  clean.  The  subject  being  put  on  its  back,  the  empty 
apparatus  is  adapted  to  the  cannula,  which  has  been  previously  well 
fastened  in  the  aorta  (see  fig.  16),  or  in  the  femoral  or  brachial.  The 
syringe  is  then  withdrawn,  pivoted  to  one  side,  and  the  stopcocks  turned 
towards  the  injector  and  fixed  by  strings  to  the  bracket  which  supports 
the  instrument.  The  injection  matter  is  held  by  the  left  hand  and  pre¬ 
sented  to  the  nozzle  of  the  syringe,  which  is  then  worked  by  the  right, 
and  when  the  syringe  is  full  the  threads  are  removed,  the  stopcocks  turned 
off,  and  the  syringe  placed  in  the  aortic  cannula.  The  stopcocks  are  then 
opened  and  the  injection  thrown  in.  The  left  thumb  and  fingers  steady 
the  syringe  and  cannula  during  the  injection,  and  should  close  both  stop- 
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corks  simultaneously  as  soon  as  the  subject  lias  been  sufficiently  injected. 
This  apparatus  is  made  by  Collins  et  Cie.,  Paris. 

Injection  of  Veins. — ' These  may  also  lie  complete  or  partial,  and  llie 
bodies  of  old  people  are  the  most  favourable,  as  in  them  the  venous  system 
is  well  developed. 

To  succeed  in  the  injection  of  the  veins,  it  is  almost  indispensable  to 
perforin  a  previous  hydrotomy,  otherwise  there  will  always  remain  some 
blood  in  the  veins,  and  the  injection  will  not  succeed. 

To  inject  the  entire  venous  system  one  must  proceed  in  an  opposite 
manner  to  that  adopted  for  (lie  arteries;  for,  if  a  big  venous  trunk  be 
injected,  the  liquid  will  not  reach  the  small  veins  because  of  the  numerous 
valves  which  obstruct  the  flow  of  the  latter. 

The  steps  for  preparing  the  injection,  and  tying  in  the  cannula,  &c., 
are  the  same  as  those  just  described,  but  it  is  necessary  to  have  two 


Kxo.  id.— Fakaukci  's  injecting  apparatus  in  position  as  used  in*  the 
Paris  Faculty  of  Medicine. 

can nulie  for  each  foot  and  hand,  in  order  to  inject  the  venous  system  satis¬ 
factorily.  The  cannuUe  must  be  of  small  caliber,  and  should  be  introduced 
into  the  veins  on  the  inner  and  outer  side  ot  the  dorsum  of  the  hand,  as 
well  as  into  the  cephalic  vein  of  the  thumb;  and,  on  the  dorsum  of  the 
foot,  into  the  veins  forming  the  venous  arch,  or  into  the  external  and 
internal  saphena  veins.  By  these  means  the  whole  venous  system,  with 
the  exception  of  the  portal  vein,  can  be  injected. 

The  steps  of  the  injection  and  the  ingredients  of  the  injection  mass 
have  already  been  given,  but  the  colouring  matter  for  the  veins  is  usually 
a  blue  one/  As  the  vein  walls  are  very  thin,  one  must  be  careful  not  to 
pass  the  cannula  between  the  outer  and  middle  tunics,  and  the  correct 
position  of  the  instrument  will  be  recognised  by  passing  a  tine  wire 

along  it. 
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The  portal  vein  can  be  injected  by  opening  the  abdomen,  turning 
aside  the  omentum  and  some  small  intestine,  and  introducing  the  cannula 
into  one  of  the  veins  accompanying  the  branches  of  the  superior  mesen¬ 
teric  artery.  The  whole  portal  system  may  easily  be  injected,  as  there 
are  no  valves  in  these  veins,  and  they  do  not  communicate  with  other 
veins. 

If  the  subject  have  been  well  injected  the  .appearances  will  be  those 
described  under  the  head  Results  of  Operation  on  p.  (id. 

PAR  TIAL  INJECTIONS. 

It  is  sometimes  advantageous,  in  order  to  save  the  injecting  material, 
to  make  only  partial  injections  for  the  study  of  certain  limited  portions  of 
the  body  ;  thus,  (he  head  and  neck,  the  trunk,  the  limbs,  or  parts  of  these, 
may  have  their  arteries,  veins,  or  lymphatics  injected,  or  even  all  of  these 
if  thought  necessary. 

Injection  of  the  Head  and  Neele. — If  only  one  side  is  desired  to  be 
injected  it  may  be  done  through  the  lower  part  of  the  common  carotid,  or 
internal  jugular  vein.  The  veins  of  the  head  and  neck  being  almost  en¬ 
tirely  devoid  of  valves,  a  good  injection  of  these  parts  maybe  made  against 
the  ordinary  course  of  the  circulation  which  is  towards  the  heart. 

To  inject  both  sides,  the  sternum  must  be  raised  from  below,  leaving  it 
and  the  first  rib  adherent  to  the  soft  parts  of  the  neck.  The  lungs  must 
be  separated  and  the  aorta  tied  before  it  gives  off  the  innominate  artery, 
and  also  beyond  the  origin  of  the  left  subclavian.  Then  both  subclavians 
should  be  tied  in  the  subclavian  triangles  outside  the  scaleni,  care  being 
taken  not  to  divide  the  transverse  cervical  artery,  otherwise  the  injection 
will  escape  at  the  wound.  It  may  be  necessary  to  secure  the  bronchial 
arteries  if  they  have  been  wounded.  Should  the  vertebral  artery  be  given 
off,  as  occasionally  occurs,  outside  the  scalenus,  it  must  not  be  included  in 
the  ligature  of  the  subclavian,  which  should  be  tied  beyond  it.  It  will  be 
sufficient  to  inject  through  one  carotid,  as  the  free  anastomoses  of  the 
vessels  of  opposite  sides  allow  of  the  injection  of  the  other  side. 

Injection  of  the  Upper  Limb. — The  first  part  of  the  axillary  artery  just 
beyond  the  clavicle  must  be  carefully  opened,  the  cannula  introduced  and 
tied  in,  and  half  a  pound  of  injecting  material  thrown  into  the  arteries. 
If  the  veins  be  injected  at  the  same  time,  or  subsequently,  the  axillary 
vein  should  be  tied  through  the  same  incision,  and  the  superficial  and 
deep)  veins  of  the  limb  will  be  filled  by  injecting  from  two  of  the  small 
veins  of  the  hand,  as  already  indicated. 

To  inject  the  upper  limb  or  any  part  of  it  after  separation  from  the 
trunk,  one  simply  has  to  tie  a  cannula  into  the  end  of  the  divided  main 
artery,  and  to  tie  any  collaterals  through  which  the  injection  might  es¬ 
cape.  When  the  limb  has  been  sufficiently  injected,  the  vessels  are  tied, 
and  coagulation  accelerated  by  placing  in  cold  water. 

Injection  of  the  Lower  Limb. — This  should  be  done  through  the 
external  iliac  artery,  being  careful  in  cutting  down  on  that  vessel  not  to 
wound  the  epigastric  or  circumflex  iliac  branches.  If  the  injection  How 
freely  and  be  thoroughly  successful,  these  branches  and  their  anastomoses 
with  the  internal  mammary  and  lumbar,  &c.,  will  be  distended. 

To  inject  the  veins  of  the  lower  limb  two  can  nuke  should  be  introduced 
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into  the  veins  on  the  dorsum  of  the  foot,  as  already  described,  and  (he 
external  iliac  vein  must  be  either  tied  or  compressed  against  the  ilio- 
pectineal  line.  If  it  be  wished  to  inject  the  veins  of  the  lower  or  upper 
limb  after  separation  from  the  trunk,  it  will  suffice  to  rub  and  press  the 
limb  forcibly  from  below  upwards,  so  as  to  express  the  blood  from  the 
veins. 

To  inject  the  detached  lower  limb  introduce  the  cannula  into  the  main 
vessel,  securing  any  collateral  branches.  The  lower  limb  will  require  a 
pound,  or  perhaps  more,  of  injection  fluid. 

Injection  of  the  Trunk. — The  veins  and  arteries  of  the  contained 
viscera  and  of  the  trunk  walls  can  only  be  thoroughly  injected  by  a  general 
injection.  If  it  be  desired  to  inject  the  trunk  alone,  the  axillary,  femoral, 
carotids  and  vertebrals  must  be  tied. 

Most  of  the  veins  of  the  trunk  may  be  injected  by  the  veins  of  the 
neck,  as  they  are  for  the  most  part  devoid  of  valves.  The  axillary  and 
femoral  veins  should  be  tied  and  the  cannula  introduced  into  one  of  the 
jugulars,  the  internal  being  the  better  one  to  select.  The  opposite 
jugulars  should  be  tied  unless  one  wishes  to  inject  the  head  and  trunk  at 
the  same  time,  this  being  perfectly  easy  to  be  done  if  necessary ;  but  for 
this  simultaneous  injection  of  the  head  and  neck  to  succeed,  a  ligature 
must  be  placed  above  the  point  where  the  cannula  has  been  introduced 
into  the  internal  jugular  so  as  to  prevent  the  reflux  exit  of  the  injecting 
matter  through  the  veins  of  the  opposite  side,  as  the  venous  anastomoses 
are  free  and  often  well  developed  in  old  people. 

Injection  of  the  Veins  of  the  Head ,  Neck,  and  Spine. — It  is  impossible 
to  inject  the  veins  of  the  head  and  neck  without  at  the  same  time 
injecting  those  of  the  spine  in  consequence  of  the  free  anastomoses 
between  them.  The  steps  of  the  operation  are:  1,  opening  of  the  thorax 
and  abdomen  in  the  mid-line;  2,  ligaturing  of  the  two  subclavian  veins 
in  the  subclavian  triangle;  3,  ligaturing  of  the  internal  mammary  veins ; 
4,  ligaturing  of  the  roots  of  the  lungs,  to  prevent  the  injection  passing 
into  the  bronchial  veins;  5,  ligaturing  of  the  inferior  vena  cava  between 
the  heart  and  diaphragm;  6,  ligaturing  of  both  common  iliac  veins ;  and 
7,  introduction  of  a  large  cannula  upwards  into  the  superior  vena  cava  just 
above  its  entrance  into  the  right  auricle. 

The  course  taken  by  the  injection  is  along  the  jugular  to  the  sinuses 
of  the  dura  mater,  to  the  cerebral  veins  and  the  ophthalmic  vein.  It 
cannot  pass  into  the  upper  limbs  but  goes  along  the  superior  intercostal 
veins  and  into  the  rachidian  veins  of  the  upper  part  of  the  spinal  column. 
From  the  superior  vena  cava  the  injection  passes  into  the  azygos  major, 
and  secondly  through  the  lower  intercostals  into  the  inferior  rachidian 
veins,  and  as  all  the  veins  of  the  spine  communicate  largely,  and  are 
devoid  of  valves,  the  injection  will  distend  them.  The  spinal  veins 
communicate  in  the  lumbar  region  with  the  lumbar  veins  which  empty 
into  the  inferior  vena  cava.  The  injection  passes  into  the  inferior  cava, 
which  it  tills,  but  in  consequence  of  the  common  iliac  veins  and  the 
inferior  vena  cava  having  been  previously  tied,  it  cannot  extend  in  these 
directions,  but  the  suprarenal  and  spermatic  veins  are  injected. 

If  i(  be  wished  to  inject  the  right  side  of  the  heart  at  the  same  time, 
the  inferior  vena  cava  should  not  be  tied. 
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FIXE  IXJE CTIOXS. 

These  are  mostly  used  for  histological  purposes  and  may  be  opaque  or 
transparent,  and  are  generally  used  when  both  the  body  and  the  liquid 
are  warm.  Sometimes,  when  one  wishes  to  inject  the  capillaries  of  a 
particular  part  or  viscus,  one  follows  up  the  tine  by  an  ordinary  injection, 
so  as  to  force  the  fine  injection  towards  the  capillaries. 

The  student  will  find  formulae  and  instructions  in  his  books  on  practical 
histology,  so  that  it  is  only  necessary  here  to  say  a  few  words  about  them. 

These  injections  are  ordinarily  used  for  anatomical  purposes  when 
they  are  of  the  consistence  of  cream.  They  do  not  remain  liquid  long, 
and  after  a  short  exposure  to  the  air,  or  immersion  for  a  short  time  in 
alcohol  or  ice,  the  parts  may  be  divided  without  the  injection  escaping  : — 

1.  White  of  egg  diluted  with  half  its  weight  of  water  to  which  a  fine 
colouring  matter  has  been  added. 

2.  Spanish  wax  dissolved  and  coloured,  and  pure  alcohol  saturated 
with  it.  This  should  be  preserved  in  a  well  stoppered  bottle. 

3.  The  finer  oil  colours  used  by  painters,  diluted  in  a  little  essence  of 
turpentine. 

Place  the  injected  parts  for  three  or  four  hours  in  alcohol  to  coagulate 
the  injecting  material. 

If  it  be  desired  to  inject  the  arteries,  veins,  lymphatics  and  ducts  of 
a  viscus,  injections  of  different  colours  should  be  used:  blue  for  the 
arteries;  red  for  the  portal,  hepatic,  or  renal  veins;  white  for  the  hepatic 
duct,  ureter,  or  the  ducts  of  other  glands;  and  yellow  for  the  veins, 
because  if  the  ordinary  blue  be  thrown  into  the  veins,  which  are  much 
more  dilatable  than  arteries,  the  blue  colour  will  mask  the  arterioles, 
which  are  very  slender.  The  lymphatics  may  be  injected  with  alkanna, 
quicksilver,  fused  metals,  or  with  nitrate  of  silver. 

Varnish  and  in K  should  not  be  used,  as  the  former  renders  the 
preparation  sticky,  and  the  latter  transudes  through  the  coats  of  the 
vessels,  unless  these  have  been  previously  injected  with  a  solution  of 
tannin,  or  iron  alum,  or  with  chloral  hydrate. 

Coloured  gelatine  is  largely  used  and  is  very  serviceable,  but  it  has 
some  inconveniences,  as  it  either  breaks,  or  sometimes  becomes  too  tough 
in  drying,  and  if  it  be  too  liquid  at  the  time  of  injection  it  transudes  the 
vessel  walls.  Other  vehicles  are  gum,  paraffine,  isinglass,  glue  (?),  and 
some  of  the  cements,  but  the  majority  of  these  are  only  serviceable  for 
coarse  injections.  These  injections  are  best  done  by  water  pressure  as 
described  at  p.  5G. 


COE  CO, Si  OX  IXJE  CTIOXS. 

The  vessels  or  canals  of  an  organ  or  part  may  be  injected  by  a  material 
which  is  proof  against  certain  liquids,  and  subsequently  the  injected  part 
is  placed  in  these  liquids,  which  destroy  by  corrosion  all  the  parts  except 
the  injected  matter,  which  remains  as  a  cast  of  the  vessels  and  ducts. 
The  brain,  lungs,  liver,  placenta,  spleen,  kidney,  and  salivary  glands  are 
usually  thus  injected.  If  desired,  the  arteries,  veins,  and  canals  of  an 
organ  may  be  injected  by  corrosion  injections  of  different  colours. 
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I  lu'  desiderata  for  a  corrosion  inass  are  that  it  sliould  la*  proof  against 
the  liquid  which  destroys  the  substance  of  the  organ,  it  should  not  he 
fragile,  and  it  should  be  sufficiently  strong  and  coherent  to  last  as  a  durable 
preparation.  It  should  contain  little  wax  and  no  fat. 


1.  Resin  . 

200  parts 

Venetian  turpentine  . 

.  50  „ 

Dissolve  in  a  moderate  heat. 

2.  Boiled  Venetian  turpentine  . 

.  .  240  parts 

Yellow  wax  .... 

00  „ 

Dissolve  in  a  moderate  heat.  The  boiled 

turpentine  is  a 

t  he  resin  mass. 

3.  Resin  ..... 

.  .  00  parts 

White  wax  .... 

.  30  „ 

Venetian  turpentine 

30  „ 

Spermaceti  .... 

•  •  1  5  )> 

Dissolve  in  a  moderate  heat. 

IIYRTL'S  INJECTION  MASS. 

4.  Wax  and  mastic  varnish  in  the  proportion  of  one  of  the  latter  to 
six  of  the  former,  mixed  with  some  colouring  material  such  as  cinnabar, 
cobalt,  chrome  yellow,  Cremnitz  white,  green,  &c. 

4c.  White  Wax'!  Equal  parts  (?)  with  some  colouring 
Turpentine  >  matter  added.  See  Hyrtl's  Cor- 
Copaiba  J  rosionsanatomie. 


110  YE  It'S  CORROSION  MASS. 

5.  A  quantity  of  best  shellac  is  placed  in  a  wide-mouthed  thin- 
bottomed  flask  and  is  just  covered  with  alcohol  of  80  per  cent*  After  24 
hours,  place  the  flask  in  a  warm  water  bath  to  dissolve  the  shellac.  When 
cool,  add  alcohol  until  the  mixture  is  of  the  consistence  of  a  thin  syrup, 
then  strain  it  through  thick  muslin.  Add  to  a  one-third  of  this  mixture 
a  concentrated  and  tillered  alcoholic  solution  of  Berlin  blue,  or  aniline 
blue;  to  another  one-third  add  a  similar  solution  of  cinnabar,  and  to  the 
remaining  one-third  a  similar  solution  of  yellow  sulphate  of  arsenic.  A 
mixture  of  Berlin  blue  and  sulphate  of  arsenic  gives  a  beautiful  green, 
and  a  permanent  yellow  may  be  obtained  by  adding  freshly  precipitated 
sulphate  of  cadmium.  Any  of  the  aniline  dyes  such  as  aniline  red  or 
violet,  mauve,  magenta  or  coralline,  may  be  used  instead  of  the  above. 

0.  Virginia  wax 
<  lanada  balsam 
Cinnabar 

Instead  of  the  cinnabar,  a  £  pari  of  chrome  yellow  may  be  added  to 
another  bottle  of  the  mixture,  so  as  to  have  two  coloured  preparations. 

Hoyer,  to  lessen  the  brittleness  of  this  mass,  adds  a  5  per  cent,  alcoholic 
solution  of  Venetian  turpentine  which  has  been  filtered  through  muslin  or 
paper,  and  to  harden  the  parts  injected  with  this  mass,  he  employs  either 
pure  chromic  acid  solution  or  a  mixture  of  chromic  or  hydrochloric  acids, 


!  part 

I  „ 

1 

T 
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1  part-  of  each  1o  250-500  parts  of  water.  The  parts,  or  sections,  are  then 
treat ('(1  with  concentrated  glycerine. 

11  oyer’s  mass, though  less  brittle  than  llyrll  s,  is  also  too  fragile;  and  I 
would  recommend  the  following  formula  to  make  a  mass,  which  is  much 
more  tenacious : 

White  wax  ....  1  part 

Resin  .  .  .  .  .  5  „ 

A  still  more  supple  mass  may  be  made  thus  : 

Resin  .....  5  parts 

Ox  tallow,  suet,  or  lard  .  .  H  „ 

These  injections  may  be  coloured  by  some  of  the  materials  already 
given,  or  90  parts  of  vermilion,  or  30  parts  of  Prussian  blue  may  be  added 
to  300  parts  of  the  injection  mass.  The  liquified  injection  should  be 
filtered  through  lint  to  rid  it  of  any  impurities. 

To  inject  the  Lungs. — This  may  be  done  in  situ ,  or  after  removal  of 
the  lungs,  trachea,  and  heart;  and  the  arteries,  veins,  and  bronchi  can 
then  be  injected. 

To  inject  the  Liver. —  It  and  the  diaphragm  should  be  removed  to¬ 
gether,  and  the  inferior  vena  cava  above  and  below  the  liver  should  be 
tied.  The  injection  should  be  made  through  the  portal  vein  or  hepatic 
artery,  and  bile  duct  if  required. 

To  inject  the  Kidney. — This  may  be  done  in  situ,  or  if  after  removal 
the  capsular  vessels  and  spermatic  vein  should  be  ligatured.  Before  in¬ 
jecting  it  any  organ  should  be  placed  in  a  warm  bath  of  a  temperature  of 
33°  for  about  two  hours  and  injected  under  water,  and  after  injection  it 
should  be  put  in  the  position  desired,  and  allowed  to  cool.  If  this  be  not 
done  at  this  stage,  the  injection  will  most  likely  break.1 

The  injection  is  more  thorough  if  the  organ  have  been  thoroughly 
hydrotomised  and  subsequently  injected  with  a  preservative  fluid.  The 
injection  of  hydrate  of  chloral  10  in  100  gives  good  results,  as  it  hardens 
the  vascular  walls. 

The  cooled  organ  should  be  placed  in  a  glass  or  porcelain  receptacle 
that  has  a  hole  in  its  bottom,  which  is  closed  by  a  glass  or  porcelain  plug. 
A  solution  of  two-thirds  of  nitric  or  hydrochloric  acid  to  one-third  water 
should  be  poured  into  the  vessel  until  the  viscus  or  part  is  covered.2  In 
from  three  to  four  weeks  the  organic  matter  is  reduced  to  an  offensive 
pulp,  and  if  the  plug  be  removed  from  the  bottom  of  the  vase  this  and 
the  acid  will  run  away.  If  this  maceration  has  not  been  sufficient,  some 
more  acid  should  be  applied  and  left  in  contact  with  the  organ  for  about 
two  weeks;  and  when  the  organic  matter  is  destroyed,  a  small  stream  of 
water  is  allowed  to  flow  over  the  preparation  to  wash  the  surface  of  the 
injection-cast  and  to  cleanse  it  of  any  small  pieces  which  may  be  adherent. 
The  preparation  is  then  allowed  to  dry,  and  subsequently  coated  with 
varnish,  which  is  gently  poured  over  it  to  give  it  a  shining  aspect.  Any 

1  If  the  organ  he  isolated  before  injection,  it,  is  best  to  wash  it  well  out,  both  internally 
and  externally,  then  to  squeeze  out  t  he  water  and  hang  it  up  to  allow  the  water  to  drain 
off.  It  should  then  be  placed  in  be  J'rieur’s  or  some  other  suitable  preservative  tluid  for 
half  an  hour  before  proceeding  with  the  other  steps. 

-  It  is  better  at  first  to  place  the  preparation  in  equal  parts  of  the  acid  and  water,  and 
gradually  strengthen. 
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excess  of  varnish  may  be  carefully  removed  with  a  brush,  and  if  it  lie 
desired  to  deepen  or  alter  the  colouring,  one  or  two  coats  of  oil  paint 
may  be  applied  before  the  varnish  is  put  on. 


MA  ( 'E1C 1  TION  INJECTIONS 


These  are  little  employed.  Molten  metals  or  mixtures,  or  alloys  of 
them,  are  used.  They  have  been  chiefly  employed  to  inject  the  bronchi 
or  lymphatics. 

bismuth  .....  8  parts 

'•'in . 4  „ 

Lead  .  .  .  .  .  4  ,, 


If  a  small  quantity  of  quicksilver  be  added  it  will  bring  this  mixture  to 
a  lower  melting  point. 

Hyrtl  recommends  a  mixture  of : 


Bismuth  . 
Lead 
Tin  . 

Another  preparation  is  : 

Bismuth  . 
I  jead 
Tin 


2  parts 


1 

1 


>1 


1) 


These  molten  metals  are  poured  into  the  vessels  through  funnels,  and 
the  formation  of  air  bladders  carefully  guarded  against.  The  injected 
parts  should  be  exposed  to  the  air  in  open  vessels  and  in  the  direct  sun¬ 
light  for  a  varying  time— one,  two,  or  three  months — until  the  soft  parts 
have  been  destroyed  by  putrefaction.  They  are  then  washed  away  and 
the  metallic  cast  preserved. 


INJECTION  OF  THE  LYMPHATICS. 

These  are  more  easily  injected  in  a  thin  body  and  one  which  is  oedema- 
tons,  but  if  it  be  desired  to  inject  the  cutaneous  lymphatics,  it  is  better  to 
select  a  subject  in  which  putrefaction  has  commenced,  and  in  which  the* 
epidermis  can  be  separated  from  the  dermis. 

Mascagni’s  method  consisted  in  injecting  the  blood-vessels  with  coloured 
gelatine,  which  in  time  partly  exuded  from  them  and  was  taken  up  by  the 
lymphatics,  which  thus  became  coloured.  Fohmann  and  Panizza  injected 
mercury  by  penetrating  the  skin  and  subcutaneous  tissues  with  a  tine 
cannula.  The  more  modern  method  was  introduced,  or  at  any  rate  ex¬ 
tended,  by  Recklinghausen,  and  consists  in  staining  the  tissues  with 
nitrate  of  silver,  and  subsequently  exposing  them  to  the  light  until  they 
are  of  a  brownish  hue.  This  method  is  largely  used  in  histology.  Sappev's 
recent  method  aims  at  colouring  the  contents  rather  than  the  walls  of  the 
lymphatic  vessels.  ITe  has  succeeded  in  producing  a  dark  colour  some¬ 
times  approaching  to  black,  but  he  does  not  state  in  his  magnificent  work 
on  ‘  L’Anntomie,  Physiologic  et  Pathologic  des  Vaissaux  lymphatiques 
what  injection  materials  lie  used.  I  have  tried  a  1,  percent,  solution  of 
nitrate  of  silver  with  good  results. 

The  lymphatics  are  usually  injected  with  mercury,  which  by  its  great 
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divisibility  easily  penetrates  into  the  thinnest  vessels.  1  he  mercury 
must  be  carefully  purified  by  filtering  it  through  chamois  leather. 
The  thoracic  duet  may  be  injected  with  coloured  tallow.  Limited  injec¬ 
tions  of  the  subcutaneous  lymphatics  may  be  made  by  throwing  in  a 
solution  of  alkannet  by  means  of  a  hypodermic  syringe. 

Apparatus. — This  is  composed  of:  1,  a  glass  tube  about  a  yard  long  ; 
2,  a  small  glass  funnel  through  which  the  mercury  is  poured  into  the 
glass  tube ;  3,  a  thick  india-rubber  tube  fitted  to  the  narrow  end  of  the 
funnel;  4,  a  stopcock  tube  which  fits  the  india-rubber  tube;  5,  a  small 
glass  tube  of  which  one  end  tits  the  stopcock  tube  and  the  other  is  drawn 
out  to  a  capillary  point  :  4  and  5  must  be  fitted  to  each  other  by  sur¬ 
rounding  the  large  end  of  the  glass  tube  by  waxed  silk,  and  sufficient 
turns  must  be  made  so  that  the  end  of  the  tube  must  be  a  little  larger  than 
that  of  the  opening  of  the  stopcock  tube.  Sappey  recommends  that  the 
interior  of  the  stopcock  tube  should  have  a  screw  traversing  it,  as  this 
more  firmly  fixes  the  glass  tube.  The  tube  is  introduced  into  the  stop¬ 
cock  apparatus  by  rotation,  and  the  operator  must  make  sure  that  it  is 
firmly  fixed,  and  allows  of  no  escape.  The  apparatus  is  then  vertically 
suspended,  so  that  the  capillary  end  of  the  little  tube  is  below  the  level 
of  the  subject,  and  the  flexibility  of  the  india-rubber  will  permit  the  glass 
tube  to  be  put  in  any  direction.  The  long  glass  tube  is  then  filled  with 
mercury  through  the  funnel,  the  column  of  which  must  vary  in  height, 
and  consequently  in  pressure,  according  to  the  results  one  wishes  to  obtain. 
Great  pressure  is  often  advantageous  and  necessary,  but  sometimes  it 
ruptures  the  vessels. 

To  inject  the  Lymphatic  Vessels  a  lymphatic  trunk  must  be  sought 
where  anatomy  teaches  they  may  be  met  with,  but  the  proceeding  may 
be  facilitated  by  pressing  with  the  finger  or  the  back  of  the  scalpel,  from 
below  upwards,  in  the  course  of  the  lymph  stream.  The  skin  is  to  be 
carefully  divided,  and  with  a  little  patience  lymphatic  trunks  may  be 
found  in  the  subcutaneous  cellular  tissue.  The  capillary  end  of  the  tube 
must  be  introduced  into  one  of  them  (this  is  not  always  easy,  as  the  vessels 
yield  before  the  pressure),  and  the  stopcock  being  turned,  the  mercury 
rapidly  enters  as  far  as  the  first  ganglion.  It  sometimes  happens  that  the 
vessel  is  missed  and  the  tube  is  introduced  into  the  cellular  tissue.  This 
is  generally  easily  recognised,  and  the  mistake  must  be  put  right  before 
proceeding  with  the  injection.  The  tube  being  in  a  lymphatic  trunk, 
should  the  mercury  cease  to  flow,  its  progress  may  be  assisted  by  gentle 
frictions  with  the  handle  of  the  scalpel.  When  the  mercury  has  reached 
a  lymphatic  gland,  it  often  happens  that  it  will  not  flow  through  it.  A 
similar  pressure  with  the  handle  of  the  scalpel  will  often  assist  it  to  run 
through  into  the  efferent  vessels;  but  very  often  this  will  not  succeed,  and 
it  is  then  necessary  to  expose  the  efferent  vessel  or  vessels  and  to  direct  lv 
inject  them. 

The  long  glass  tube  should  be  graduated  so  as  to  enable  the  injector 
to  assure  himself  as  to  how  the  injection  is  succeeding.  This  may  be 
done  with  a  narrow  piece  of  paper  marked  out  in  subdivisions  of  inches. 
The  shape  of  the  upper  surface  of  the  mercury  will  often  indicate  if  the 
injection  be  progressing  or  not.  If  it  be  concave,  the  injection  is  pro¬ 
ceeding;  but  if  it  be  convex,  the  process  has  become  stopped  for  some 
or  other  reason.  Should  the  mercury  pass  too  rapidly  along  the  tube, 
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it  indicates  a  rupture  of  the  vessel  and  an  extravasation  in  the  cellular 
tissue.  The  injection  must  be  stopped  and  the  ruptured  vessel  carefully 
dissected  out  and  tied,  and  the  injection  must  be  recommenced.  Some¬ 
times  it  is  necessary  to  increase  the  pressure,  but  the  amount  of  this 
which  is  necessary  to  a  successful  injection  will  be  best  learned  bv  ex¬ 
perience. 

The  injection  of  the  lymphatic  net-works  is  a  part  of  practical  histo¬ 
logical  si  udy,  and  is  usually  accomplished  by  means  of  the  puncture  method, 
and  the  student  must  refer  to  (he  various  works  on  histological  technics 
for  instruction  on  this  subject. 

The  best  places  in  which  to  inject  the  lymphatics  of  the  skin  have 
been  given  by  Sappey,  and  named  i  places  of  election.'’ 

1.  On  the  skull,  the  situation  where  the  lymphatics  can  behest  in¬ 
jected  is  placed  between  the  lambdoid  and  parietal  sutures.  The  ear  can 
be  well  injected  by  puncturing  the  auricle  either  at  its  outer  or  inner 
surface.  One  puncture  is  sufficient  to  inject  one  surface  of  the  auricle. 

2.  On  the  face  the  median  line  is  the  best  place  for  the  injection  of 
the  lymphatic  capillaries.  The  root  and  the  aim  of  the  nose  and  the  com¬ 
missures  of  the  lips  are  the  spots  in  which  the  punctures  should  be  made. 

3.  In  the  limbs  the  superficial  lymphatics  can  be  injected  by  punctur¬ 
ing  the  fingers  and  toes  on  their  two  lateral  aspects  ;  and  the  palm  of  the 
hand  and  sole  of  the  foot  may  be  injected  by  puncturing  in  various  points 
of  their  surfaces.  To  obtain  the  fullest  possible  injection  it  is  best  to 
make  ten  punctures,  i.e.  to  inject  each  of  the  lateral  surfaces  of  the  five 
fingers  or  foes.  The  palm  of  the  hand  and  the  sole  of  the  foot  are  very 
difficult  to  inject  while  they  are  covered  by  their  epidermis,  as  this  mem¬ 
brane,  being  thicker  in  these  situations,  the  tube  becomes  blocked  and 
prevents  the  flow  of  the  injection.  It  is  necessary  therefore  to  scrape 
away  as  much  as  possible  of  the  epidermis. 


EMBALMING. 

This,  one  of  the  ‘  lost  arts,’  was  well  understood  by  the  ancient 
Egyptians,  but  the  processes  which  they  employed  were,  as  far  as  can  be 
ascertained,  somewhat  complicated.  Modern  nations  have  for  a  long  time 
past  practised  evisceration  in  conjunction  with  the  use  of  various  preserva¬ 
tive  materials.  Within  the  last  twenty  years  several  processes  have  been 
successfully  employed,  such  as  those  of  Segato,  Abbate,  Ac.  ;  but  the 
materials  used  and  the  methods  employed  have  been  kept  strictly  secret. 

As  it  may  be  desirable  to  embalm  bodies  or  foetuses,  or  to  prepare  the 
viscera  for  anatomical  purposes,  a  brief  account  of  the  best  known  methods 
will  here  be  given.1 

A  previous  hydrotomy  will  render  the  subsequent  operations  more 
successful  ;  but  as  (his  is  a  somewhat  inconvenient  and  lengthy  operation, 
it  may  be  dispensed  wit  h.  A  strong  solution  of  chloride  of  zinc  or  carbolic 
acid  is  to  be  injected,  and  as  much  of  it  thrown  in  as  the  vessels  will  hold. 
In  hot  weather,  and  if  the  body  be  huge,  or  if  the  cause  of  death  be  from 
any  blood  poisoning,  a  larger  quantity  and  a  greater  strength  will  be  re¬ 
quired  to  obviate  the  tendency  to  rapid  putrefaction.  In  young,  thin 

1  A  good  account  of  embalming,  ns  far  as  known  at  its  date  of  publication,  will  be  found 
in  •).  Magnus's  Lux  Kiubahamircn  <1.  Lrichen  in  niter  a.  in  ner  /t  it,  183‘J. 
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subjects  and  in  cool  weather  the  zinc  chloride  may  lie  diluted  to  the  ] >ro- 
portion  of  two-thirds  zinc  to  one  of  distilled  water.  The  injection  should 
be  commenced  by  throwing  in  a  weaker  solution  so  as  to  prevent  the  nar¬ 
rowing  of  the  vessels  which  would  interfere  with  the  injection  passing  into 
the  smaller  vessels.  This  should  be  followed  by  a  stronger  solution.  A 
mixture  of  alcohol  of  about  90°,  and  one-fifth  its  weight  of  carbolic  acid,  is 
also  a  good  preservative  mixture,  but  the  quantity  required  equals  one- 
half  the  body  weight,  and  consequently,  alcohol  being  dear,  this  would  be 
an  expensive  material  to  use.  The  limbs  should  lie  freely  Hexed  and 
extended,  so  that  the  fluid  may  flow  easily  into  their  vessels.  A  successful 
injection  may  be  recognised  by  the  distention  of  the  superficial  veins  of 
the  chest  and  arms,  and  by  the  escape  of  a  darkish  fluid  from  the  nostrils 
and  perhaps  from  the  mouth.  This  is  due  to  oozing  of  the  fluid  through 
the  vessels  of  the  mucous  membrane. 

The  steps  of  the  operation  and  the  instruments  required  are  the  same 
as  those  already  described. 

Results  of  the  Operation. — As  the  vessels  are  filled  the  abdomen  will 
gradually  swell,  the  chest  will  become  more  full,  the  eyelids  and  face 
will  become  puffy,  and  the  superficial  veins  will  be  full  and  dark  from  the 
blood  in  them.  After  a  few  hours  the  skin  becomes  very  pale  and  parch¬ 
ment-like,  and  this  is  a  certain  evidence  of  the  success  of  the  operation. 
The  puffed  aspect  of  the  face  and  the  other  signs  just  mentioned  will  have 
disappeared  in  a  few  days,  but  after  several  weeks  the  tip  of  the  nose,  ears, 
and  ends  of  the  fingers  begin  to  dry,  shrivel  up,  and  become  brownish. 
This  is  probably  due  to  the  small  size  of  the  vessels  of  these  regions,  and 
the  injection  consequently  not  having  thoroughly  penetrated  them.  The 
student  will  note  that  no  evisceration  is  required  in  this  method,  the  body 
being  injected  by  the  carotids  or  femoral. 

Brunetti’s  method  for  preserving  viscera  or  pathological  specimens 
consists  of  the  following:  1,  the  washing  of  the  preparation;  2,  the 
removal  of  all  fatty  matters;  3,  the  tanning;  and  4,  the  desiccation. 

Step  1  consists  in  an  hydrotomy  of  the  blood-vessels  and  excretory 
canals,  and  a  subsequent  removal  of  the  water  by  a  stream  of  alcohol. 

Step  2  consists  in  following  up  the  alcohol  injection  with  an  injection 
of  ether  for  some  hours.  The  ether  penetrates  the  interstices  of  the 
tissues  and  dissolves  the  fat.  At  tins  stage  the  preparation  may  be  pre¬ 
served  for  any  length  of  time,  but  before  proceeding  to  the  final  steps  it 
should  be  plunged  in  ether. 

Step  3  consists  in  the  injection  of  tannin  dissolved  in  boiling  water, 
after  the  blood-vessels  have  been  washed  with  ather,  and  after  the  aether  has 
been  removed  by  the  injection  of  distilled  water. 

Brunetti  accomplishes  Step  4  by  placing  the  preparation  in  a  vase  of 
suitable  size,  which  is  filled  with  boiling  water,  so  that  warm,  dry  air  may 
penetrate  the  preparation.  He  uses  a  reservoir  in  which  air  is  compressed 
to  about  two  atmospheres,  and  which  communicates  by  a  stopcock  and 
tubes  with  a  vase  containing  chloride  of  calcium,  and  with  another  which 
is  heated.  It  is  then  put  in  connection  with  the  vessels  and  ducts  of  the 
preparation,  so  that  a  gaseous  current  permeates  the  preparation,  and  in  a 
little  time  expels  all  the  fluids.  The  operation  is  now  complete,  and  the 
part  or  organ  remains  light,  supple,  retaining  its  size  and  relations,  and 
solid  elements,  there  being  no  longer  any  fluid  in  it.  Jl  will  last  inde- 
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finitely,  and  may  hr  handled  without  fear.  The  surest  and  easiest  method  to 
get  rid  of  the  epidermis  is  hy  maceration  ;  the  injection  will  then  become 
quite  easy.  The  ‘seat  of  election’  is  in  (he  centre  of  the  palm  and  of  the 
sole. 

A  previous  hydrotomy  for  some  hours  will  produce  a  slight  oedema  and 
distend  the  lymphatic  vessels,  which  will  then  he  more  easily  recognised  ; 
and  if  the  subject  be  placed  for  some  hours  in  water,  the  lymphatics  will 
also  become  well  distended  by  imbibition. 

ANATOMICAL  LABORATORY,  OR  DISSECTING  ROOM  ANI)  ITS 

APPLIANCES. 

The  dissecting  room  should  be  large  and  airy,  and  situated  in  a  part 
in  which  free  ventilation  is  permitted,  and  should  of  course  be  so  looked 
after  as  to  prevent  creating  a  nuisance  in  the  neighbourhood.  It  should 
be  lofty  and  lighted  from  the  top,  but  side  lights  are  also  serviceable  in 
some  dissections.  Its  floor  and  walls  should  consist  of  some  impermeable 
material  which  can  be  easily  cleaned,  and  which  is  not  very  absorbent.  If 
the  walls  be  of  slate,  diagrams  or  drawings  may  be  made  upon  them  for 
demonstration  purposes.  The  floor  should  be  strewed  with  pine  sawdust, 
which  gives  off  a  pleasant  odour,  and  which  to  some  extent  acts  as  a  dis¬ 
infectant  ;  it  also  will  help  to  keep  the  students'  feet  warm  by  preventing 
immediate  contact  with  the  cold  floor. 

The  dissecting  tables  should  he  about  six  feet  long,  of  a  convenient 
height,  steady,  and  not  too  broad,  i.e.  about  30  inches  in  breadth.  The 
stools  should  be  of  different  heights,  to  suit  different  dissectors.  Boards, 
blocks,  and  ropes  are  necessary  appliances  in  the  dissecting-room.  It  is 
better  that  all  the  wooden  materials  should  be  varnished,  so  as  to  prevent 
absorption  of  the  decomposing  juices  of  the  subject,  and  the  tables  should 
be  covered  with  a  layer  of  sheet  zinc.  The  walls  of  the  dissecting  room 
should  be  hung  with  good  illustrations  of  dissections,  and  there  should 
be  two  or  three  articulated  skeletons  suspended  in  different  parts  of  the 
dissecting  laboratory  for  purposes  of  reference,  and  the  student  should 
bring  with  him  the  bones  of  the  part  he  is  dissecting.  A  well  furnished 
dissecting  laboratory  should  be  provided  with  dissected  preparations  placed 
in  a  convenient  position  for  study  around  the  room. 

The  Anatomical  Museum  should  be  provided  with  good  dissections, 
sections,  and  models,  to  which  the  student  can  refer  and  examine  for  him¬ 
self,  and  in  the  library  of  (he  college  the  various  English  and  foreign 
standard  anatomical  works  should  be  at  the  service  of  the  worker.  ( >rm shy’s 
cranium  holder  (see  tig.  18),  which  facilitates  the  removing  of  the  cal¬ 
varium,  should  also  be  at  the  service  of  the  student  in  the  dissecting 
room . 

Private  Laboratory. — An  extra  unfurnished  room  can  readily  be 
obtained  nowadays  at  a  small  sum,  and  if  two  students  be  living  together, 
the  cost  of  this  and  the  requisite  furniture  will  be  very  small.  Foetuses, 
parts  of  limbs  removed  by  amputation,  nnd  some  of  the  viscera,  such  as 
the  brain,  larynx,  tongue,  Ac.,  and  the  smaller  animals,  may,  I  believe, 
without  offending  the  law,  he  dissected  in  a  private  laboratory,  (’ommon 
sense  and  decency  will  tell  the  student  (hat  these  parts  must  be  carefully 
preserved  in  spirit  so  as  to  prevent  their  decomposition,  and  they  must  be 
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excluded  from  prying  eyes,  and  when  done  with  they  should  be  returned 
to  the  dissecting-room  porter  for  disposal.  A  firm  deal  table  painted  black 
and  varnished  and  fitted  with  drawers  will  answer  all  anatomical  and  histo¬ 
logical  purposes,  and  if  the  student  be  provided  with  a  good  dissecting 
case,  an  ordinary  dissecting  microscope,  a  syringe,  and  a  simple  apparatus 
for  dissecting  under  water,  he  will  be  prepared  to  follow  all  the  instructions 
of  his  books,  and,  in  a  more  advanced  stage,  to  add  to  the  sum  of  ana¬ 
tomical  knowledge. 

Instruments. — A  good  dissecting  case  should  be  provided  with  three 
scalpels  of  different  size,  shape,  and  strength  ;  with  two  smaller  knives, 
one  for  finer  dissections,  and  one  having  somewhat  the  shape  of  a  cataract 
knife,  for  the  dissection  of  the  eye  (these  will  be  serviceable  in  histology); 
a  brain  knife,  dissecting  hooks,  blowpipe,  two  or  three  pairs  of  forceps, 
grooved  director,  aneurism  needles,  one  or  two  files,  two  pairs  of  scissors, 
a  chisel,  a  saw,’  and  a  hammer  with  a  hook  on  the  end  of  the  handle. 
These  latter  should  be  fitted  into  one  handle.  The  dissecting  case  should 
be  provided  with  needles,  string,  and  a  small  bottle  containing  carbolic  oil, 
also  with  a  hone  and  a  hand  lens.  Messrs.  Mayer  &  Meltzer,  of  Great  Port¬ 
land  Street,  have  made  for  me  an  excellent  dissecting  and  post-mortem 
case  combined,  at  a  reasonable  price,  in  which  all  necessary  instruments 
are  provided  in  a  portable  form.  The  chisels,  saw,  Ac.,  are  fixed  into  the 
handle  by  an  excellent  recent  patent  of  Mr.  Mayer,  and  can  be  easily 
fixed  on  and  removed.  The  accompanying  figures  will  sufficiently  explain 
the  shape,  Ac.,  of  these  instruments,  and  an  hour  under  the  guidance  of 
the  demonstrator  will  be  much  more  serviceable  in  teaching  the  student 
their  uses  than  any  written  description.  The  large  pair  of  scissors  is  pro¬ 
vided  with  a  movable  cover  for  dividing  the  intestines. 

Before  proceeding  to  the  consideration  of  the  dissection  of  the  various 
parts  it  will  be  well  to  give  the  order  of  dissection,  which  it  is  best  to 
follow,  and  a  few  general  rules  which  will  be  useful  to  the  student. 

Order  of  Dissection. — The  perineeum  is  first  dissected,  and  the  early 
half  of  the  day  is  usually  allowed  for  this.  The  body  is  then  placed  on  its 
back,  and  the  other  dissectors  can  continue  with  their  parts,  i.e.  with  the 
front  of  the  arms  and  legs,  and  head  and  neck.  In  from  two  to  three  days 
the  body  should  be  turned  on  its  face,  the  muscles  of  the  back,  Ac., 
dissected,  and  also  the  spinal  cord,  because  if  this  is  left,  as  is  usually 
done,  to  the  later  stage,  the  cord  will  lpive  decomposed  into  a  soft  pulp, 
and  the  student  will  have  difficulty  jn  making  a  satisfactory  dissection. 

When  the  body  is  on  its  face,  the  back  of  the  neck,  of  the  shoulder 
and  arm,  the  buttock,  popliteal  space,  and  back  of  the  thigh  should  be 
dissected  by  the  owners  of  these  parts;  the  further  steps  will  be  given  with 
the  various  regions. 

Tlie  brain  should  be  removed  not  later  than  the  second  day,  and  should 
be  at  once  placed  in  methylated  spirit.  The  skull  will  need  to  be  fixed, 
and  the  best  mode  of  doing  this  is  by  applying  Ormsby’s  cranium  holder 
and  fixing  it  firmly  by  means  of  the  screws. 

Some  dissectors  and  pathologists  are  fearful  of  soiling  or  poisoning 

1  Two  keyhole  saws,  one  straight  and  t lie  other  at  an  angle,  are  very  useful  in  the  dis¬ 
section  of  the  cranium.  They  can  be  adapted  to  the  single  handle  contained  in  the  box. 
A  gouge  is  also  of  service,  and  an  ordinary  house-paint  er’s  brush  of  medium  size  is  of  use  to 
smear  the  parts  with  glycerine  to  keep  them  supple. 
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<lujir  hands,  and  list'  india-rubber  gloves,  which  are  made  for  the  purpose 
of  protecting  (lit'  hands;  but  these  are  unnecessary  if  the  body  have  been 
properly  injected  with  a  preservative  material,  and  il  precaution  be  taken 
to  protect  any  hangnails  or  cuts  with  collodion  or  with  good  adhesive 
plaster  and  a  coating  of  carbolised  oil;  but  should  the  student  wound 
himself,  he  should  squeeze  the  injured  part  so  as  to  encourage  bleeding, 
then  suck  it  well,  so  as  to  extract  more  blood,  and  with  it  the  infecting 


material,  and  then  either  cauterise  with  nitrate  of  silver,  or  protect  it 
with  collodion  or  with  styptic  colloid.  There  is  more  risk  in  dissecting 
subjects  dead  from  blood-poisoning,  as  erysipelas,  pyaemia  or  puerperal 
fever,  than  in  recent  subjects. 

The  student  should  study  cleanliness,  i.e.  he  should  keep  his  part 
clean,  his  instruments  in  order,  and  his  hands  well  washed  and  disinfected 
after  dissection.  Waterproof  sleeves  and  apron  are  very  useful  to  prevent 
soiling  of  the  clothes. 


METHODS  OF  DISSECTING ,  ETC. 

The  S Tin. — The  various  cutaneous  incisions  will  be  given  and  repre¬ 
sented  with  the  various  parts  to  be  dissected.  To  reflect  the  skin,  one  of 
the  angles  of  the  incisions  should  be  seized  with  (he  forceps  held  in  the 
left  hand,  and  traction  should  be  made  on  it  while  the  scalpel  separates  it 
from  the  subcutaneous  tissue.  The  skin  may  be  raised  by  three  methods  : 

1,  dissection,  in  which  it  is  carefully  cut  from  the  subcutaneous  parts; 

2,  by  scraping;  and  3,  by  transfixion.  The  latter  method  is  rarely  used  in 
dissection.  The  subcutaneous  tissues  may  be  dissected  separately  in  a 
similar  manner,  or  may  be  raised  with  the  skin  by  cutting  down  at  once 
upon  the  deep  fascia;  but  it  is  better  to  remove  the  skin  first,  as  the 
cutaneous  vessels  and  nerves  have  to  he  dissected  out  of  the  subcutaneous 
cellular  tissue.  If  a  large  flap  of  skin  is  to  be  reflected,  it  is  better  to  take 
hold  of  it  with  the  hand,  as  a  greater  and  more  uniform  traction-force  is 
thus  obtained.  In  certain  parts  of  the  body  the  skin  is  more  difficult  to 
remove,  as,  for  instance,  at  the  back  o{  the  neck,  where  the  trapezium  is 
closely  united  to  the  under  surface  of  if  ;  and  in  the  scalp,  where  the  skin 
is  firmly  adherent  to  the  epicranial  aponeurosis.  Further  instruct  ions  will 
be  given  with  the  dissection  of  t  he  various  regions. 
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I  In;  following  five  figures  show  the  various  modes  of  holding  the  knife 
forceps,  and  scissors. 

J he  Muscles  and  haadiv. — After  the  skin  and  subcutaneous  tissues 
have  been  removed,  a  whitish  layer  of  fibrous  tissue  is  exposed.  This  is 


Fig.  in.  Fiu.  o(>. 

I  he  deep  aponeurosis  or  fascia.  Generally  these  aponeuroses  can  be  easily 
removed  from  the  muscles  which  they  envelope,  but  sometimes  the 
muscles  arise  from  their  deep  surface,  and,  at  others,  muscles  are  inserted 
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Fig.  22. 


into  them.  When  muscles  are  attached  to  them  these  portions  of  the 
aponeurosis  may  he  left,  and  they  should  he  removed  by  incisions  having  a 
direction  in  the  course  of  the  fibres  of  the  subjacent  muscles.1 


z 


The  muscles  should  be  put  upon  the  stretch  and  cleaned  in  the  direction 
of  their  fibres ;  and  if  it  be  desired  to  make  a  museum  preparation,  the 

1  The  study  of  the  fascia;  and  aponeuroses  is  much  neglected  in  most  schools,  and  having 
in  regard  their  great  surgical  importance,  this  is  much  to  be  regretted.  The  superficial 
vessels,  nerves,  and  lymphatics  will  be  found  between  the  layers  of  the  subcutaneous  fascia 
or  cellular  tissue,  and  should  be  carefully  dissected. 
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muscular  fibres  should  uot  be  seized  with  the  forceps,  as  there  are  usually 
some  fibres  of  cellular  tissue  around  it  which  may  be  caught  hold  ol  and 
the  muscle  thus  rendered  tense. 

To  dissect  the  deeper  muscles  the  superficial  ones  should  be  removed 
or  displaced.  They  can  be  displaced  by  relaxing  the  muscles  and  by  fixing 
them  out  of  the  way  with  the  dissection  hooks;  and  they  may  be  removed 
in  three  different  ways: — 

1.  By  dividing  them  at  their  middle,  so  that  on  replacing  the  divided 
parts  their  relations  can  be  studied. 

2.  By  dividing  them  near  one  of  their  attachments,  so  as  to  preserve 
their  form  and  relations. 

fi.  By  removing  with  a  fine  saw  that  portion  of  the  bone  to  which  the 
muscle  is  attached.  By  this  method  the  superficial  and  deep  muscles  can 
be  replaced,  and  if  desired  be  fixed  with  tin  tacks,  small  screws,  or  glue, 
and  the  parts  will  assume  their  previous  relations. 

These  different  methods  are  each  applicable  in  certain  regions  ;  and  in 
the  various  sections  of  this  work  the  best  steps  for  reflecting  the  muscles 
will  be  given. 

When  the  superficial  muscles  have  been  reflected  their  deep  surfaces 
must  be  studied,  and  all  vessels  and  nerves  entering  them  should  if  possible 
be  preserved. 

In  studying  the  muscles  the  student  should  become  familiar  with  their 
attachments,  actions,  relations,  vascular  and  nerve  supply  ;  and  in  dissecting 
the  fasciae  he  should  make  out  their  attachments,  the  parts  which  they 
enclose  and  separate,  and  also  the  fasciae  with  which  they  are  continuous. 

Dissection  of  Blood-Vessels . — As  with  the  muscles,  one  should  avoid 
catching  hold  of  their  coats  with  the  forceps,  as  this  will  either  tear  them, 
or  by  breaking  the  contained  injection  spoil  the  look  of  the  dissection. 
The  back  of  the  scalpel  should  be  applied  to  the  vessel,  and  the  connective 
tissue  should  be  seized  by  the  forceps  and  carefully  removed. 

In  his  second  year  the  student  should  dissect  uninjected  bodies,  to 
render  himself  familiar  with  the  normal  size  of  the  vessels  as  found  in 
operating,  and  also  to  prepare  him  for  the  aspect  and  relations  of  the  un¬ 
injected  preparation  on  which  he  will  be  examined  for  his  diploma.1 

The  lymphatics  may  be  exposed  either  by  carefully  removing  the  skin 
and  a  part  of  the  subcutaneous  cellular  fatty  tissue,  and  leaving  the  lym¬ 
phatics  applied  to  the  dee})  fascia;  or  one  may  remove  the  skin  and  sub¬ 
cutaneous  tissue  from  the  aponeurosis  and  reflect  it,  leaving  the  lymphatics 
adherent  to  the  dee})  surface  of  the  skin. 

This  latter  method  is  best,  to  see  the  cutaneous  networks.  If  the  lym¬ 
phatic  vessels  have  been  injected  with  mercury  and  the  preparation  dried, 
there  is  little  need  to  cleanse  the  connective  tissue  from  them,  as  this  has 
become  transparent  by  desiccation,  and  the  mercury  can  be  seen  through 
it.  The  vessels  must  not  be  wounded,  as  the  mercury  will  escape  through 
the  puncture;  and  the  dissection  should  be  made  from  the  radicles  towards 
the  larger  trunks,  and  in  a  direction  parallel  with  them. 

After  the  preparation  has  been  injected  and  dried,  it  should  be  pre¬ 
served  in  a  vertical  position. 

In  studying  the  blood-vessels,  the  student  must  learn  their  origin, 
course,  branches,  anastomoses  and  relations. 

1  At  the  College  of  Surgeons  students  are  nowadays  examined  on  the  injected  subject. 
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Dissect  ions  of  Nerves.-  -The  rules  given  for  the  arteries  are  good  for 
the  nerves.  In  foetuses  the  nerves  are  easily  dissected,  and  good  pre¬ 
parations  of  the  nerve  plexuses  can  be  made  on  them.  The  points  to 
make  out  in  nerve  dissection  are,  their  origin,  the  formation  of  the  plexuses, 
the  course,  relations,  anastomoses,  and  distribution  of  them. 

The  following  method,  devised  by  A.  Paulin,  and  named  by  him 
‘chemical  dissection,’  is  valuable  in  the  macroscopic  and  microscopic 
anatomy  of  the  brain  and  cord. 

The  brum  and  spinal  cord  are  to  be  macerated  in  50  parts  of  water  to 
1  of  potass  bichromate  and  2  of  sulphate  of  copper.  In  eight  or  ten  days 
they  become  of  a  yellowish  green  ;  they  are  then  put  for  two  or  three  days 
in  a  100  per  cent,  solution  of  sulphuric,  or  better,  of  hydrochloric  acid. 
In  two  or  three  days  the  greenish  colour  disappears  ;  but  hydrochloric  acid 
often  causes  the  parts  to  assume  a  soapy  consistence.  This  disappears 
after  about  twelve  hours’  maceration  in  a  1  per  cent,  solution  of  chloral. 
If  now  there  be  difficulty  in  separating  the  parts  they  should  be  put  for 
some  hours  in  equal  parts  of  glycerine  and  water,  and  then  in  pure  water 
until  the  next  day. 

It  will  then  be  found  that  the  pia  mater  can  easily  be  separated  ;  that 
the  white  substance  can  be  divided  in  its  entire  length  into  cords  or 
strands ;  that  the  white  and  grey  substances  can  be  separated  without 
destroying  the  commissures;  that  the  posterior  cornua  maybe  isolated; 
and  that  the  central  canal  can  be  divided  in  its  whole  length.1 

VISCERA. 

The  hollow  viscera ,  such  as  the  stomach,  intestine,  and  bladder,  may 
be  distended  with  air  or  with  warm  tallow.  This  will  render  the  dissection 
of  the  muscular  fibres  more  easy.  To  examine  the  interior  of  these  organs 
the  injected  matter  must  be  removed,  the  mucous  surface  washed,  and  the 
aspect  of  the  interior  of  the  organ  regarded  through  the  magnifying  lens. 
Permanent  preparations  of  the  stomach,  intestines,  bladder,  Ac.,  may  be 
made  by  distending  them  with  air  and  hanging  them  up  to  dry.  When 
dry  they  should  be  varnished,  and,  if  necessary,  windows  may  be  cut  out 
of  them  to  show  the  structure  of  the  interior.  The  junction  of  the  ilium 
and  caecum,  and  of  the  gall  bladder  and  duct,  Ac.,  make  instructive  pre- 
parat  ions. 

Joints. — Before  cutt  ing  into  the  ligaments  the  actions  of  the  joints 
should  be  studied  so  as  to  observe  what  ligaments  are  rendered  tense,  and 
what  relaxed,  in  the  various  motions  of  which  the  joint  is  capable.  The 
connective  tissue  should  be  carefully  removed  from  around  the  joint,  and 
its  interior  may  be  injected  with  air,  water,  or  warm  tallow,  so  as  to  make 
out  any  hernial  pouches  of  the  synovial  membrane ;  and  when  the  joint 
is  laid  open  the  injection  material  should  Ik*  washed  away,  in  order  to  study 
the  joint  surfaces. 

Hanes. — After  removing  the  periosteum  in  parts,  to  notice  its  varying 
thickness,  the  bones  should  be  sawn  in  situ,  or  separately,  longitudinally 
and  transversely,  so  as  to  make  out  t  heir  st  met  lire.  A  prolonged  macerat  ion 
followed  by  subsequent  drying  will  enable  the  student  to  follow  the 

1  The  modern  methods  of  preparing  and  preserving  the  brain  and  spinal  cord  will  be 
given  with  the  chapters  in  which  their  dissection  and  anatomy  are  described. 
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accounts  of  the  architectural  structure  of  the  cancellous  tissue,  as  then, 
the  animal  matters  being  removed,  the  contours  of  the  earthy  parts  of  the 
hone  which  are  left  will  be  much  plainer.  Where  it  is  necessary  to  follow 
nerves  or  vessels  through  the  hones,  the  latter,  after  being  placed  for  two 
or  three  days  in  spirit,  should  be  put  into  nitric  or  hydrochloric  acid, 
diluted  with  about  one-third  of  water,  so  as  to  soften  the  bony  tissue 
and  enable  the  nerves,  &c.,  to  be  traced  through  the  bone. 

The  student  should  practise  holding  the  scalpel,  and  dissecting  with 
the  left  hand  ;  he  will  thus  acquire  ambidexterity,  which  may  prove  service¬ 
able  to  him  as  an  operator;  and  when  he  has  done  dissecting  for  the  day, 
he  should  cover  his  part,  bringing  the  skin  together  over  it,  and  wrapping  it. 
in  a  bandage  which  has  been  dipped  in  saturated  salt  solution  or  in  carbolic 
acid  lotion. 

Parts  which  are  intended  to  be  preserved  should  he  dissected  under 
spirit  and  water,  as  the  connective  tissues  are  floated  up  and  can  be  more 
readily  seen  and  removed.  Small  parts  or  organs  may  need  the  use 
of  the  dissecting  microscope,  the  directions  for  the  use  of  which  will 
be  found  in  Carpenter’s  work  on  the  Microscope,  in  Beale’s  work  on  the 
same  subject,  or  in  Frey’s  4  Microscopic  Technology.’ 


METHODS  TO  PRESERVE  ANATOMICAL  DISSECTIONS,  ETC. 

There  is  no  work  to  which  one  can  refer  for  instructions  in  these 
matters.  There  are  a  few  articles  on  isolated  parts  of  the  subject  which 
are  excellent  so  far  as  they  go ;  and  to  these  and  personal  experience  I  am 
indebted  for  the  following  incomplete  description. 

It  is  presumed  that  the  subject  has  been  hydrotomised,  that  the  venous 
and  arterial  systems,  &c.,  have  been  injected  either  generally  or  partially, 
and  that  after  injection  the  subject  has  been  naturally  or  artificially  cooled 
and  exposed  to  the  air,  so  as  to  become  desiccated. 

Preparation.  -The  parts  having  been  dissected,  and  the  organs 
sufficiently  isolated,  if  thought  requisite,  the  deep  fascia  should  have  a 
longitudinal  cut  made  in  it  on  the  surface  which  will  not  be  exposed  when 
the  dissection  is  mounted  or  imbedded,  and  it  should  be  exposed  to  a 
current  of  cool  air  till  it  is  sufficiently  dry  to  be  painted,  varnished,  and 
mounted,  if  necessary. 

Preparation  of  Bones. — If  it  be  desired  to  prepare  single  bones,  or  the 
bones  and  joints  of  a  limb,  or  part  of  the  entire  skeleton,  the  proceeding 
must  differ  in  some  points.  All  the  soft  parts,  including  the  periosteum, 
must  be  removed  from  the  bones,  which  must  be  brushed  or  gently  scraped 
clean.1  This  process  will  be  considerably  facilitated  by  previous  maceration 
in  running  water.  The  fatty  parts  in  (he  interior  of  bones  should  be  re¬ 
moved  before  the  preparation  is  exposed  to  the  drying  method,  which,  by 
the  way,  can  be  accelerated  in  a  hotair  chamber. 

To  remove  the  medulla,  &c.,  contained  in  the  cancellous  tissue  and 
medullary  canal,  several  holes  should  be  pierced  by  means  of  a  drill,  and 
these  should  communicate  with  the  medullary  canal  or  with  the  spongy 
substance  at  the  end  of  long  bones.  At  the  lower  end  of  the  femur  five 
or  six  holes  will  be  necessary,  and  it  is  better  to  make  them  at  a  part  which 

1  Maceration  in  running  water  is  one  of  the  best  modes  of  getting  rid  of  the  soft  cover¬ 
ings  of  bones. 
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will  be  hidden  when  the  preparation  is  finally  put  up.  The  holes  being 
made,  a  metal  cannula  is  fitted  into  one  of  them,  and  water  is  forced 
through  by  a  strong  pressure.  This  stream  washes  out  the  medullary 
tissue,  and  should  be  continued  and  repeated  for  several  days,  according  to 
t  he  size  of  the  bone. 

If,  as  in  the  vertebrae,  and  carpal  and  tarsal  bones,  there  be  no  medullary 
canal,  the  bones  should  be  pierced  from  above  downwards,  so  as  to  form  an 
artificial  canal,  and  may  then  be  washed  out.  Afterwards,  the  hole  maybe 
closed  with  putty  or  plaster  of  Paris.  The  tarsal  bones  may  be  pierced 
from  behind  forwards  by  making  two  canals  with  the  drill  ;  one  through 
the  os  calcis  and  cuboid,  another  through  the  astragalus,  scaphoid  and  first 
cuneiform.  Three  transverse  canals  should  be  drilled ;  one  through  the 
cuboid  and  three  cuneiforms,  another  through  the  bases  of  the  metatarsals, 
and  the  third  through  their  exterior  extremities* 

The  size  of  these  artificial  canals  must  vary  with  the  size  of  the  bones 
operated  on;  and  when  the  bone  is  dried,  these  artificial  orifices  maybe 
closed  with  plaster  of  Paris,  putty,  dr  gum  and  chalk. 

Another  way  of  removing  the  fatty  matter  of  bones  is  by  boiling  or  by 
macerating  them  for  several  days  in  a  solution  of  sublimate  of  mercury  in 
spirit  and  water ;  but  this  maceration  may  be  obviated  if  one  paint  the 
bone,  after  it  is  desiccated,  with  several  layers  of  the  alcoholic  solution  of 
mercury.  In  cold  weather  the  maceration  must  be  conducted  in  a  warm 
room,  else  the  cold  will  arrest  the  putrefactive  process,  which  will  lie  too 
slow,  and  advpocire.  will  be  formed.  If  the  bones  come  from  a  subject  that 
has  been  injected  with  zinc  chloride,  they  cannot  be  successfully  macerated, 
as  the  zinc  exerts  a  sort  of  tanning  influence  on  the  tissues.  Such  bones 
can  only  be  cleaned  by  boiling  or  by  long  burial. 

Finally,  bones  may  be  cleansed  and  all  grease  removed  subsequent  to 
maceration  by  exposure  to  the  sun,  by  frequent  washing  in  soda  or  chlorine 
water,  or  by  immersion  for  a  few  days  in  sulphuric  aether,  which  will  dissolve 
out  all  the  grease.  They  should  then  be  washed  and  hung  up  to  dry  in 
the  sun  for  a  few  days  in  the  summer,  but  in  cold  weather  they  should 
be  exposed  to  the  action  of  hot  dry  air. 

If  the  bones  be  buried  for  some  time,  and  especially  if  they  be  placed 
in  an  ant  heap,  the  soft  and  oily  parts  will  be  removed,  and  they  will  be, 
to  some  extent,  bleached;  but  this  will  depend  upon  the  nature  of  the 
soil  in  which  they  have  been  placed,  and  upon  the  amount  of  the  sun’s 
rays  to  which  they  have  been  exposed.  Aqueous  solutions  of  soda  or  of 
chloride  of  lime  are  good  artificial  bleachers  and  cleansers. 

To  articulate  Hones. — Holes  having  been  drilled,  as  already  indicated, 
or  in  any  required  direction,  the  bones  are  to  be  connected  by  catgut  or 
pieces  of  strong  waxed  twine  and  knots,  placed  at  intervals  to  prevent  the 
bones  becoming  displaced.  The  femur  may  be  articulated  to  the  aceta¬ 
bulum  by  a  screw  and  clamp,  or  by  a  strong  piece  of  india  rubber  around 
the  margin  of  the  acetabulum  and  head  and  neck  of  the  femur.  The 
humerus  maybe  joined  to  the  glenoid  cavity  of  the  scapula  by  a  thick 
india-rubber  band,  or  by  lotting  in  a  screw  or  thin  piece  of  metal  between 
the  two;  but  these  latter  modes  interfere  with  some  of  the  movements  of 
which  the  joint  is  capable.  The  examination  of  some  well  articulated 
skeletons  will  teach  the  student  more  than  any  written  description.  The 
lower  jaw  is  usually  attached  to  the  temporal  bone  by  a  spiral  spring.  In 
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connecting  movable  bones,  the  method  employed  should  always  have  regard 
to  their  natural  motions. 

Desiccation. — The  bones  having  been  prepared  as  indicated,  the 
dissected  piece  should  be  dried.  This  is  effected  by  placing  the  part  on 
wooden  frames  and  carefully  separating  the  various  structures  from  each 
other  by  means  of  tine  threads,  or  horse  hair,  pieces  of  cork,  wood,  or  glass, 
and  exposing  them  in  a  room  with  the  windows  open,  so  that  the  air  may 
circulate  freely  between  its  various  parts.  If  the  weather  be  moderately 
warm,  desiccation  will  be  complete  in  three  weeks  or  a  month.  The 
process  may  be  hurried  by  having  a  tire  in  the  room,  but  the  preparation 
should  never  be  exposed  to  the  heat  of  the  sun,  because  the  fat  will  ooze 
out  and  soil  the  preparation. 

Examination  of  the  Preparation. — W hen  the  preparation  is  dry  it 
should  be  carefully  examined,  and  the  parts  put  in  their  normal  position 
and  relations.  If  any  nerve  filaments  have  been  torn,  they  should  be 
delicately  joined  with  thread,  which  can  subsequently  be  coloured  white. 
Many  museum  preparations  have  coloured  threads  representing  the  in¬ 
jured  nerves. 

Mounting. — These  dry  preparations  should  subsequently  be  mounted 
on  boards  or  blocks,  and  be  kept  in  place  by  steel  or  copper  hooks  placed 
in  convenient  positions.  They  should  then,  after  being  painted  and 
varnished,  be  placed  in  a  glass  cabinet,  and  be  dusted  occasionally. 

Most  of  these  dry  preparations  in  time  become  much  shrunken,  so  as 
to  be  of  little  anatomical  value  in  the  study  of  their  respective  relations. 

Painting. — The  preparation  being  mounted,  the  arteries,  veins,  nerves, 
and  excretory  canals  should  be  coloured  :  the  veins  blue,  the  arteries  red, 
the  ducts  yellow  or  green,  muscles  reddish  brown,  and  the  nerves  white. 
Two  or  three  fine  brushes  and  some  good  oil  paint  are  all  that  is  necessary. 

It  is  best  to  paint  first  those  parts  of  which  the  colour  will  predominate 
in  the  preparation.  These  are  generally  the  muscles,  and  their  tendinous 
ends  should  be  tinted  a  pale  yellow-white.  The  finer  vessels  and  nerves 
should  be  coloured  with  small  brushes,  and  one  should  be  careful  to  con¬ 
fine  the  colour  to  the  organ  for  which  it  is  intended.  The  best  way  to  do 
this  is  to  place  a  sheet  of  paper  or  thin  cardboard  under  the  part  being 
painted.  If  a  neighbouring  part  has  been  soiled,  it  should  be  allowed  to 
dry  and  then  covered  with  the  colour  proper  to  it,  or  the  paint  may  be 
removed  by  rubbing  it  with  a  brush  dipped  in  essence  of  turpentine. 

Varnishing. — When  the  preparation  is  painted  it  should  be  again 
submitted  to  desiccation  for  several  days  in  a  room  in  which  the  windows 
and  doors  are  open.  In  about  a  week  the  paint  will  not  come  off  on  the 
fingers,  and  then  is  the  time  to  varnish  the  preparation. 

The  object  of  varnishing  is  not  only  to  give  a  brighter  aspect  to  the 
preparation,  but  also  to  avoid  the  action  of  moisture  and  of  insects  on  it, 
to  give  a  certain  transparency  to  the  parts,  and  to  allow  of  dust,  &c.  being 
subsequently  easily  wiped  off. 

There  are  two  chief  kinds  of  varnish  which  are  employed,  each  of 
which  is  better  in  certain  parts:  alcohol  varnish ,  which  dries  rapidly,  and 
gives  a  bright  aspect  to  the  preparation,  but  is  not  good  in  flexible  parts, 
nor  if  it  be  desired  to  use  the  preparation  often.  Tin?  layer  which  il  forms 
is  brittle,  and  it  should  only  be  used  for  voluminous  organs,  for  the  bones, 
and  for  corrosion  preparations. 
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There  are  several  commercial  varnishes  which  are  more  supple,  but 
some  of  these  dry  more  slowly,  and  on  account  of  this  inconvenience  are 
not  better  for  most  purposes  than  the  alcohol  varnish. 

Copal  Varnish  is  the  best;  it  is  supple  and  lasts  a  long  time,  it  dries 
slowly,  and  is  very  serviceable  for  flexible  organs  which  have  to  be  moved 
about.  It  has  the  inconvenience  of  rendering  somewhat  brown  the 
various  parts  to  which  it  is  applied,  but  this  is  not  of  great  consequence 
provided  the  nerves  be  not  coated  with  it.  To  varnish  a  preparation 
a  layer  must  be  passed  over  it ;  this  must  be  allowed  to  dry  completely,  and 
then  a,  second,  third,  fourth,  &c.  put  on;  the  coatings  should  be  applied 
according  to  the  amount  of  polish  that  one  wishes  to  give  to  the  prepara¬ 
tion.  If  the  alcohol  varnish  be  employed,  the  preparation  must  not  be 
breathed  upon,  because  water  precipitates  the  resin  of  the  varnish,  and 
tarnishes  the  preparation.  The  brush  should  always  be  passed  in  the  same 
direction  and  with  a  free  hand,  avoiding  dabbling,  as  by  this  method  air 
bubbles  are  prevented  from  forming  and  spoiling  the  preparation. 

Juliet's  Method  for  drying  Preparations.  ls£  Step.  —If  the  prepara¬ 
tion  contain  fatty  injection  matters,  it  should  not  be  plunged  into  the 
warm  solution,  which  will  be  presently  given,  but  should  be  placed  in  a 
cold  solution  of  the  same  material  for  at  least  four  minutes.  This  solu¬ 
tion  should  be  renewed  three  or  four  times  during  that  interval. 

If  the  preparation  have  not  been  injected,  or  if  the  injected  matter 
contains  no  fatty  material,  the  preparation  should  be  plunged  five  different 
times,  for  three  minutes  during  each  time,  in  a  saturated  boiling  solution 
of  alum,  being  careful  to  let  it  cool  between  each  dipping.  Afterwards 
when  the  saturated  alum  solution  has  completely  cooled,  the  preparation 
is  to  be  placed  in  it  for  three  minutes  or  less.  This  method  has  the 
advantage  of  allowing  the  alum  to  penetrate  in  considerable  quantities  into 
the  muscles. 

2nd  Step. — For  the  hollow  viscera,  a  mixture  of  fine  sand,  which  has 
been  sifted  and  washed,  and  water  is  introduced  into  the  vessels  when  it 
is  of  the  consistence  of  a  soft  paste.  This  may  be  done  with  the  syringe 
or  with  a  funnel  apparatus.  When  the  preparation  is  dry  the  sand  may  be 
emptied  from  it  by  thorough  shaking. 

If  it  be  desired  to  make  sections  of  the  hollow  viscera,  their  interior 
should  be  oiled  and  then  filled  with  a  mixture  of  fine  plaster  and  water. 
The  sections  can  then  be  made  and  I  he  plaster  removed. 

3rd  Step. — To  remove  the  fat  from  a  preparation  which  is  being 
desiccated,  the  fatty  parts  should  be  covered  with  a  thick  paste  made  of 
starch  and  water.  The  preparation  should  be  exposed  to  the  sun,  which 
causes  the  water  to  evaporate.  The  starch  absorbs  the  fat  while  the  water 
evaporates.  This  process  should  be  repeated  until  all  the  fat  is  removed, 
when  the  starch  is  to  be  taken  off  with  a  brush.  This  paste  is  best  applied 
when  cold. 

Jallet  paints  all  the  organs  with  a  coat  of  white  before  putting  on  the 
colour  natural  to  the  part. 

Wet  Preparations. — These  are  much  more  commonly  employed  now- 
a-days.  It  is  only  necessary  to  make  a  good  clean  dissection,  to  embed 
the  parts  in  plaster  of  Paris,  which  may  be  coloured,  and  to  place  them  in 
strong  glass  <>r  varnished  earthenware  receptacles  o(  various  shapes  and 
sizes.  They  are  then  covered  with  a  solution  of  spirit  and  water,  and 
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evaporation  is  lessened  by  applying  a  glass  cover  which  may  be  retained 
in  place  by  a  stout  india-rubber  band.  A  saturated  solution  of  common 
salt  or  sugar  is  a  less  expensive  and  very  serviceable  preserving  medium, 
but  moulds  are  apt  to  form  in  any  of  these  materials  unless  the  air  be 
rigidly  excluded.  The  addition  of  some  germicide,  as  salicylic  or  carbolic 
acids  or  thymol,  may  check  the  formation  of  moulds. 

Deep  incisions  may  be  made  at  a  few  points  on  the  under  surface  of 
the  muscles  or  viscera  ot  large  preparations  tor  the  better  penetration  ot 
the  preserving  fluid. 

For  Permanent  Preparations,  glass  receptacles  of  various  shape, 
cylindrical,  plain,  ovoid,  Ac.,  should  be  used,  and  those  selected  in  which 
the  preparation  can  be  best  seen.  The  parts  are  placed  in  the  desired 
position  by  glass  rods,  horse-hair,  ivory,  or  metal  pins,  and  the  bottle  care¬ 
fully  filled  with  the  preservative  liquid.  The  preparation  should  be  well 
covered,  air  should  be  excluded,  and  the  open  mouth  of  the  receptacle 
should  be  covered  with  tinfoil  or  with  thick  sheet-lead,  and  then  with  a 
piece  of  bladder  which  has  been  previously  macerated,  so  that  it  can  be 
well  stretched  over  the  mouth  of  the  bottle.  This  is  then  tied  to  the 
groove  around  the  neck  of  the  bottle,  but  beneath  it  it  is  well  to  close  any 
holes  in  the  lead  which  have  been  made  to  attach  the  preparation  with 
sealing-wax,  so  as  to  prevent  evaporation ;  and  the  whole  should  have  a 
coating  of  Brunswick  black  or  varnish.  A  second  layer  of  bladder  and 
varnish  is  requisite  in  permanent  preparations.  Wet  preparations  keep 
best  where  sunlight  can  reach  them,  in  dark  ]  daces  they  assume  an  un¬ 
pleasant  dark  colour,  especially  nervous  and  ligamentous  structures.1 

Preservin' j  Specimens  in  Paraffine  or  Wax. — Glycerine  jelly  and 
other  materials  have  been  used  for  permanently  putting  up  certain  anato¬ 
mical  preparations  which  are  not  too  large.  The  human  brain  and  liver 
are  too  large  to  be  thus  preserved.  M.  Frederieq  of  Belgium  macerates 
the  specimens  for  several  days  in  pure  alcohol,  and  then  in  essence  of 
terebinthine.  They  are  then  plunged  into  a  heated  solution  of  paraffine 
or  wax.  M.  Duval  recommends  heating  the  preparations  in  azotic  or 
chromic  acid  before  plunging  them  in  the  paraffine. 

The  label  or  description  should  then  be  affixed  to  the  receptacle,  but 
should  not  interfere  with  the  view  of  the  preparation.  For  small  prepara¬ 
tions,  stoppered  bottles  answer  very  well,  but  their  usual  round  shape 
interferes  with  a  correct  view  of  the  specimen  because  of  the  refraction  of 
light  caused  by  the  curved  surface  of  the  glass.  For  this  reason  flat-sided 
vessels  should  be  used,  and  tin*  preparation  so  fixed  that  it  can  be  inspected 
while  placed  flat  on  the  table  or  when  put  upright. 

1  It  is  much  better,  except  in  the  case  of  dry  preparations,  as  of  bones,  kVc.,  to  substitute 
a  glass  top  for  the  tinfoil  or  sheet-lead,  as  the  preparation  shows  better  on  account  of  the 
extra  amount  of  light  admitted.  The  glass  top  should  be  cemented  down  with  a  mixture 
of  old  gutta  percha,  5  parts,  and  asphalt,  4  parts.  These  should  be  melted  together  and 
applied  when  hot.  The  edges  of  the  glass  cover  are  previously  ground,  and  it  should  be 
immersed  in  warm  water  and  dried  just  before  application.  The  back  of  the  glass  jars 
may  be  painted  with  pale  blue  or  lavender,  which  help  to  lighten  up  the  preparation. 
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HINTS  OX  1  LOW  TO  STUDY  ANATOMY. 

The  student  frequently  wastes  much  valuable  time  for  lack  of  know¬ 
ledge  of  a  proper  method  on  which  to  study  a  given  subject.  After  many 
years’  experience  in  learning  and  teaching,  1  can  recommend  the  following 
plan,  as  one  which  will  lessen  the  labour  and  expedite  the  progress  of  the 
learner. 

Should  the  dissector  not  possess  some  knowledge  of  biological  terms 
(a  somewhat  unlikely  circumstance,  it  is  to  be  hoped,  in  these  days  of 
more  extended  and  better  teaching  of  natural  science),  he  should,  the 
evening  before  he  commences  dissecting  a  part,  get  a  moderately  good 
knowledge  of  these  and  of  the  bones  of  the  part  he  is  about  to  dissect. 
He  should  do  this  with  his  bones  and  a  good  osteology  before  him.  Then 
he  should  read  about  thirty  pages  concerning  the  part  he  is  to  dissect  on 
the  morrow,  and  he  will  enter  the  dissecting  room  with  some  pleasure  to 
commence  his  task.  These  thirty  pages  are  to  be  again  gone  through 
while  he  is  dissecting,  and  he  should  not  proceed  further  until  he  is 
thoroughly  master  of  that  portion  of  his  work.  By  adopting  this  method 
he  will,  by  steadily  dissecting  even  only  three  hours  a  day,  acquire,  in  the 
course  of  three  months,  a  solid  knowledge  of  a  certain  portion  of  anatomy. 
In  the  evening  he  should  read  some  systematic  work  on  the  part  he  is  dis¬ 
secting,  the  best  English  works  being  those  of  Quain  and  (fray.  This 
method  should  be  repeated  daily ;  but  on  each  occasion  he  should  recapitu¬ 
late  and  examine  himself  on  the  previous  day’s  work,  and  at  the  end  of 
the  week  he  should  go  over  all  that  he  has  done  during  the  previous  days. 
Any  difficulties  will  be  smoothed  for  him  by  the  demonstrators,  whose 
attention  he  should  draw  to  all  anomalies,  at  the  same  time  noting  them 
in  his  book.  Surface  markings,  bony  prominences,  Ac.,  he  can  test  on 
himself  or  on  a  fellow  student.  Frequent  recapitulation  and  self-examina¬ 
tion  are  necessary  in  a  difficult  subject  like  anatomy. 

With  regard  to  the  lectures  on  anatomy,  and  with  reference  to  note¬ 
taking,  the  student  must  be  advised  to  attend  the  former  as  regularly  as 
possible,  otherwise  he  will  lose  the  sequence  of  the  lecturer’s  thoughts ; 
but  his  notes  should  be  short  and  to  the  purpose.  To  effect  these  desira¬ 
ble  objects  he  should  ascertain  the  programme  of  the  lectures,  so  as  to 
read  up  in  his  textbooks  the  subject  for  the  day,  before  the  lecture  begins, 
because  by  so  doing  he  will  more  readily  understand  the  lecturer,  and  will 
know  what  notes  to  take,  i.e.  should  the  matter  of  the  lecture  be  con¬ 
tained,  as  much  of  it  must  of  necessity  be,  in  his  anatomical  handbooks, 
he  need  not  take  that  part  of  the  lecture  down  unless  t lit*  lecturer  has  put 
the  matter  in  a  new  light;  but  any  novel  statements  and  ideas  will  strike 
the  student  who  is  thus  prae- prepared,  and  he  will  make  a  note  of  them. 

Should  (lie  student  be  waiting  for  a  part,  he  should  look  at  others  dis¬ 
secting  the  part  on  which  he  will  have  to  work,  and  should  examine  any 
preparations  or  models  in  the  dissecting  room,  referring  to  the  plates  in 
Ids  handbook  ;  but  any  leisure  time  can  well  lie  filled  up  by  thoroughly 
mastering  his  osteology,  as  then  the  attachments  of  muscles,  to  recollect 
which  is  generally  considered  difficult  by  students,  will  become  much 
easier. 

When  dissecting,  the  student  should  not  waste  his  time  in  making  a 
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pretty  dissection  unle  SS  the  preparation  is  intended  to  lie  preserved.  He 
should  bear  in  mind  that  bis  object  is  to  understand  anatomy  for  prac¬ 
tical  purposes,  and  his  aim  should  therefore  be  to  know  all  about  the  parts 
he  is  dissecting:  where  they  come  from,  where  they  go  to,  their  relations, 
distribution,^*.;  as  this  is  the  knowledge  which  he  will  have  to  apply 
hereafter,  and  which  will  be  of  great  service  to  him.  Another  useful  ob¬ 
ject  in  dissecting  is  that  the  practice  should  give  him  the  command  of  his 
fingers,  and  prepare  him  for  the  use  of  the  knife  and  forceps  for  surgical 
purposes. 

Drawing ,  if  the  student  possess  the  power,  will  be  of  great  use  to 
him  in  anatomy,  histology,  and  subsequently  in  the  wards  and  post¬ 
mortem  room;  and  should  he  know  enough  of  photography,  modelling, 
and  making  casts,  such  knowledge  may  prove  very  serviceable  in  his 
anatomical  studies,  and  in  his  clinical  career.1 

In  his  second,  third,  and  later  years  of  study  the  diligent  student 
should  be  in  a  position  to  do  some  original  work,  and  should  he  show  an 
aptitude  and  desire  for  such  undertakings,  he  will  find  that  an  interested 
and  competent  teacher  will  encourage  him  in  his  endeavours. 

During  this  period  of  his  curriculum  he  should  pay  frequent  visits  to 
the  dissecting  room  and  museum,  so  as  to  refresh  and  add  to  his  anato- 
mical  knowledge. 

Applied  Anatomy  should  now  be  diligently  studied,  and  the  examina¬ 
tion  of  frozen  sections  through  various  parts  of  the  body,  in  adults  of  both 
sexes,  at  various  ages,  will  teach  much  to  an  earnest  student.  Nowadays 
every  good  museum  is  supplied  with  such  sections. 

In  the  wards  and  out-patient  rooms  the  learner  will  have  ample  oppor¬ 
tunity  for  studying  the  varying  relations  of  the  viscera  to  the  surface  in 
different  positions  and  states  (of  motion,  locomotion,  respiration,  &c.),  in 
health  and  disease.  This  branch  of  anatomical  study  is  too  often  much 
neglected.  Its  great  practical  importance  should  stimulate  the  would-be 
practical  man  to  master  it  as  soon  as  possible. 

FRO  ZEN  SECTIONS. 

Much  information  regarding  the  anatomical  relations  of  organs  and 
structures  in  the  body  has  been  obtained  from  studying  sections  made  in 
various  planes  and  through  different  parts  of  the  subject.  Sections 
through  the  foetal  trunk  can  be  made  simply  by  first  hardening  it  in 
spirit  or  chromic  acid,  &c.,  then  dividing  it  with  a  knife  in  the  direction 
desired.  In  the  adult  body,  however,  this  cannot  be  done  on  account  of 
its  size  and  the  nature  of  the  tissues  to  be  divided,  except  in  the  case  of 
the  extremities,  sections  of  which  may  be  made  by  hardening  the  soft 
parts  in  spirit  and  then  dividing  them  with  a  knife,  the  bone  being  after¬ 
wards  cut  through  with  a  saw.  The  method  of  hardening  the  adult  body 
which  suggests  itself  as  being  the  simplest  and  most  practicable  is  that  of 
freezing.  This  process  was  first  employed  by  Edward  Weber  in  183(5, 2  and 

1  Dr.  Tripier,  a  surgeon  of  Lyons,  lias  devised  a  mode  of  drawing-  on  glass  which  is 
excellent  for  teaching  purposes.  Ilis  paper  is  in  the  h/ou  Mcdimlc  for  August  1881. 

-  Serres  appears  to  have  really  been  the  lirsl  to  use  this  method  in  his  llrchcrclns  mr  le 
eereean,  1820, and  l’irogolf  was  the  lirsl  to  use  it  on  a  large  scale  in  his  A  ni/cicandtc  Anatomic 
d.  dcnxchlichcn  Kdrjjcru,  1888  10,  and  .1  uatomia  I'opm/ niptiica t  1852.  Jarjavuy  also  used  it  in 
1850  in  his  Etude  du  count  dc  I  nvitee. 
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lias  since  boon  more  or  less  extensively  carried  out  by  Pirogoff,  Luschka, 
Legendre,  1  lenle,  Bra  line,  Eiidinger,  and  other  continental  anatomists  ;  but 
in  this  country  it  lias  never  been  practised  to  any  extent  till  about  two 
years  ago,  when  it  was  practised  extensively  in  the  Royal  College,  of 
Surgeons  of  England.1  Experience  has  shown  that,  in  order  to  obtain  good 
sections,  the  body  requires  to  be  frozen  till  all  its  tissues  become  of  a 
metallic  hardness.  This  effect  may  be  produced  by  subjecting  it  to  a 
temperature  of  from  — 15°  to  — 18°  Cent,  for  about  seventy-two  hours.  In 
cold  countries,  such  as  Russia  and  even  some  parts  of  Germany,  ail  that  is 
required  during  a  severe  frost  is  to  expose  a  subject  to  the  air  for  about 
sixty  hours,  or  even  shorter,  when  it  will  be  completely  frozen  and  ready 
for  sectioning.  In  this  country,  however,  such  low  temperatures  never 
occur,  so  that  we  require  to  employ  artificial  means  of  freezing.  Of  these 
the  simplest  and  generally  the  most  convenient  method  is  by  means  of  a 
mixture  composed  of  salt  and  ice.  In  this  way  a  minimum  temperature  of 
— 18°  Cent,  or  Zero  Fall,  can  be  obtained,  but  in  practice  it  is  almost  im¬ 
possible  to  get  the  ultimate  degree  of  cold  which  can  be  produced  by  the 
mixture.  We  are,  however,  able  to  reduce  the  temperature  of  the  air 
round  the  body  to  about  —12°  or  —14°  Cent.,  which  is  sufficient  to  freeze 
it  hard  enough  for  sectioning  in  about  three  days.  The  action  of  salt  and 
ice  as  a  freezing  mixture  is  owing  to  the  salt  causing  rapid  melting  of  the 
ice.  The  conversion  of  the  water  from  the  solid  to  the  liquid  state  is 
attended  with  an  absorption  of  heat  which  is  supplied  by  surrounding  sub¬ 
stances.  The  subject  has,  therefore,  to  be  placed  in  relation  to  the 
mixture,  so  that  the  heat  may  be  abstracted  as  much  as  possible  from  the 
former  alone;  means  have  also  to  be  taken,  which  will  be  afterwards 
described,  to  prevent  the  surrounding  atmosphere  from  supplying  heat  to 
the  melting  mass.  It  will  thus  be  apparent  that  freezing  a  subject  can 
be  best  accomplished  when  the  atmosphere  is  coldest,  in  fact,  during  a 
severe  frost. 

We  must  now  consider  the  modus  operandi  of  section-making.  First, 
then,  regarding  the  subject  or  material.  In  selecting  a  body  for  freezing 
it  is  desirable  to  get  a  fresh,  well-developed  subject,  not  beyond  middle 
age,  which  has  not  been  in  contact  with  alcohol.  The  necessity  for  this 
latter  precaution  is  obvious.  Spirit  has  a  very  low  freezing-point,  con¬ 
sequently  if  the  subject  has  been  covered  with  a  spirit  cloth,  or  has  even 
been  exposed  to  the  vapour  of  alcohol,  some  will  have  been  taken  up  by 
the  tissues,  which  will  not  freeze  at  the  temperature  that  would  otherwise 
suffice.  Care  must  also  be  taken  to  prevent  salt  or  salt  water  coming  in 
contact  with  the  subject,  as  that  would  render  it  more  difficult  to  freeze  on 
account  of  the  freezing  point  of  salt  water  being  lower  than  that  of  fresh 
water.  An  injection  of  wax  and  lard  may  be  run  into  the  arteries  and 
veins  to  distend  them.-’  To  do  this  the  body  requires  to  be  placed  in  hot 
water  till  the  tissues  are  warmed,  so  that  the  injection  mass  may  run  freely 
in  the  vessels.  The  arteries  may  be  injected  from  the  femoral,  but  the 
veins  require  to  be  injected  from  the  extremities  -one  of  the  large  super¬ 
ficial  veins  on  the  dorsum  of  the  hand  and  of  the  foot  answers.  An 
injection  can  also  be  thrown  into  the  veins  of  the  trunk  by  making  an 
incision  about  five  centimetres  long  through  the  umbilicus,  and  carefully 

1  See  Jivitish  Mn/irtil  Journal^  vol.  i.  for 

-  Legendre  used  red  for  the  arteries  and  black  for  the  veins. 
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separating  the  structures  without  displacing  them  till  the  vena  cava  is 
reached ;  this  should  he  opened  on  its  anterior  surface,  the  injection  tubes 
inserted,  and  the  injection  made  both  upwards  and  downwards.  If  this 
manipulation  is  done  carefully  the  parts  will  be  very  little  disturbed.  An 
injection  mass  of  plaster  of  Paris  and  size  is  not  satisfactory  for  frozen 
sections,  from  being  hard,  ridged,  and  consequently  brittle  when  set.  The 
blood-vessels  having  been  injected  while  the  body  is  still  in  hot  water,  the 
latter  is  now  to  be  plunged  into  cold  water,  and  allowed  to  remain  there 
for  a  short  time  till  the  injection  has  solidified.  The  injection-tubes  may 
then  be  removed,  and  after  the  subject  has  been  thoroughly  dried  with  a 
towel  it  can  be  placed  in  the  freezing  box,  which  should  be  made  of  sheet 
iron  perfectly  water-tight  and  only  large  enough  to  hold  a  body,  with  a 
water-tight  lid  fitting  like  that  of  a  tin  biscuit-box.  The  extremities 
and  other  parts  should  be  arranged  in  their  natural  positions.  In  order  to 
prevent  flattening  of  the  back,  which  always  occurs  unless  measures  are 
taken  to  prevent  it,  the  subject  may  be  raised  slightly  on  two  narrow  bars 
placed  under  the  most  prominent  parts  of  the  sacrum  and  back.  The  bars 
will  cause  a  depression  of  course  where  they  have  rested,  but  this  is  better 
than  having  the  whole  back  flattened.  Another  plan  is  to  place  a  quantity 
of  soft  sawdust  in  the  bottom  of  the  box  so  as  to  distribute  the  weight  of 
the  subject  equally  over  the  whole  surface  of  the  back.  The  lid  may  now 
be  placed  on  the  box  and  the  subject  closed  in.  It  is  now  ready  for  freez¬ 
ing,  which  may  either  be  done  in  a  yard  or  a  large  sink.  The  box  should 
be  raised  form  or  five  inches  off  the  ground  or  base  of  the  sink  by  means 
of  four  bricks,  the  space  under  it  being  filled  up  with  ice.  A  wooden 
frame,  thirty  centimetres  larger  than  the  box  and  seventy  centimetres  in 
depth,  should  now  be  placed  round  it.  A  metal  tube,  about  seventy-five 
centimetres  long  and  about  six  centimetres  in  diameter,  should  be  secured 
perpendicularly  to  the  side  or  end  of  the  box.  Into  this  tube  a  thermo¬ 
meter  is  suspended  by  means  of  a  string,  so  that  it  can  be  taken  out 
from  time  to  time  during  the  freezing  process ;  the  upper  end  of  the 
tube  should  be  closed  with  cotton  wool  to  prevent  communication  with 
the  outer  air.  The  object  of  the  tube  and  thermometer  is  to  provide  a 
means  of  ascertaining  approximately  the  temperature  within  the  box,  and 
so  of  observing  the  activity  of  the  freezing  mixture.  The  ice  and  salt  have 
now  to  be  mixed.  Six  hundredweight  of  ice  will  be  required  to  surround 
the  box  properly.  The  ice  should  be  broken  up  into  small  pieces  and 
rapidly  mixed  with  two  hundredweight  of  coarse  salt.  The  mixture  is 
then  to  be  placed  round  and  over  the  top  of  the  box  till  it  is  surrounded 
to  the  depth  of  about  thirty  centimetres,  that  is,  till  the  space  between  the 
sides  of  the  box  and  frame  has  been  completely  filled  and  there  is  a  thick 
layer  over  the  lid  of  the  box.  The  whole  should  finally  be  covered  over 
with  two  or  three  layers  of  blankets  and  with  straw,  so  as  to  keep  the 
melting  mass  from  the  air,  and,  so  to  speak,  compel  the  ice  to  abstract  the 
heat  it  requires  to  absorb  for  its  conversion  into  water  from  tin1  interior 
of  the  box.  If  the  thermometer  be  examined  in  two  or  three  hours 
afterwards,  it  will  probably  be  found  to  stand  at  about  —15°  Cent., 
or  even  lower.  After  about  eight  hours  the  temperature  will  have  risen 
a  few  degres  ;  if  to  higher  than  —  1 0°,  the  mixture  is  not  acting  rapidly 
enough  from  having  got  caked  together;  it  should  therefore  be  thoroughly 
stirred  up  with  a  furnace  raker  or  long  poker.  When  this  has  been 
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done  if  will  vapidly  fall  again.  This  process  requires  to  he  repeated 
about  every  two  hours  till  about  flic  end  of  thirty-six  hours,  when  llie 
mixture  will  need  to  be  renewed.  This  should  be  done  as  rapidly  as 
possible  and  fin'  same  quantity  of  ice  and  salt  used  as  before.  After  a  few 
hours  the  mixture  will  again  require  to  be  stirred  up  every  two  or  three 
hours.  At  the  end  of  seventy  to  eighty  hours  from  the  time  the  process 
was  tirst  begun,  if  the  temperature  lias  been  kept  at  an  average  of  about 
—  12°  to  — 14°  Cent.,  the  subject  should  be  completely  frozen,  so  as  to 
resemble  a  piece  of  metal  in  hardness  and  ready  for  cutting  into  sections. 
If  must  now  be  rapidly  taken  out  of  the  box,  and  if  transverse  sections  are 
to  be  made,  placed  upon  a  table  or  bench  of  a  convenient  height,  or  if  it 
is  to  be  divided  longitudinally,  upon  planks  of  wood  placed  side  by  side 
on  trussels,  so  that  the  saw  can  be  worked  vertically,  the  end  as  it  protrudes 
with  each  stroke  beyond  the  posterior  surface  of  the  body  passing  between 
the  planks  carrying  with  it  the  sawdust,  which  falls  into  the  pit  below. 

Before  the  sections  are  cut  they  must  he  marked  oft  in  the  direction 
and  of  the  thickness  they  are  to  be  made.  This  can  easily  be  done  bv 
scoring  the  surface  with  the  point  of  a  knife  guided  along  a  ruler,  in  the 
same  way  that  paper  is  ruled.  The  thickness  of  the  sections  depends 
upon  their  size  and  the  nature  of  the  structures  through  which  they  pass. 
As  a  rule  longitudinal  sections  through  the  whole  trunk  should  be  five 
centimetres  thick ;  transverse  sections  can  be  thinner,  but  should  not  be 
much  under  3‘5  centimetres ;  sections  through  the  extremities  may  be 
much  thinner,  indeed  they  seldom  require  to  be  over  1*5  centimetre, 
except  those  through  the  upper  part  of  the  thigh,  which  are  better  to  be 
about  2*5  centimetres  thick.  The  sections  are  cut  with  a  fine-toothed 
broad  saw  about  sixty-six  centimetres  long.  A  narrow  bow  saw  has  an 
advantage  over  the  broad  saw  in  working  with  less  friction  on  the 
surface  of  the  sections,  but  from  being  more  difficult  to  guide  and  easily 
twisted,  the  surface  it  leaves  is  not  so  smooth  and  regular  as  when  a  broad 
saw  is  used.  The  saw  should  be  held  quite  loosely  and  lightly  in  the 
hand  and  allowed  to  follow  in  its  own  groove,  being  merely  pushed  on  and 
drawn  back  with  a  light  swinging  movement  of  the  arm;  whenever  it  is 
forced  or  twisted  in  its  course,  as  it  almost  invariably  is  by  amateurs,  it 
sticks  and  does  not  work  smoothly.  Anyone  who  is  not  well  accustomed 
to  using  a  saw  would  learn  much  valuable  experience  in  sawing  by  pro¬ 
curing  a  log  of  wood  thirty  centimetres  in  diameter  and  practising  making 
transverse  sections  of  it  before  attempting  to  cut  sections  through  a  body. 
The  experience  gained  will  amply  repay  the  trouble,  and  perhaps  prevent  a 
valuable  section  of  the  body  being  spoiled.  As  little  time  as  possible 
should  be  lost  after  the  body  has  been  taken  out  of  the  box  before  the 
sections  are  made,  and  if  the  number  required  cannot  be  cut  in  an  hour 
and  a  half,  or  at  longest  two  hours,  it  is  better  to  replace  the  body  in  the 
box  and  continue  the  freezing  process  fill  next  day,  when  the  remaining 
sections  can  be  made.  When  thoroughly  frozen  the  subject  should  saw 
like  a  log  of  wood,  giving  off  sawdust  during  the  process,  and  almost  no 
perceptible  difference  should  be  felt  in  regard  to  the  hardness  of  flu* 
structure  when  the  saw  is  passing  through  muscular  tissue  or  when  bone 
is  being  divided;  unless  this  is  the  case  the  body  is  not  sufficiently 
frozen,  and  the  freezing  process  requires  to  be  continued  for  a  longer 
period. 
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The  friction  of  the  saw  generates  a  certain  amount  of  heat  which  causes 
the  fatty  tissues  to  soften  on  the  surface  of  the  section  ;  the  fat  mixing 
with  the  sawdust  forms  a  layer  over  the  section,  giving  itan  appearance  as 
if  it  had  been  buttered.  After  the  sections  have  been  made,  they  require 
to  be  washed  in  ice-cold  water  to  remove  this  layer  of  greasy  debris.  This 
having  been  done,  the  various  structures  will  be  distinctly  displayed,  and 
their  relations  to  one  another  seen.  11  it  is  desired  to  make  drawings  of 
the  sections,  they  should  be  replaced  in  the  box  separately  and  exposed  to 
the  action  of  the  salt  and  ice  for  two  or  three  hours,  in  order  to  freeze  the 
water  on  the  surface,  and  thus  obtain  a  dry,  smooth,  transparent  surface. 
The  surface  being  frozen,  it  may  be  covered  with  transparent  tracing-paper 
and  an  exact  tracing  made.1  If  drawings  are  not  required,  the  sections,  after 
having  been  washed,  should  be  placed  on  separate  slabs  or  sheets  of  glass 
so  that  they  do  not  touch  one  another,  and  immersed  in  equal  parts  of 
methylated  spirit  and  water.  The  thawing  process  now  begins  rapidly, 
and  in  a  few  hours  the  sections  become  quite  soft  and  flaccid.  At  this 
stage  they  must  not  be  handled,  as  the  structures  are  easily  displaced. 
After  remaining  a  week  in  this  dilute  spirit,  each  section  should  be  removed 
on  its  own  slab  of  glass  and  placed  in  fresh  spirit  of  the  strength  of  two 
parts  of  spirit  to  one  of  water.  Another  sheet  of  glass  may  be  placed  on 
the  upper  surface,  and  the  section  turned  over,  so  that  the  spirit  may  get 
more  freely  at  the  surface  which  was  next  the  glass  in  the  first  instance, 
it  being  uppermost  on  this  occasion.  In  this  second  spirit  solution  the 
preparations  may  remain  for  about  ten  days  or  a  fortnight ;  at  the  end  of 
that  time  they  may  be  taken  out  and  placed  in  pure  spirit,  where  they 
should  lie  for  about  three  weeks  before  they  are  handled.  By  that  time 
they  will  have  become  permanently  hardened  by  the  spirit.  The  object 
of  using  weak  spirit  in  the  first  instance  is  to  prevent  shrinking  of  tfie 
tissues  taking  place,  which  always  occurs  if  pure  spirit  is  used  from  the 
beginning.  If  dilute  spirit  is  used  at  first,  it  will  be  found  that  the 
sections  do  not  shrink  to  any  perceptible  extent  afterwards.  In  proof  of 
this  it  maybe  mentioned  that  there  are  some  longitudinal  sections  through 
the  head,  in  the  museum  of  the  Royal  College  of  Surgeons  of  England, 
made  three  years  ago,  in  which  the  brain  section  si  ill  fills  the  bony  circle 
of  the  skull  completely.  After  the  specimens  have  become  hard  they 
may  be  taken  out  of  the  spirit  to  have  their  surfaces  smoothed  and  dressed 
with  a  sharp  amputating  knife  or  razor ;  care  must  be  taken,  however, 
not  to  keep  them  out  of  the  spirit  too  long,  and  they  should  on  no  account 
be  permitted  to  get  dry.  They  are  then  ready  for  permanent  mounting. 
To  display  them  to  the  best  advantage  they  should  be  mounted  in  flat 
porcelain  dishes  or  trays,  with  ground  edges  and  glass  covers  cemented 
down  with  a  composition  of  four  parts  of  asphalt  to  five  of  old  guttapercha 
melted  together  and  applied  when  fluid.  As  the  mounting  is  expensive 
from  the  cost  of  the  porcelain  trays,  it  is  often  preferable  to  keep  the. 
sections  unmounted  in  spirit.  In  this  condition  they  are  even  better 
available  for  minute  examination  than  when  mounted.  Their  value  for 
reference  will  be  greatly  enhanced  if  at  the  time  they  are  cut,  (lie  exact 

1  A  spee<l\'  though  rough  plan  is  to  take  a  rubbing  l>v  placing  ]  ape-rover  -the  frozen  pre¬ 
paration  and  rubbing  cobbler's  wax  over  it.  An  exact  reproduction  is  thus  obtained  in  less 
than  a  minute. 
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part  of  tin'  body  through  which  the  upper  surface  of  each  passes  in  relation 
to  some  well-known  and  fixed  points  be  noted. 

If  it  be  desired  to  make  the  intermuscular  spaces  very  evident,  a  thick 
section  should  be  placed  for  a  month  to  six  weeks  in  a  concentrated  solu¬ 
tion  of  potassium  nitrate-saltpetre,  which  causes  a  shrinking  of  the  muscular 
tissue. 

1  can  recommend  the  following  plan  for  making  sections  of  foetuses. 
Make  quickly  a  mixture  of  2  parts  of  snow  or  finely  powdered  ice,  and 
1  part  of  salt.  A  layer  of  this  mixture,  about  three  inches  thick,  is  placed 
in  a  wooden  box  of  suitable  size  and  shape,  the  bottom  of  which  is  pierced 
by  numerous  small  holes  to  allow  the  water  to  run  off.  The  foetus  is 
placed  in  this  ice-bed  and  gradually  covered  with  a  thick  layer  of  the 
freezing  mixture.  To  avoid  altering  the  form  of  the  thoracic  arid  abdominal 
cavities,  it  is  advisable  only  to  place  a  thin  layer  of  ice  over  these  parts ; 
this  will  not  deform  these  cavities,  and  will  be  sufficient  to  freeze  the  skin 
and  subcutaneous  tissues. 

The  box  is  then  surrounded  with  flannel  and  placed  in  an  airy  position 
for  six  or  seven  hours,  when  the  foetus  will  be  thoroughly  frozen.  It  is 
then  quickly  but  carefully  removed  from  the  box  and  placed  on  a  small 
rectangular  table  which  has  a  groove  at  its  middle  along  its  length.  At 
one  end  of  this  groove  is  firmly  fixed  an  upright  piece  of  wood  with  a 
narrow  slit  which  reaches  nearly  to  its  point  of  junction  with  the  table. 
Another  similar  vertical  piece  of  wood  slides  in  the  groove  opposite  to  the 
one  just  described,  so  that  the  slits  of  each  correspond.  The  frozen  foetus 
is  placed  between  these  uprights  in  the  required  direction— longitudinally 
or  transversely — the  movable  upright  is  kept  steady  by  a  screw,  clamp,  or 
strong  string,  and  if  necessary  this  small  table  may  be  clamped  to  a  larger 
one  to  render  it  steady  during  the  process  of  sawing.  A  fine  saw  is  then 
passed  into  the  slits  of  both  uprights  and  the  section  made.  This  is 
usually  very  satisfactory,  and  the  blood  on  it  can  easily  be  removed  by  a 
stream  of  cold  water. 

To  get  a  good  tracing  of  the  section,  a  thin  sheet  of  glass  with  a  per¬ 
fectly  even  surface  should  be  at  hand;  also  some  sheets  of  white  blotting 
or  tracing  paper  which  has  been  varnished  on  one  side  to  make  it  more 
transparent.  Moisten  one  surface  of  the  glass  and  apply  to  it  the  non- 
varnished  side  of  the  paper.  The  moisture  makes  this  side  of  the  paper 
also  transparent,  and  fixes  it  to  the  glass.  Now  place  this  papered  glass 
on  the  surface  of  the  section  and  take  an  outline  of  the  parts  forming  it. 
This  can  be  easily  and  rapidly  done.  Of  course  only  the  glass  and  not  the 
papered  surface  must,  be  applied  to  the  section.  An  accurate  sketch  is 
thus  obtained,  which  can  be  transferred  by  tracing,  after  removal  from  the 
glass,  to  an  ordinary  sheet  of  drawing  paper,  and  the  details  filled  in. 


CHAPTER  TV. 

DISSECTION  OF  THE  UPPER  LIMB. 


PART  I. 

THE  THORACIC  WALL  AND  AXILLA. 

Directions. — The  body  being  on  its  back,  raise  the  thorax  to  a  suitable 
height  by  a  block,  and  place  the  arm  on  a  board  at  a  right  angle  to  the 
trunk,  the  hand  being  supinated.  The  chest,  wall,  and  axilla  must  be 
dissected  and  learned  in  from  two  to  three  days,  so  as  not  to  interfere  with 
the  dissectors  of  the  thorax;  and  when  the  body  is  turned,  the  student 
must  dissect  the  superficial  muscles  of  the  back,  which  in  most  dissecting- 
rooms  belong  to  the  possessor  of  the  arm. 


Fig.  24 _ Showing  the  position  of  the  subject  and  the  incisions  for 

DISSECTING  THE  FRONT  OF  THE  BODY. 

Surface  Markings.—  Before  removing  the  skin,  the  student  must 
make  himself  quite  familiar  with  the  bony  projections,  muscular  promi¬ 
nences,  and  depressions  between  them,  which  serve  as  landmarks,  and  are 
used  as  guides  to  the  position  of  parts  beneath  the  skin  and  subcutaneous 
tissues.  He  should  also,  by  moving  the  various  joints  with  the  one  hand 
and  feeling  over  them  with  the  thumb  and  fingers  of  the  other,  appreciate 
any  alterations  in  the  relation  of  parts  produced  by  the  various  move¬ 
ments. 

Bony  Prominences. — On  the  front  and  upper  part  of  the  chest  the 
line  of  the  clavicle  can  be  made  out  in  all  persons.  When  the  arm  rests 
quietly  by  the  side,  the  clavicle  is  slightly  inclined  downwards,  but  when 
the  body  lies  on  the  back,  the  shoulder  falls  back  and  the  clavicle  rises  a 
little,  the  weight  of  the  arm  being  removed.  Near  the  acromial  end  of 
the  clavicle,  on  its  anterior  aspect,  there  is  in  many  elderly  persons  a 
spinelike  bony  projection.  This  is  normal,  but  may  be  mistaken  for  an 
exostosis.  Note  the  forward  curvature  of  the  inner  half  or  more  of  the 
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clavicle,  and  the  {interior  concavity  of  its  acromial  part.  Place  the  tin  O'er 
on  the  sterno-ela vicnlar  joint ,  and  observe  the  ridge  on  the  sternal  end  of 
the  clavicle,  which  must  not  be  mistaken  for  a  bony  or  cartilaginous 
growth.  Move  the  arm  in  various  directions,  and  observe  the  great  mobi¬ 
lity  of  this  articulation.  The  joint  between  the  acromial  end  of  the 
clavicle  and  the  acromion  process  of  the  scapular  spine  forms  usually  an 
even  plane,  but  occasionally  there  is  a  small  bony  projection  on  the  clavi¬ 
cular  part  of  the  joint,  ora  thickening  of  the  inter-articular  tibro-cartilage, 
which  may  be  mistaken  for  a  fracture  or  partial  dislocation  of  the  joint. 
This  condition  may  exist  on  the  opposite  shoulder,  a  reference  to  which 
will  help  to  settle  the  doubt  ;  but  should  it  not  be  present  on  the  opposite 
side,  the  remembrance  of  the  fact  that  the  condition  just  described  may 
occur  unsymmetrically  should  make  the  surgeon  cautious  before  expressing 
the  opinion  that  there  is  either  a  fracture  or  dislocation,  even  supposing 
the  deformity  to  have  been  noticed  subsequent  to  an  injury.  It  must 
be  borne  in  mind  that  these  growths  may  have  been  the  result  of  injury. 

'l’lie  spine  of  the  scapula  can  be  made  out  in  its  whole  length,  and 
also  its  acromion  process.  The  angle  formed  by  the  meeting  of  the  spine 
with  the  acromion  is  a  very  good  place  from  which  to  measure  the  com¬ 
parative  lengths  of  the  amis.  The  measurement  may  extend  ou  the  outer 
side  over  the  deltoid  to  the  external  humeral  condyle,  or  across  the  front 
and  inner  side  of  the  arm  to  the  internal  condvle.  In  dislocation  at  the 
elbow,  which  is  difficult  to  be  made  out,  whether  backwards  or  forwards, 
out  or  in,  measurements  from  the  acromion  to  the  tip  of  the  olecranon 
will  be  of  considerable  value. 

In  some  scapulae  there  is  a  natural  failure  of  union  between  the  spine 
and  the  acromion,  which  is  developed  by  two  independent  centres,  the  union 
being  effected  by  fibrous  tissue  or  by  an  imperfect  articulation.  In  rare 
cases  there  may  be  two  symphyses  and  two  acromial  bones,  one  symphysis 
being  between  the  two  ossicles  forming  the  acromion,  and  the  other  be¬ 
tween  the  spine  of  the  scapula  and  the  acromion.  The  student  must 
remember  these  facts,  as  these  conditions  have  been,  and  may  again  be,  mis¬ 
taken  for  fractures  of  the  acromion,  and  have  been  described  as  such  with 
ligamentous  union. 

Flex  the  forearm  and  grasp  the  elbow  ;  place  the  thumb  of  the  opposite 
hand  over  the  head  of  the  lmmerus,  pressing  deeply;  rotate  the  arm,  and 
notice  the  movements  of  the  humeral  tuberosities  and  head.  The  greater 
tuberosity,  which  is  external,  and  the  lesser,  which  is  in  front  covered  by 
the  deltoid,  form  the  convexity  of  the  shoulder.  In  rotation,  whether  in 
or  out,  it  is  the  tuberosities  which  are  usually  felt,  the  head  of  the  bone 
being  much  more  difficult  to  make  out.  If  the  arm  be  raised,  a  portion 
of  the  head  of  the  bone  can  be  felt  in  the  axilla,  and  at  the  same  time  the 
convexity  of  the  shoulder  is  much  diminished. 

In  the  various  dislocations  at  the  shoulder,  the  absence  of  the  t liberal 
prominences,  the  projection  of  the  acromion,  and  the  presence  of  a  bony 
prominence  below  the  coracoid  process  in  the  axilla,  or  beneath  the  scapular 
spine,  wiy  indicate  the  nature  of  the  dislocation  of  the  humerus.  Should 
fracture  coexist  with  dislocation  a  bony  crepitus  will  be  present, and  it  there 
be  much  swelling  the  diagnosis  becomes  difficult. 

In  thin  or  moderately  stout  subjects  the  neck  <>l  the  scapula  may  be 
frit  by  placing  the  thumbs  high  up  in  the  axilla,  and  the  fingers  in  front 
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and  behind  the  anterior  and  posterior  axillary  folds.  It  is,  however,  rarely 
fractured. 

In  every  position  of  the  humerus  in  the  normal  state  the  great  tubero¬ 
sity  and  external  condyle  look  in  the  same  direction,  and  the  head  of  the 
humerus  faces  very  much  in  the  direction  of  the  inner  condyle.  These 
facts  are  of  service  in  diagnosing  obscure  injuries  about  the  shoulder. 
About  an  inch  to  t  lie  inner  side  of  the  humerus,  and  just  below  the  clavicle 
in  the  groove  between  the  pectoralis  major  and  deltoid  muscles,  the  cora¬ 
coid  process  of  the  scapula  can  be  distinctly  felt.  The  arm  being  pendent 
with  the  palm  forwards,  the  bicipital  groove  which  looks  anteriorly  can 
be  felt  by  pressing  deeply,  and  the  shaft  of  the  humerus  is  best  felt  by 
pressing  the  fingers  deeply  along  its  inner  and  outer  surfaces,  and  between 
the  projection  of  the  biceps  and  triceps. 

The  student  should  now  make  himself  familiar  with  the  various  bony 
prominences  about  the  elbow,  and  should  go  over  them  again  when 
commencing  the  dissection  of  the  forearm.  The  internal  condyle  is 
more  prominent  than  the  external,  and  on  a  slightly  higher  plane.  The 
olecranon  process  of  the  ulnar  is  always  plainly  to  be  felt,  and  is 
rather  nearer  the  inner  than  the  outer  condyle.  The  head  of  the  radius 
can  be  plainly  felt  in  the  integumentous  pit  on  the  outer  side  of  the  ole¬ 
cranon  and  just  below  the  outer  condyle.  This  is  an  important  guide, 
as  by  its  means  we  can  ascertain  if  the  head  of  the  radius  be  dislocated 
or  not. 

The  dissector  should  ascertain  the  relative  positions  of  the  condyles  to 
the  olecranon  in  the  different  movements  of  the  elbow,  and  should  place 
the  thumb  on  one  condyle,  the  forefinger  on  the  other,  and  the  middle 
finger  on  the  olecranon.  The  elbow  being  at  right  angles,  the  tip  of  the 
olecranon  is  immediately  below  the  line  joining  the  condyles.  In  extreme 
flexion  the  tip  of  the  olecranon  is  in  front  of  this  line,  and  in  complete 
extension  the  highest  point  of  the  olecranon  is  immediately  on  a  level 
with  this  line.  In  a  dislocation  of  the  ulna  at  the  elbow,  all  these  rela¬ 
tive  positions  would  be  changed  ;  but  it  is  not  usually  so  in  a  fracture  of 
the  lower  end  of  the  humerus  or  through  the  condyles,  unless  there  be 
un usual  d i splacem en t s. 

Occasionally  there  is  a  ring  or  hooklike  process  of  bone  above  the 
inner  condyle,  the  svpra-condyloui  process.  When  present  it  may  be 
felt.  It  is  a  hook  or  ring  of  bone,  through  which  pass  the  brachial  or 
ulnar  artery  and  median  nerve  in  many  mammals. 

The  borders  and  upper  and  lower  angles  of  the  scapula  can  be  dis¬ 
tinctly  made  out,  and  should  be  manipulated  by  the  student. 

Muscular  Prominences. — Passing  from  the  chest  and  scapula  to  the 
humerus  on  the  back  and  front  of  the  thorax  are  the  pectoralis  major  and 
minor,  forming  the  anterior  wall  of  the  axilla,  both  of  which  may  be  felt; 
and  also  the  subsea] udaris  covering  the  venter  of  the  scapula,  and  form¬ 
ing  with  the  latissimus  dorsi  the  greater  part  of  its  posterior  boundary. 
The  deltoid  which  caps  over  the  shoulder  joint  can  usually  be  plainly  de¬ 
fined,  and  on  the  humerus  the  swell  of  the  biceps  in  front,  and  that  of 
the  triceps  behind,  are  generally  very  distinct. 

A. cilia. — Between  the  chest  and  the  arm  is  the  hollow  of  ihe  armpit, 
in  which  are  placed  the  axillary  vessels  and  brachial  plexus  of  nerves. 
The  skin  covering  it  is  in  the  adult  provided  with  hairs,  and  large  sudori- 
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parous  and  sebaceous  glands.  The  depth  of  this  space  varies  with  the 
position  of  the  limb.  It.  is  deepest  and  most  prominent  with  the  arm 
pendent,  but  if  the  arm  be  lifted,  its  anterior  and  posterior  boundaries  are 
carried  up  and  rendered  tense,  and  the  space  becomes  more  shallow. 

The  fifth  rib  is  in  a  line  with  the  lower  border  of  the  pectoralis  major; 
the  first  visible  digit  ation  of  the  serratus  magnus  corresponds  to  the  upper 
edge  of  the  sixth  rib;  and  the  second  visible  digitation  to  the  seventh 
rib.  The  interval  between  these  is  the  sixth  intercostal  space,  which  is  a 
good  guide  in  tapping  the  chest  or  in  counting  the  ribs. 

As  before  stated,  the  head  of  the  humerus  can  be  felt  in  the  axilla 
when  the  arm  is  raised,  but  the  axillary  glands  cannot  usually  be  felt  if 
they  be  in  a  normal  condition. 

Depressions. — Besides  the  deep  hollow  of  the  axilla  there  are  certain 
intermuscular  spaces,  which  are  notable  landmarks.  There  is  a  slight 
depression  between  the  pectoral  and  deltoid  muscles  about  the  middle  of 
the  clavicle.  The  cephalic  vein  runs  upwards  in  this  space,  and  the  de¬ 
scending  branch  of  the  acromial  thoracic  artery  runs  down,  and  the  coracoid 
process  can  be  plainly  felt  through  it  near  the  humerus.  (Sometimes 
there  is  a  second  groove  near  the  sternal  end  of  the  clavicle,  which  passes 
outwards  and  corresponds  with  the  interval  between  the  sternal  and  clavi¬ 
cular  origins  of  the  pectoralis  major. 

On  each  side  of  the  biceps  is  a  groove,  which  terminates  anteriorly  in 
a  depression  in  front  of  the  elbow.  The  inner  of  the  two  is  the  deeper, 
and  is  the  guide  to  the  brachial  artery.  Along  these  bicipital  depressions 
the  external  and  internal  intermuscular  septa  can  be  felt  in  moderately 
thin  subjects. 

Beneath  the  anterior  fibres  of  the  deltoid  the  coraco-acromial  ligament 
can  be  made  out. 

The  ulnar  nerve  passes  into  the  forearm  between  the  olecranon  and  in¬ 
ternal  condyle,  and  injuries  to  the  inner  side  of  the  elbow  cause  sharp 
pain  along  the  inner  side  of  the  forearm  and  in  the  little  and  ring  fingers, 
giving  rise  to  the  notion  that  in  this  position  was  placed  the  4  Funny 
Bone.’ 

Below  the  front  of  the  outer  condyle,  and  slightly  separated  from  it, 
the  head  of  the  radius  may  be  felt  if  the  forearm  be  rotated. 

Dissection. — Make  an  incision  through  the  skin  only  along  the 
middle  of  the  sternum,  another  along  the  clavicle  for  the  inner  two- 
thirds,  and  continue  it  down  the  front  of  the  arm  about  two  inches  beyond 
llie  anterior  axillary  fold,  carrying  it  down  as  far  as  the  hinder  fold  of  the 
axilla.  A  third  incision  is  to  be  made  from  the  ziphoid  cartilage  to  the 
posterior  part  of  the  axilla.  Beflect  this  Hap  towards  the  arm. 

The  fatty  subcutaneous  layer  or  superficial  fascia  of  the  thorax  is 
similar  to  that  in  other  parts  of  the  body,  but  in  this  region  contains  less 
fat. 

Beneath  this  is  a  stronger  special  fascia,  which  is  continuous  with  the 
fascia  of  the  neck  and  upper  extremity  above,  and  of  the  abdomen  below, 
and  closely  invests  the  muscles.  On  the  thoracic  wall  it  is  thin,  but  is 
much  thicker  across  the  axillary  fold.  It  divides  into  two  layers  opposite 
the  mamma,  one  passing  in  front  and  the  other  behind,  and  numerous 
septa  from  both  its  layers  pass  into  the  substance  of  the  gland  and  sup¬ 
port  its  lobes.  Fibrous  processes  pass  from  the  anterior  layer  to  the  skiu 
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and  nipple,  including  layers  of  fat  in  their  areolae.  These  processes  Sir 
A.  Cooper  named  ligamenta  suspensoria. 

If  this  fascia  be  removed,  the  deep  fascia  of  the  thorax  will  be  ex¬ 
posed.  It  is  a  thin  aponeurotic  layer  which  covers  the  Pectoralis  major 
and  sends  many  prolongations  between  its  fasciculi.  It  is  attached  to  the 
front  of  the  sternum  and  to  the  clavicle,  and  is  thin  over  the  upper  part 
of  the  Pectoralis  major,  but  thicker  in  the  space  between  the  great  pec¬ 
toral  and  latissimus  dorsi  muscles,  where  it  forms  part  of  one  base  of  the 


Fig.  2~>. — Incisions  for  dissecting 

THE  PECTORAL  REGION.  lilGHT  SIDE. 

The  numbers  are  placed  opposite  the  various 
incisions. 
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Fig.  2(>.  -  Diagram  of  incisions  in 

DISSECTING  THE  PECTORAL  REGION, 

arm,  forearm,  and  hand.  Left 

SIDE. 


axilla.  At  the  outer  margin  of  the  latissimus  dorsi  it  divides  into  two 
layers,  one  passing  in  front  and  the  other  behind  it.  These  go  on  to  be 
attached  to  the  spinous  processes  of  the  dorsal  vertebrae,  blending  with 
the  fascia  of  the  opposite  side.  At  the  lower  and  anterior  part  of  the 
thorax  this  deep  fascia  is  stronger,  and  is  continuous  with  the  sheath  of 
the  Rectus. 

If  an  opening  be  made  into  it  as  it  courses  from  the  thorax  to  the  arm, 
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and  the  finger  be  inserted,  the  dissector  will  form  a  better  idea  of  its 
strength  and  connections. 

Directions. — This  fascia  should  bo  carefully  removed,  and  the  nerves 
which  pierce  it  should  be  traced  out.  Small  cutaneous  vessels  will  guide 
to  the  position  of  these  nerves. 

Cutaneous  Nerves. — These  must  be  sought  at  the  inner  and  upper 


Fig. 


Cutaneous  nerves  op  the  right  upper  limb. 


Palmar  aspect. 


part  of  the  thorax,  and  about  the  middle  of  the  clavicle,  and  others  may 
be  found  at  the  side  of  tin'  sternum  at  each  intercostal  space.  The  lateral 
cutaneous  thoracic  nerves  will  be  found  about  an  inch  below  the  anterior 
axillary  fold,  then!  being  one  for  each  intercostal  space,  the  first  excepted. 
These  last-named  nerves  divide  into  an  anterior  and  posterior  branch. 
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The  cutaneous  nerves  of  this  region  come  from  the  cervical  plexus,  or 
from  the  intercostal  nerves. 


Cervical  Cutaneous  Thoracic  Nerves. — The  swpra-clavicu lar  branches 
of  the  cervical  plexus,  which  come  from  the  third  and  fourth  cervical 
nerve,  emerge  beneath  the  posterior  border  of  the  stern o-mastoid,  -and 
descend  between  it  and  the  trapezius,  to  divide  into  sternal,  clavicular  and 
acromial  branches,  which  supply  the  skin  of  the  corresponding  regions. 

The  inner  or  sternal  branch  passes  obliquely  inwards  over  the  clavi¬ 
cular  and  sternal  attachments  of  the  sterno-mastoid,  and  supplies  the  skin 
as  far  as  the  midline,  anastomosing  with  its  fellow.  It  passes  but  a  short 
distance  down. 

'fhe  middle  or  clavicular  filaments,  two  or  three  in  number,  and  of 
larger  size,  cross  the  centre  of  the  clavicle  and  supply  the  skin  over  the 
deltoid  and  pectoral  muscles  to  near  the  lower  border  of  the  latter,  and 
communicate  with  cutaneous  branches  of  the  upper  anterior  intercostal 
nerves.  Sometimes  a  clavicular  branch  passes  through  a  foramen  in  the 
clavicle  at  the  junction  of  the  middle  and  outer  thirds  of  the  bone,  and 
may  join  the  anterior  cutaneous  branch  of  the  second  intercostal  nerve. 

The  external  or  acromial  branch  will  only  now  be  seen  in  part.  It 
crosses  the  outer  surface  of  the  trapezius  and  acromion,  and  goes  to  the 
skin  of  the  upper  and  back  part  of  the  shoulder,  anastomosing  with  the 
circumflex  and  supra-scapular  nerves. 

Cutaneous  Intercostal  Thoracic  Nerves. — These  are  given  off  between 


the  ribs  from  the  trunks  of  the  intercostal  nerves,  which  latter  are  the 
anterior  branches  of  the  dorsal  nerves.  There  are  two  sets  of  these 
cutaneous  nerves.  One  set,  the  lateral  cutaneous  nerves  of  the  thorax, 
arises  from  the  intercostal  trunks  about  midway  between  the  spine  and 
sternum ;  the  other,  the  anterior  set  of  thoracic  cutaneous  nerves,  are 
the  endings  of  the  same  intercostal  trunks  near  the  body  midline.  The 
intercostal  nerves  and  their  branches  are  distributed  to  the  parietes  and 
skin  of  the  thorax,  and  upper  part  of  the  abdomen,  without  being  joined 
in  a  plexus,  differing  in  this  important  respect  from  other  spinal  nerves. 
Each  nerve  joins  the  sympathetic  by  one  or  two  filaments,  and  they  are 
divisible  into  an  upper  and  lower  set.  The  six  upper,  the  first  being 
excepted,  supply  the  thoracic  parietes  ;  the  six  lower  supply  the  lower 
part  of  the  chest,  and  upper  part  of  the  abdomen. 

The  Anterior  Cutaneous  Branches  of  the  intercostals  pierce  the  pec¬ 
torals  and  supply  the  skin  at  the  side  and  forepart  of  the  chest  and  that 
covering  the  mamma,  and  the  upper  digitations  of  the  external  oblique. 
The  anterior  cutaneous  of  the  second  intercostal  joins  the  clavicular 
branch  of  the  cervical  plexus,  and  the  others  supply  the  mammary  gland. 
Cutaneous  branches  of  the  internal  mammary  artery  accompany  these 
nerves,  which  latter  increase  in  size  as  they  pass  downwards.  The 
cutaneous  twig  of  the  second  intercostal  commonly  lacks  the  anterior 


offset. 


Lateral  Cutaneous  Nerves. — These  pierce  the  external  intercostals  and 
serratus  magnus  midway  between  the  vertebrae  and  sternum,  accompanied 
by  cutaneous  vessels,  and  divide  into  two  branches,  anterior  and  posterior. 
The  first  intercostal  nerve  has  not  usually  a  lateral  cutaneous  branch. 
The  anterior  branches  pass  over  the  pectoral  muscles  to  the  mamma  and 
skin  and  increase  in  size  downwards  the  lower  supplying  the  upper  digita- 
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The  anterior  perforating  vessels  are  shown  on  the  sternal  aiul  the  external  mammary,  or  long  thoracic,  on  the 
axillary  side  of  the  breast.  On  the  right  side  the  fascia  is  left. 


the  nerve  of  Wrisberg  especially,  be  large,  this  nerve  is  small.  A  second 
intercosto-lunneral  nerve  is  often  given  off  from  the  third  intercostal,  and 
it  supplies  the  skin  of  the  axilla  and  inner  part  of  the  arm. 

Directions. —  If  the  subject  being  dissected  be  a  male  the  student 
must  proceed  to  the  examination  of  the  axilla  ;  but  should  it  be  a  female, 
he  should  first  examine  the  relations  and  connections  of  the  mammary 
gland,  then  remove  and  dissect  it. 

The  Mammae  are  glands  which  secrete  the  milk,  and  are  accessory  to 
the  reproductive  system.  A  large  class  of  animals  (named  mammalia) 
are  distinguished  by  possessing  these  organs.  They  are  enveloped  in  a 


tions  of  the  external  oblique.  The  anterior  cutaneous  of  the  second  inter¬ 
costal  commonly  lacks  the  anterior  offset.  The  posterior  branches 
decrease  from  above  downwards,  and  supply  the  skin  over  the  latissimus 
dorsi  and  scapula.  The  lateral  cutaneous  branch  of  the  second  intercostal 
is  larger  than  the  others,  and  pierces  the  axillary  fascia  to  supply  the  skin 
on  the  inner  side  of  the  arm,  and  is  called  the  in t ercos t o-hum eral  nerve. 
It  is  divided  into  two  or  more  pieces  as  it  crosses  the  axilla,  and  joins  the 
nerve  of  Wrisberg,  and  piercing  the  deep  fascia  supplies  the  skin  of  the 
upper  half  of  the  inner  and  back  part  of  the  arm  joining  the  internal 
cutaneous  branch  of  the  musculo-spiral.  If  the  other  cutaneous  nerves, 
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largish  quantity  of  fat,  and  present  two  rounded  prominences  on  each  side 
of  the  front  of  the  thorax.  They  are  hemispherical,  and  more  prominent 
at  the  inner  and  lower  aspects,  and  extend  from  the  third  to  the  sixth  or 
seventh  rib,  and  from  a  little  external  to  the  sternum  to  the  anterior 
axillary  fold.  Slightly  below  the  centre  of  each  breast,  and  on  the  level 
of  the  fourth  rib,  projects  the  nijpple  or  mammilla ,  which  is  directed  up 
and  outwards.  The  surface  of  the  nipple  is  darkish,  and  there  is  a  co¬ 
loured  circle  or  areola  around  it,  and  the  skin  within  this  latter  is  of  a, 
darkish  tinge.  In  the  virgin  these  parts  are  pink,  differing  in  depth  of 
colour  according  to  the  individual’s  complexion;  but  in  pregnant  women 
or  those  who  have  borne  children,  or  are  menstruating,  they  are  always 
darker.  Aft  er  lactation  the  dark  colour  subsides,  but  never  completely 
vanishes.  The  nipple  is  about  half  an  inch  or  more  in  length,  and  pre¬ 
sents  a  shallow  depression  near  its  centre,  where  it  is  redder. 

The  skin  of  the  nipple  and  areola  is  marked  with  wrinkles  and  covered 
with  papillae  and  lubricating  glands.  The  nipple  is  perforated  at  its  sur¬ 
face  by  numerous  foramina,  which  are  the  openings  of  the  galactophorous 


Fig.  29. — Vertical  section  op  the  breast  through  the  nipple  to  near 

ITS  BASE. 

a  a.  The  lactiferous  ducts  with  their  dilatations  and  branched  lobules  between. 


ducts ;  and  on  its  surface  are  small  tubercles,  which  are  caused  by  the  pro¬ 
jections  of  minute  glands  having  branched  ducts,  four  or  live  of  which 
open  on  each  elevation.  The  tissue  of  the  nipple  is  highly  vascular,  and 
contains  unstriped  muscular  fibre,  and  its  papilla;  are  very  sensitive,  irrita¬ 
tion  of  it  causing  contraction  of  the  muscular  fibres  which  surround  the 
base,  and  of  some  radiating  fibres  which  run  from  the  base  to  the  apex  of 
the  nipple,  and  induce  it  to  become  firmer  and  project. 

The  base  of  tin*  mamma  is  oval,  slightly  concave  and  flattened,  and 
extends  longitudinally  from  the  third  to  the  sixth  or  seventh  rib,  and 
transversely  from  the  side  of  the  sternum  to  the  axilla.  Its  longest 
diameter  is  directed  up  and  out  towards  the  axilla.  It  is  about  an  inch 
and  half  thick,  its  thickest  part  being  near  the  centre  opposite  the  nipple 
It  weighs  from  six  to  eight  ounces.  Its  widf  h,  if  not  enlarged  by  suckling, 
is  usually  about  four  inches.  It  is  embedded  in  connective1  tissue  and  fat, 
and  rests  on  the  pectoralis  major,  from  which  it  is  separated  by  a  strong 
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layer  of  areolar  tissue,  which  is  continuous  with  Ihe  deep  fascia.  On  its 
surface1  and  passing  between  its  lobes  is  a  considerable  quantity  of  fat, 
which  gives  the  smooth  round  or  oval  form  to  the  gland.  This  fat  is  of 
a  bright  yellow,  and  of  firm  consistence,  and  subdivided  into  lobules  by 
septa  of  connective  tissue.  The  nipple  and  areola  are  devoid  of  fat,  as 
also  is  the  finer  structure  of  the  gland. 

Strnctu  re. — ' the  mammae  resemble  those  glands  which  are  constituted 
by  the  fascicular  terminations  of  branched  ducts.  They  consist  of  many 
distinct  lobes  and  lobules  held  together  by  strong  intervening  connective 
and  fatty  tissue  penetrat  ing  between  them.  Each  lobe  has  an  excretory 
or  lactiferous  duct  and  is  subdivided  into  smaller  lobes,  and  these  again 
into  smaller  and  smaller  lobules,  which  are  connected  by  areolar  tissue, 
blood-vessels,  lymphatics,  and  ducts. 

The  lobules  are  of  a  pale  red  creamy  colour  and  are  composed  mainly  of 
the  vascular  dilatations  of  the  lactiferous  ducts,  which  look  like  clusters  of 
minute  round  vesicles  about  the  size  of  a  pin-hole,  and  having  a  diameter 


Fig.  30. —Showing  the  lymphatic  vessels  and  plexuses  of  the  right  breast. 


The  large  trunks  to  the  left  margin  end  with  axillary  glands. 


from  ten  to  thirty  times  as  large  as  the  closest  capillary  network  which 
surrounds  them.  A  number  of  the  vesicles  around  their  duet  form  the 
glandule  or  lobule,  which  may  vary  in  size  from  a  pin’s  head  to  a  small  oat 
seed.  The  lobes  are  formed  by  the  union  of  the  lobules,  and  are  about 
twenty  in  number,  each  having  a  distinct  galactophorous  duct.  These 
latter  are  from  fifteen  to  twenty  in  number  and  converge  to  the  areola, 
beneath  which  t  hey  have  oblong  dilatations  (or  reservo  t  rs ,  ampulla1,  si  a  uses , 
or  sacculi )  from  one-sixth  to  one-third  of  an  inch  in  width.  At  the  base 
of  the  nipple  these  become  reduced  in  size,  approximate  each  other,  the 
central  ones  being  the  largest,  and  then  pass  side  by  side,  surrounded  by 
connective  tissue  and  vessels,  through  the  nipple  to  its  summit,  nearly 
parallel  with  each  other  and  without  inter-communication,  and,  narrowing, 
gradually  open  on  the  apex  of  the  nipple  by  separate  orifices  ol  the 
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size  of  a  hair  bristle  to  that  of  an  ordinary  pin.  These  openings  are 
placed  in  little  depressions  and  are  smaller  than  their  respective  ducts. 

Although  this  description  be  rather  minute,  the  dissector  may  verify 
it  by  the  ordinary  dissecting  means  at  his  command  and  the  use  of  a 
common  magnifying  glass,  lie  may  inject  some  of  the  ducts  by  means  of 
a  hypodermic  syringe  prior  to  dissection. 

In  the  male  this  gland  and  all  its  parts  are  present  but  in  a  rudimentary 
state,  the  gland  measuring  usually  only  six  to  nine  lines  across  and  two 
lines  thick.  Sometimes  the  male  mamma  in  young  subjects  enlarges  and 
secretes  a  thin  watery  fluid,  and  in  rare  instances  it  has  formed  milk. 
The  nipple  is  small  and  is  surrounded  by  an  areola  which  is  studded  with 
hairs. 

Flood- Vessels  and  Nerves. — The  arteries  of  the  breast  come  from  the 
long  thoracic,  axillary,  internal  mammary  and  subjacent  intercostals.  The 
veins  end  in  the  axillary  and  internal  mammary  trunks,  and  some  in  the 
intercostal  veins.  Haller  described  a  venous  circle  around  the  base  of  the 
nipple,  and  called  it  the  Circulvs  venosus.  This  becomes  distended  in 
menstruation,  pregnancy  and  lactation.  The  lymphatics  of  the  outer  side 
of  the  gland  enter  the  axillary  lymphatic  glands,  and  those  on  the  inner 
side  debouch  into  the  anterior  mediastinal  glands.  The  nerves  come  from 
the  anterior  and  lateral  cutaneous  branches  of  the  third,  fourth  and  fifth 
intercostals. 

Varieties. — There  may  be  two  or  three  nipples  on  one  mamma,  and 
there  maybe  supernumerary  mammae.  In  rare  cases  four  or  five  additional 
breasts  have  been  observed.  These  supernumerary  glands  are  most  fre¬ 
quently  placed  near  the  ordinary  pair,  but  sometimes  they  are  in  the 
axilla,  on  the  thigh,  back,  groin  or  abdomen.  The  mamma  sometimes 
enlarges  to  an  enormous  extent,  and  I  have  seen  an  instance  in  the  Middle¬ 
sex  Hospital,  under  the  late  Mr.  De  Morgan,  in  which  both  reached  below 
the  knees.  The  subject  was  a  girl  under  twenty. 


TIIE  AXILLA. 

Dissection. — Remove  the  fat  and  fascia  from  the  pectoralis  major, 
carrying  the  scalpel  in  the  direction  of  its  fibres  from  the  thorax  to  the 
arm  ;  remove  the  fatty  tissue  from  the  axilla,  being  careful  of  the  many 
vessels,  nerves  and  lymphatic  vessels  and  glands  in  it.  A  good  plan  is  to 
follow  up  a  blood-vessel  to  the  axillary  artery  or  vein,  and  then  remove 
the  fascia  from  these  large  vessels  and  trace  out  their  branches.  The  alar 
and  long  thoracic  branches  of  the  axillary  artery  run  towards  the  thorax 
and  nearer  the  anterior  wall  of  the  thorax.  The  circumflex  and  subscapular 
vessels  and  nerves  are  nearer  Ihe  posterior  boundary,  where  also  are  the 
lesser  internal  cutaneous  nerve  and  the  musculo-spiral,  near  the  sheath  of 
the  axillary  vessels.  Close  to  the  posterior  aspect  of  the  axillary  vein  is 
the  lesser  internal  cutaneous  or  nerve  of  Wrisberg,  which  is  joined  by  the 
intercosto-humeral,  a  branch  of  the  second  intercostal  nerve.  Define  the 
large  nerves  of  the  brachial  plexus  and  the  posterior  thoracic  nerve,  which 
lies  on  the  serratus  magnus,  and  is  a  branch  of  the  brachial  plexus  given 
off  above  the  clavicle.  The  posterior  branches  of  the  intercostal  nerves 
will  be  seen  crossing  the  axilla. 
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Boundaries. —  I'lie  axilla  is  a  doubly  pyramidal  space,  placed  between 
the  side  and  upper  part  of  the  thorax  and  the  inner  side  of  the  arm.  The 


Fig.  31.— Deep  axillary  fascia. 


1.  Pectoral  fascia. 

2.  Deltoid  fascia. 

3  Opening  for  cephalic  vein. 

4.  Brachial  fascia. 

5.  Axillary  fascia. 

C.  Passage  of  the  pectoral  fascia 
into  the  costo-coracoifl  fascia. 

7.  Brachial  arch. 

8.  Axillary  arch. 

!>.  Skin. 

10.  The  same  reflected. 


Right  side. 


base  of  one  pyramid  or  cone  (the  thoracico-humeral  base)  is  formed  by  the 
skin  and  deep  fascia  passing  from  the  chest  to  the  arm  between  the  pec- 
toralis  major  in  front,  and  the  latissimus  dorsi  behind,  the  apex  of  which 


Fig.  32.  The  left  axilla. 


J.  Fecfcornlis  major. 

2.  Pectoral  is  minor. 

3.  Serratus  magnus. 

4.  Latissimus  dorsi. 

6.  Sutmcapulnris. 
f».  Teres  major. 

7.  Anterior  part  of  deltoid. 


8.  Long  head  of  triceps. 

P.  Axillary  artery. 

10.  Circumflex  vessels  and  nerve. 

11.  Outer  head  of  median  and  ex¬ 

ternal  cutaneous  arising  to¬ 
gether. 


12.  Inner  head  of  median,  ulnar, 

and  internal  cutaneous  aris¬ 
ing  together. 

13.  Inner  root  of  median, 

14.  External  cutaneous. 
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is  upwards  at  the  root  of  the  neck,  and  corresponds  to  the  space  between 
t He  two  scalene  muscles  on  the  first  rib  ;  or  to  t  hat  between  the  clavicle,  t  he 
upper  margin  of  t  he  scapula  and  the  first  rib.  The  base  of  t  he  second  pyramid 
(thoracic  base)  is  at  the  chest  wall,  and  the  apex  at  the  humerus  between  the 
pectoralis  major  and  the  latissimus  dorsi.  The  anterior  wall  is  formed  by 
the  pectoralis  major  over  its  whole  extent  and  the  pectoralis  minor  over  its 
central  portion.  The  posterior  limit,  which  extends  lower  and  reaches 
further  out  than  the  anterior,  is  formed  from  above  downwards  by  the 
subscapularis,  teres  major  and  latissimus  dorsi  muscles.  It  is  bounded  in¬ 
ternally  by  the  first  four  ribs  with  the  intervening  intercostals,  covered  by 
their  fascia  and  the  upper  part  of  the  serratus  magnus  ;  and  externally  the 
space  is  narrow  because  the  anterior  and  posterior  boundaries  converge. 
It  is  limited  by  the  coraco-brachialis,  biceps  and  humerus. 

Content s. — The  axilla  contains  the  axillary  vessels  and  their  branches, 
the  brachial  plexus  of  nerves  and  its  branches,  branches  of  the  intercostal 
nerves,  lymphatic  vessels  and  glands,  and  a  large  quantity  of  loose  con¬ 
nective  tissue  and  fat. 

Relative,  Position  of  Vessels  and  Nerves. — The  axillary  artery  and 
vein  and  brachial  plexus  pass  obliquely  along  the  outer  boundary  of  the 
space,  and  much  nearer  the  anterior  than  the  posterior  wall,  the  vein  being 

1.  Upper  end  of  humerus. 

2.  Scapula. 

3.  Kibs. 

4.  Pectoralis  major. 

5.  Serratus  magnus. 

0.  Subscapularis. 

7.  Axillary  vein. 

8.  Axillary  artery. 

9.  Tendon  of  long  head  of  biceps  in  the 
bicipital  groove. 

10.  Short  head  of  biceps  and  coraco- 
brachialis. 

11,  12,  and  13.  Median,  musculo-spiral, 
and  musculo-cutaneous  nerves. 

Fig.  33.  Diagrammatic  antero-posterior  section  through  tiie  left 

AXILLA  JUST  ABOVE  ITS  THORACICO-HUMERAL  BASE. 

lower  than,  and  on  the  thoracic  side  of,  the  artery.  At  the  anterior  part  of 
the  space,  very  close  to  the  pectoral  muscles,  are  the  thoracic  branches  of 
the  artery,  especially  the  long  thoracic,  and  parallel  with  it,  though  nearer 
the  middle  of  the  axilla,  are  the  external  mammary  artery  and  vein. 
Along  the  posterior  boundary  in  contact  with  the  lower  margin  of  the  sub¬ 
scapularis  are  the  subscapular  vessels  and  nerves;  and  winding  round  the 
lower  edge  of  this  muscle  are  the  dorsalis  scapulae  artery  and  veins;  and 
close  to  the  humeral  end  of  the  muscle  the  posterior  circumflex  vessels  and 
nerve  curve  back  and  out  beneath  the  axillary  vessels  to  the  shoulder. 
On  the  thoracic  or  inner  side  only  a  few  small  branches  of  the  superior 
thoracic  are  to  be  found  ;  but  the  posterior  thoracic  or  external  respiratory 
nerve  of  Bell  descends  on  the  outer  surface  of  the  serratus  magnus  to 
supply  it;  and  piercing  the  anterior  superior  part  of  this  boundary,  the 
lateral  cutaneous  or  intercosto-humeral  nerve,  or  nerves,  pass  across  the 
axilla  to  the  inner  side  of  the  arm. 

There  is  a  large  quantity  of  loose  connective  tissue  in  the  axilla,  and  a 
number  of  small  arteries  and  veins,  and  several  lymphatic  glands  with 
their  intervening  lymphatic  vessels. 

The  axillae;/  lymphatic  y lands  are  usually  arranged  in  two  sets,  one 
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is  situated  on  ilie  thoracic  side;  of  the  blood-vessels,  and  the  other  occupies 
the  hinder  and  lower  part  of  the  space  along  the  posterior  boundary.  The 
glands  vary  in  number  and  size,  but  there  are  usually  ten  or  twelve  with 
small  blood-vessels  from  the  branches  of  the  axillary  vessels  to  them. 

f’he  glands  at  the  side  of  the  blood-vessels  receive  the  lymphatics  of 
the  arm,  but  the  lymphatics  of  the  posterior  surface  of  the  back,  from  the 
forepart  of  the  thorax  and  the  outer  portion  of  the  mamma,  empty  them¬ 
selves  into  the  glands  along  the  hinder  boundary  of  the  axilla.  Most  of  the 
efferent  ducts  from  these  glands  join  to  form  a  trunk  which  empties  itself 
into  tin'  lymphatic  duct  of  the  same  size  at  the  root  of  the  neck,  but  some 
mav  separately  empty  into  the  subclavian  vein. 

~  ri  5G 
to  S  S' 


artery 


Internal  cutaneous  nerve 


Musculo-spiral  drawn  in 
Ulnar  nerve 


Subscnpular  artery 
Teres  major 

Latissimus  dorsi 


Axillary  vein  — 


Pectoralis  majoi  , 
l’ectoral is  minoi_  I 
Lymphatic  glands.  The  1 
long  thoracic  artery  ana' 
Bull's  nerve  are  also 
shown 


Km.  iit ,  Relations  op  stucotukes  in  the  lept  axilla. 

.  Smr/ical  Anatom//. — The  dissector  should  attentively  study  the  rela¬ 
tions  of  the  important  vessels  and  nerves  in  this  space,  because  there  is 
frequent  need  of  surgical  interference  in  this  region.  The  third  part  of 
the  axillary  artery  may  have  to  be  secured,  or  the  nerves  may  have  to  be 
cut  down  upon  and  stretched.  Tumours  may  have  to  be  extirpated  in  this 
region,  and  the  lymphatic  glands  are  frequently  removed  when  they  are 
enlarged  either  during  or  after  the  operation  of  extirpation  of  the  breast 
for  cancer  or  sarcoma.  The  third  part  of  the  axillary  artery  may  have  to 
lie  compressed  by  the  fingers  (digital  compression),  or  by  a  tourniquet,  in 
amputation  through  the  arm  high  up,  and  by  knowing  the  position  and 
relations  of  the  vessels,  tin1  best  and  easiest  mode  in  which  it  may  be  com- 
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pressed  will  be  obvious  to  (he  student.  Esmarch’s  elastic  bandage  cannot 
well  be  used  in  amputation  through  the  arm  very  high  up. 

The  Pectoralis  Major  is  a  triangular  broad,  thick  muscle  placed  at  the 
upper  and  anterior  part  of  the  thorax,  and  in  front  of  the  axilla.  Its  base  is 
at  the  chest,  and  its  apex  at  the  humerus.  It  arises  by  aponeurotic  fibres, 


: 

$r  | 

wM 

1.  Int.  mammary. 

2.  Intercostal  arteries. 

3.  Perforating. 

4.  Ext.  branch  of  mammary. 

G.  Int.  „  „ 

fi.  Epigastric. 

7.  Anast.  with  int.  mammary. 

8.  Long  thoracic. 

9.  Circumflex  iliac. 

10.  Superficial  epigastric. 

11.  „  pudic.  The  serratus 
magnus  has  been  cut  away  on 
the  left  of  the  figure  to  show 
the  intercostal  muscles  and 

^arteries. 


Fig.  35.-  Showing  oiugin  of  pectoralis  major  on  the  right  of  figure,  and  of 

THE  SUBCLAVIUS  ON  THE  LEFT,  AND  THE  ANASTOMOSES  BETWEEN  THE  INTERNAL 
MAMMARY  AND  EPIGASTRIC  ARTERIES. 


which  intersect  those  of  the  opposite  muscle,  from  the  cartilages  of  all  the 
true  ribs,  the  first  or  seventh,  or  both,  being  excepted ;  from  the  aponeurosis 
of  the  external  oblique,  from  half  the  breadth  of  the  anterior  surface  of  the 
sternum  as  far  as  the  cartilage  of  the  sixtli  or  seventh  rib,  and  from  the 
anterior  surface  of  the  sternal  half  of  the  clavicle.  The  fibres  rotate  and 
converge  to  its  insertion.  The  clavicular  fibres  pass  down  and  out,  and  are 
generally  separated  from  the  rest  by  a  small  interval;  those  from  the 
lower  end  of  the  sternum  and  lower  costal  cartilages  pass  up  and  out  beneath 
the  former,  whilst  the  middle  fibres  pass  horizontally  out.  These  three 
sets  of  fibres  overlap  each  other,  (he  upper  overriding  (he  middle,  and 
the  middle  the  lower.  The  fibres  of  (he  lower  portion  are  folded  back 
upon  themselves,  so  that  those  fibres  which  are  lowest  in  front  are  highest 
at  their  insertion.  These  various  fibres  end  in  aflat  tendon  about  two 
inches  broad,  which  is  inserted  into  the*  anterior  bicipital  ridge  of  (he 
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humerus.  The  tendon  is  bilaininate,  one;  lamina  being  in  front  of  the 
other,  and  these  are  usually  blended  below.  The  anterior  lamina  is  the 
thicker, and  receives  the  clavicular  and  upper  half  of  the  sternal  part  of  the 
muscle.  The  posterior  lamina  receives  the  lower  half  of  the  sternal  portion. 
From  this  disposition  it  occurs  that  the  fibres  of  the  tipper  and  middle 
portions  are  inserted  into  the  lower  part  of  the  bicipital  ridge,  while  those 
of  the  lower  portion  are  attached  to  its  upper  part.  At  its  insertion  this 
tendon  is  connected  with  that  of  the  deltoid,  and  it  sends  up  an  expansion 
along  the  bicipital  groove  towards  the  head  of  the  humerus,  which  often 
blends  with  and  strengthens  the  capsule  of  the  shoulder  joint.  Another 
expansion  passes  down  and  back,  lining  the  bicipital  groove,  and  yet 
another  is  given  off  to  the  deep  fascia  of  the  arm. 

Actions. — It  is  an  adductor  and  internal  rotator  of  the  arm,  and  can 
move  the  limb  forwards  until  (he  elbow  is  in  front  of  the  trunk.  The 
clavicular  fibres  will  assist  in  raising  as  well  as  adducting  the  arm.  The 
middle  horizontal  fibres  will  simply  adduct,  and  the  lower  sternal  and  costal 
fibres  will  adduct  and  depress.  If  the  arm  have  been  raised,  the  pectoralis 
major,  acting  with  the  latissimus  dorsi  and  teres  major,  will  bring  it  down. 
Taking  its  fixed  point  from  the  humerus,  it  will  act  as  an  extraordinary 
muscle  of  inspiration  raising  the  ribs,  as  may  be  seen  in  persons  suffering 
from  dyspnoea. 

Nerves. — External  and  internal  anterior  thoracic  and  filaments  from 
the  intercostals. 

Varieties. — These  consist  usually,  in  a  less  or  greater  extent,  of  its 
attachments  in  muscular  subjects.  The  origins  of  the  two  muscles  are 
separated  by  a  narrow  interval,  but  in  ill-developed  bodies  there  is  a  large 
interspace.  The  clavicular  part  may  be  absent  or  completely  blended  with 
the  deltoid.  In  rare  instances  the  whole  sternal  portion  is  wanting. 
Sometimes  additional  muscular  slips  pass  from  the  aponeurosis  of  the 
external  oblique  to  the  lower  margin  of  the  pectoralis.  Sometimes 
muscular  slips  connect  it  with  the  biceps  or  with  the  latissimus  dorsi 
(muscular  arches).  Occasionally  a  slender  slip,  parallel  with  the  outer 
margin  of  the  sternum  and  overlapping  its  origin,  is  present.  It  is 
attached  above  to  the  upper  part  of  the  sternum  near  the  sternal  origin  of 
the  sterno-mastoid,  and  below  it  is  connected  to  the  sheath  of  the  rectus. 
This  slip  is  named  the  Rectus  sternalis.  A  muscular  band  passing  from 
a  fascial  origin  from  some  of  the  lower  true  and  upper  false  ribs  to  a  vari¬ 
able  aponeurotic  or  tendinous  insertion,  somewhere  along  the  inner  border 
of  the  arm,  or  even  as  low  as  the  inner  humeral  condyle,  is  sometimes 
found,  and  is  called  the  Ghoudro-  or  Costo-Epitrochleari*.  There  may 
also  be  a  great  gap  between  the  clavicular  and  sternal  portions.  Rarely  a 
supernumerary  fasciculus  from  tin'  fascia  covering  the  serrat  us  passes  to 
the  lower  border  of  the  muscle,  and  equally  rare  is  a  deep  supernumerary 
fasciculus  which  passes  from  the  second  or  third  costal  cartilage  or  neigh¬ 
bouring  part  of  the  sternum  to  the  deep  layer  of  the  deltoid  sheath. 
Occasionally  its  tendon  receives  a  small  muscular  fasciculus  from  tin' 
internal  intermuscular  aponeurosis,  and  sometimes  fasciculi  are  given  off 
from  its  inferior  border  which  pass  wit  h  I  he  pectoralis  minor  to  he  at tached 
to  the  coracoid  process,  or  pass  down  to  the  flexor  muscles  of  the  arm.  Its 
tendon  sometimes  gives  a  separate  expansion  to  the  lesser  tuberosity. 

Dissection ,  and  Relation*  <>J  the  Pectoralis  Major. —  Ifivide  tin* 


DISSECTI ON  OF  THE  TJEVEE  LIMB. 


101 


pectoralis  major  along  its  clavicular  attachments,  being  careful  of  the 
vessels  and  nerves  which  enter  its  under  surface.  Cut  through  its  sternal 


1.  Chin. 

2.  Hyoid  bone. 

3.  Clavicle. 

4.  Sternum. 

0.  Umbilicus. 

G.  Deltoid. 

7.  Triceps. 

8.  Teres  minor. 

9.  Teres  major. 

10.  Lat.  dorsi. 

11.  Pect.  maj. 

12.  Pect.  min. 

13.  Serratus  mag. 

14.  Ext.  oblique. 

10.  Linca  alba. 

16.  Ext.  inguinal  ring. 

17.  Aponeurosis  of  ext.  ob¬ 

lique. 

18.  Gluteus  medius. 

19.  Tensor  fascia?  latre. 

20.  Ptectus  femoris. 

21.  Sartorius. 

22.  Uio-psoas.  Poupart’s  lig. 

between  16  and  22. 

23.  Pectineus. 

24.  Add.  long. 

20.  Gracilis. 

2G.  Platysma  myoides. 

27.  Sterno-cleido -mastoid. 

28.  Trapezius. 


Fig.  ISO.  Superficial  muscles  of  the  trunk.  Anterior  view,  one-fifth. 


part  about  three  or  four  inches  from  the  sternum,  and  reflect  it  inwards 
and  outwards.  Remove  the  fat  and  fascia,  passing  from  the  upper  border 
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<>l  the  pectonilis  minor  to  the  clavicle,  and  expose  the  cost o-coracoid  mem- 
hrane.  The  cephalic  vein,  the  anterior  thoracic  nerves,  and  the  acromial 
thoracic  artery  which  pierce  this  membrane  will  now  be  seen.  The  tendon 
of  insertion  and  any  of  its  expansions  should  now  be  examined,  and  the 
two  ends  for  a  moment  replaced  to  study  its  relations. 

Relations. —  In  relation  with  its  anterior  surface  are  the  skin,  super¬ 
ficial  fascia,  and  fat,  lower  part  of  the  platysrna,  and  the  mamma.  Its 
posterior  surface  lias  the  following  relations  (parts  covered  by  the  pecto- 
ralis  major)  :  near  the  thorax  are  the  sternal  ribs  and  costal  cartilages,  the 
peetoralis minor,  servatus  magnus, and  intercostals,  and  near  the  axilla  it  is 


in  relation  with  the  axillary  vessels  and  nerves,  between  the  peetoralis 
minor  and  clavicle  it  conceals  the  subclavius  muscle,  the  axillary  vessels 
in  their  sheath,  the  branches  piercing  the  sheath,  and  the  anterior  thoracic 
nerves.  Below  the  peetoralis  minor  its  folded  lower  border  forms  the 
anterior  margin  of  the  axilla,  and  near  the  humerus  it  rests  on  the  biceps 
and  coraco-bracl i Jalis  muscles.  Its  upper  border  is  parallel  with  the 
anterior  border  of  the  deltoid,  separated  by  a  slight  interval  which  widens 
towards  the  clavicle  in  which  run  up  the  cephalic  vein,  and  the  humeral 
branch  of  the  acromio-thoracic  art er\  runs  down. 
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The  Pectoralis  Minor  is  triangular,  with  its  apex  at  the  coracoid  process, 
and  base  at  the  thorax.  It  passes  obliquely  up  and  out,  crossing  diagonally 
beneath  the  Pectoralis  major.  It  arises  by  three  tendinous  digitations 
from  the  upper  margins  and  outer  surfaces  of  the  third,  fourth,  and  fifth 
ribs  external  to  their  cartilages,  and  from  the  aponeurosis  covering  the 
corresponding  intercostal  s«  The  fibres  pass  up  and  out  to  a  Hat  tendon 
which  is  inserted  into  the  anterior  border  and  anterior  half  of  the  upper 
surface  of  the  coracoid  process  of  the  scapula,  blending  with  the  short 
head  of  the  biceps  and  coraco-brachialis. 

Relations. — In  front  of  it  are  the  pectoralis  major  and  the  superior 
thoracic  vessels  and  nerves;  behind  it  are  the  third,  fourth,  and  fifth 
ribs,  and  corresponding  intercostals,  some  digitations  of  the  serratus  mag- 
nus,  the  axilla,  and  the  axillary  vessels  and  nerves.  Its  upper  border  is 
separated  from  the  clavicle  by  a  triangular  space  (infra-clavicular  space  or 
triangle),  the  base  of  which  is  internal  and  the  apex  at  the  coracoid  pro¬ 
cess.  The  lower  border  near  the  thorax  projects  beyond  the  pectoralis 
major,  and  the  long  thoracic  artery  runs  along  it. 


Fig.  38. — Antero-posterior  section  of  the  clavicle,  pectorals,  and  costo- 

CORACOID  MEMBRANE,  SEEN  FROM  THE  SIDE  (DIAGRAMMATIC). 

Above  is  the  clavicle  with  the  subclavius  beneath  it ;  to  the  right  is  the  pectoralis  major  and  fascia  covering  it ; 
to  the  left  is  the  pectoralis  minor  and  costo-coracoid  ligament  above  it;  find  below  is  the  skin  and  fascia  of 
the  axilla. 

Action. — It  draws  the  scapula  forwards,  downwards,  and  inwards,  and 
the  scapula  being  fixed,  it  raises  ihe  third,  fourth,  and  fifth  ribs. 

Nerve. — Internal  anterior  thoracic. 

The  Costo-coracoid  Membrane  or  Ligament  is  a  strong  piece  of  fascia, 
which  is  thicker  externally  at  its  coracoid  attachment,  but  thinner  inter¬ 
nally,  where  it  is  connected  with  the  lower  border  of  the  clavicle  as  far  as 
the  sternal  end  of  the  first  rib.  Below  it  is  continuous  with  the  fascia 
inclosing  the  pectoralis  minor;  externally  it  covers  the  axillary  vessels  and 
nerves,  blending  with  the  sheath  of  Ihe  vessels  beneath  the  pectoralis 
minor,  and  then  joins  the  deep  fascia  of  the  arm.  It  is  attached  above , 
between  the  rib  and  the  coracoid  process,  to  the  lower  border  of  the  clavicle 
inclosing  the  subclavius.  Internally  it  is  of  less  extent  than  externally, 
as  in  the  former  position  it  passes  but  a  short  distance  on  the  axillary 
vein.  It  is  pierced  by  the  cephalic  vein,  the  acromio-  and  superior  tho¬ 
racic  arteries  and  vein,  and  the  external  and  internal  anterior  thoracic 
nerves. 

Dissection. — Carefully  cut  through  the  costo-coracoid  membrane  near 
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tin1  clavicle,  and  having  dissected  nut  (lie  structures  which  pierce  it,  throw 
il  downwards.  The  infra-clavicular  space  and  its  boundaries  and  contents 
will  then  be  apparent. 

Tluj  /  nj  ra-C  'In  vicnlar  Space  or  Triangle  is  bounded  above  by  the  clavicle, 
and  below  by  the  upper  border  of  the  pectoralis  minor.  Its  base  is  at  the 
outer  margin  of  the  sternum,  and  its  apex  at  the  coracoid  process.  It  is 
covered  in  by  the  skin  and  superficial  fascia,  the  upper  part  of  the  pectoralis 
major,  and  the  costo-coracoid  membrane.  Its  floor  is  formed  by  the  anterior 
part  of  the  first  two  intercostal  muscles.  It  contains  the  first  part  of  the 
axillary  vessels  in  their  sheath  and  the  cords  of  the  brachial  plexus.  In 
the  very  rare  operation  of  tying  the  first  part  of  the  axillary  artery,  this 
space  must  be  opened  into. 

Directions. — Raise  the  lower  border  of  the  subclavius,  and  trace  the 
fascia  inclosing  it  to  its  attachment,  then  clean  the  sheath  of  the  axillary 
vessels  and  nerves. 

'the  Sheath  of  the  Axillary  Vessels  and  Nerves  is  a  continuation  of 
the  deep  cervical  fascia,  being  a  prolongation  from  the  fascia  on  the  scalene 
muscles.  It  resembles  in  shape  and  function  the  funicular  membranous 
tube  surrounding  the  upper  part  of  the  femoral  vessels.  It  is  a  loose 
sheath,  strengthened  near  the  clavicle  by  the  costo-coracoid  membrane. 
Its  anterior  part  is  perforated  by  the  same  structures  which  pierce  the 
costo-coracoid  fascial  band. 

The  Subclavius  is  a  long  spindle-shaped  muscle  between  the  first  rib 
and  clavicle.  It  arises  by  a  short  thick  tendon  from  the  anterior  part  of 
the  cartilage  of  the  first  rib  in  front  of  the  rhomboid  or  costo-clavicular 
ligament.  Its  fibres  pass  obliquely  up  and  out,  and  are  inserted  into  a 
dee])  groove  on  the  under-surface  of  the  middle  third  of  the  clavicle  between 
the  internal  and  external  tubercles  which  are  for  the  attachment  of  the 
costo-  and  coraeo-clavicular  ligaments. 

Relations. — By  its  tipper  surface  with  the  clavicle  ;  by  its  under  with 
the  end  of  the  subclavian  or  commencement  of  the  axillary  vessels  and 
brachial  plexus  of  nerves.  Its  anterior  surface  is  separated  from  the  pec¬ 
toralis  major  bv  the  costo-coracoid  membrane,  which  sends  a  process  also 
behind  it. 

Action. —  It  depresses  and  draws  forward  the  clavicle,  and  also  the 
scapula  indirectly  ;  and  if  the  clavicle  be  fixed  it  raises  tin*  first  rib 

Nerve. —  it  is  supplied  by  a  branch  from  the  cord,  which  results  from 
the  junction  of  the  fifth  and  sixth  cervical  nerves,  and  is  given  oft  above 
the  clavicle,  being  situated  in  the  subclavian  triangle. 

Varieties. — It  sometimes  has  no  clavicular  attachment,  being  inserted 
into  the  root  of  the  coracoid  process;  or  it  may  have  a  double  insertion, 
one  into  the  clavicle  and  another  into  the  coracoid  process,  When  the 
former  condition  exists  it  may  bo  called  tin*  costo-coracoid  muscle. 

Dissection. — Carefully  remove  the  sheath  of  the  axillary  vessels  and 
the  remains  of  the  costo-coracoid  membrane,  and  clean  the  axillary  vessels 
and  nerves. 

The  Axillary  Artery  is  the  continuation  of  the  subclavian,  and  extends 
from  the  lower  border  of  the  first  rib  to  the  lower  border  of  the  latissimus 
dorsi  and  teres  major  muscles,  when1  it  becomes  the  brachial.  In  the 
axilla  its  position  will  be  indicated  by  a.  line. from  the  middle  of  the  clavicle 
to  <  lie  inner  edge  of  the  coraco-braehialis,  but  its  direct  ion  varies  wit  h  t  he 
position  of  the  limb;  for  when  the  arm  is  pendent,  it  forms  a  curve  whose 
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convexity  is  u]>  and  mil  ;  when  the  arm  forms  a  right  angle  with  the  side 
of  the  chest,  it  is  almost  straight;  hut  when  the  limb  is  much  raised,  (lie 
artery  forms  a  curve  whose  concavity  is  upwards.  Its  first  two  parts  are 
deeply  placed;  but  it  is  quite  superficial  at  its  termination. 

For  convenience  of  description  it  has  been  divided  into  three  parts 
the  tirst  being  above  the  pectoralis  minor,  the  second  behind  or  beneath, 
and  the  third  beloiv  or  beyond  that  muscle. 

Relations  of  the  First  Part. — In  front  are  the  costo-coracoid  membrane 
and  structures  piercing  it,  the  subclavius,  the  clavicular  part  of  the  pec- 


Axillary,  between  the  two  roots  of 
the  median  nerve,  the  external 
cutaneous  to  its  outside,  and  the 
ulnar,  musculo* spiral  and  sub¬ 
scapular  10  its  inner  side 


Acromio¬ 

thoracic 


Anterior 

circumflex 


Long  thoracic 


Subscapular, 
giving  oft’ 
dorsalis 
scapulas 


The  brachial,  giving  off  Posterior 
the  superior  profunda  circumflex 


Fig.  39. — Right  axillary  artery  and  its  branches,  the  pectorals  reflected. 


toralis  major,  and  the  cephalic  vein.  Behind  it  are  the  first  intercostal 
space  and  tirst  corresponding  intercostal  muscle,  the  first  serration  of  the 
serratus  magnus,  and  the  posterior  thoracic  nerve.  On  its  outer  or  acro¬ 
mial  side  are  two  cords  of  the  brachial  plexus  separated  by  a  small  cellular 
interval.  On  its  inner  or  thoracic  side  is  the  axillary  vein. 


^Relations  or  First  Part  or  Axillary  Artery. 

In  front. — Skin  and  superficial  fatty  layer,  clavicular  part  of  pectoralis  major, 
costo-coracoid  membrane,  .subclavius,  cephalic  vein,  and  anterior  thoracic  nerves. 


Outside. — Brachial  plexus. 
Two  cords. 


Axillary 

Artery 


Inside.  Axillary  vein. 


Behind.  —  First  intercostal  muscle  and  space,  tirst  serration  of  serratus  magnus, 
and  the  posterior  thoracic  nerve. 
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Relations  of  the  Second  Sort. —  If  is  covered  in  front  by  the  pectoralis 
major  and  minor;  behind  it  is  separated  by  a  cellular  space  from  the  sub- 
scapularis  and  posterior  nerve  cord;  on  the  inner  side  is  the  axillary 
vein.  1  he  brachial  plexus  surrounds  Ibis  part  of  the  vessel  and  separates 
if  from  the  vein  and  neighbouring  vessels,  the  outer  cord  being  external, 
the  inner  internal,  and  the  middle  behind  the  vessel. 


Relations  of  Second  Part  of  Axillary  Artery. 


In  front..-  -Skin  and  fascia,  and  pectoralis  major  and  minor. 


Outside. — Outer  cord. 


Axillary 
A rtcry 


Inside. — Inner  cord,  axillary 
vein,  internal  anterior  thoracic 
nerve. 


Behind. — Subscapularis  and  posterior  cord  of  the  brachial  plexus. 


1’ig. 


1.  Axillary  artery. 

2.  Inner  cord. 

3.  Internal  cutaneous. 

4.  Ulnar. 

b  and  1).  Outer  and  inner 
heads  of  median  nerve* 

6.  Outer  cord. 

7.  External  cutaneous. 

8.  The  median. 


40.— Relations  of  left  axillary  artery  to  nerves  (diagrammatic). 


Relations  of  the  Third  Part. — Beyond  the  pectoralis  minor  it  is  in 
relation  in  front  and  above  with  the  lower  part  of  the  pectoralis  major,  but 
below  this  only  with  the  skin  and  fascia  and  internal  cutaneous  nerve. 
Behind  it  are  the  lower  part  of  the  subscapularis  and  the  tendons  of  the 
latissimus  dorsi  and  teres  major,  and  the  median  and  musculo-spiral  nerves. 
On  its  outer  side  are  the  coraco-brachialis  and  median  and  musculo-spiral 
nerves,  and  at  its  inner  side  are  the  axillary  vein,  ulnar  and  internal 
cutaneous  nerves. 

Relations  of  Third  Part  of  Axillary  Artery. 

In  front. — Skin  and  fascia  and  pectoralis  major  and  internal  cutaneous  nerve. 


On/ side.  —  Coraco-brachialis 
and  median  and  musculo-spiral 
nerves. 


Inside. — Axillary  vein,  and 
ulnar  and  internal  cutaneous 
nerves. 


Behind. —  Subscapularis,  tendons  of  latissimus  dorsi  and  teres  major,  musculo- 

spiral  and  circumflex  nerves. 
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1  lie  vessel  is  here  surrounded  by  the  large  trunks  into  which  (lie 
brachial  plexus  is  broken  up.  External  to  it  is  (he  median  and  the  mus- 
culo-cutaneous  for  a  short  distance.  On  the  inner  side  are  the  ulnar,  the 
internal  cutaneous  and  lesser  internal  cutaneous.  The  internal  cutaneous 
is  also  superficial  to  the  artery.  Behind  it  are  the  musculo-spiral  and  cir¬ 
cumflex  nerves,  the  latter  going  only  to  (he  lower  border  of  the  subscapu- 
laris. 

1  ane ties.  1  he  most  important  peculiarity  in  a  practical  sense  is  (he 
giving  oft  of  a  large  branch  from  the  trunk.  This  occurs  once  in  ten 
subjects.  In  some  cases  this  large  branch  is  the  radial  (1  in  33);  in 
others rit  is  ^ the  ulnar  (1  in  72);  and  very  rarely  it  is  the  interosseous 
(1  in  50(i,  i\.  Quaiii).  In  some  subjects  this  large  branch  gives  origin  to  the 
subscapular,  two  circumflex  and  superior  and  inferior  profundie ;  but  some¬ 
times  only  one  circumflex  and  profunda  come  from  it.  In  these  cases  the 
brachial  plexus  usually  surrounds  the  trunk  from  which  the  branches  come, 
and  not  the  main  vessel.  A  vcis  aberrans  is  sometimes  given  off  from  the 
biachial  and  joins  one  of  the  branches  of  the  axillary. 

Surgical  A  natomy. — In  the  removal  of  tumours  or  in  amputation  of 
the  arm  high  up,  the  third  part  of  the  vessel  must  be  compressed  by 


Fig.  ll  Diagram  of  costo-coracoid  membrane  and  sheath  of  axillary 

artery.  Left  side. 

Altered  from  Cunningham. 

directing  the  pressure  from  within  outwards  against  the  humerus.  In 
aneurism  of  the  brachial  the  third  part  may  be  tied,  or  a  distal  ligature 
may  be  applied  to  it  in  aneurism  of  the  third  part  of  the  subclavian  or 
higher  parts  of  the  axillary.  The  second  and  third  parts  have  been  tied, 
but  it  is  a  safer  practice  to  ligate  the  third  part  of  the  Subclavian  in  cases 
requiring  it.  If  the  vessel  be  wounded  it  must  be  secured  above  and 
below  the  wound,  being  careful  of  the  surrounding  structures,  and  com¬ 
pressing  the  third  part  of  the  subclavian ;  but  these  cases  are  usually  fatal 
before  the  surgeon  sees  them. 

Collateral  Circulation. — If  the  first  part  be  tied  between  the  superior 
and  acromio-thoracic,  the  circulation  will  be  maintained  by  the  same 
branches  as  after  ligature  of  the  third  part  of  the  subclavian,  and  then  will 
be  described  with  that  vessel ;  but  if  it  be  secured  between  the  acromio¬ 
thoracic  and  subscapular,  the  latter  by  its  free  anastomoses  with  (he  sca¬ 
pular  branches  of  the  subclavian  will  be  the  main  means  in  maintaining 
the  circulation  of  the  upper  limb.  If  (he  long  thoracic  be  below  the 
ligature,  it  will  materially  assist  in  consequence  of  its  anastomoses  with 
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the  internal  mammary  and  intercostals.  If  the  ligature  be  below  the  sub¬ 
scapular,  (lit1  anastomoses  between  the  posterior  circumflex  and  the 
acromio-thoracic  and  suprascapular,  and  those  between  the  subscapular 
and  superior  profunda,  will  aid  in  restoring  the  circulation,  which  is,  how¬ 
ever,  less  free  through  these  channels. 

Dissection. — After  tracing  out  the  branches  of  the  axillary  vessels, 
which  should  now  be  done,  the  pectoralis  minor  must  be  divided  near  its 
insertion  and  reflected,  noting  the  nerves  which  pierce  and  supply  it. 
Then  the  axillary  vessels  must  be  cut  just  below  the  second  riband  thrown 
aside,  and  the  strong  fascia  investing  the  nerves  must  be  carefully  removed, 
so  that  the  branches  of  the  brachial  plexus  may  be  made  out. 

Branches  of  the  Axillary  Artery.  These  are  distributed  to  the 
thoracic  wall  and  shoulder.  Four  of  them  are  named  thoracic  (superior, 


Fio.  42.  Branches  of  the  right  axillary  and  brachial  arteries. 


I  Axillary. 

2.  Acromio-thoracic. 

3.  Acromial  branch  of  2. 

•*.  A  muscular  branch  of  2. 
o.  Thoracic  1  ranch  of  2. 

•V.  Alar  or  posterior  thoracic. 
G.  Long  thoracic. 


G;.  Anterior  perforating  of  internal 
mammary. 

7.  Rubsoapular. 

S.  Porsalis  scapula?. 

!>.  Continuation  of  sul  scapulars. 

10  and  11.  Muscnlarsof  subscapular. 
12.  Posterior  circumflex. 


13.  Anterior  circumflex. 

1  i.  Brachial. 

l‘>.  Superior  profunda. 

10,  17,  IS.  Muscular. 

10.  Inferior  profunda. 

2b.  Anastomotica  magna. 
21.  Median  nerve  cut. 


The  pe  ctorals,  biceps,  coraco-hrachialis,  and  latissimus  dorsi  are  cut  and  T( fleeted. 


acromial,  long  and  alar  thoracic).  The  superior  and  acromial  thoracic  are 
given  off  from  the  front  of  the  vessel  above  the  pectoralis  minor.  The 
alar  thoracic  is  given)  off  beneath  it,  and  the  long  thoracic  at  the  lower 
border.  The  three  branches  to  the  shoulder  are  snbscapular  and  two  cir¬ 
cumflex,  and  in  the  female  there  is  often  an  external  mammary  artery  and 
vein  near  the  middle  of  the  axilla.  When  present  it  supplies  the  axillary 
lymphatic  glands  and  ends  in  the  thoracic  wall  below  the  long  thoracic. 
The  branches  are  usually  given  off  thus:  two  from  the  first  part,  the 
superior  and  acromio-thoracic;  two  from  the  second  portion,  the  alar  and 
long  thoracic  ;  and  three  from  the  third,  the  subscapular  and  anterior  and 
posterior  circumflex. 

The  Sa\)Cvlor  thoracic  is  the  highest  and  smallest  offset,  and  is  given 
off  opposite  tlie  first  intercostal  space,  either  separately  or  by  a  trunk 
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Circle  of  Willis 


Basilar . 

Occipital . 

Anastomoses  between  1 
external  carotids  .  .  J 
Princeps  cervicis  .  .  . 


Vertebral . 


Common  carotid .  .  .  . 

Anastomosis  between  | 
superior  and  inferior 
thyroid . ) 

Deep  cervical  .  .  .  . 

Posterior  scapular  .  .  . 

Suprascapular  .  .  .  . 

Subclavian . 

Superior  intercostal  .  . 

Axillary . 

Short  thoracic  .  .  .  . 

Posterior  circumflex  .  . 

Anastomosis  between ] 
the  posterior  scapular 
and  dorsalis  scapula* ) 

Subscapular  and  its  \ 
junction  with  long  I 
thoracic  and  sup.  pro-  f 
fumla . ) 

Long  thoracic  .  .  .  . 

Anastomosis  between  i 
internal  mammary,  ' 
long  thoracic,  and  - 
aortic  intercostals  and  i 
short  thoracic  .  .  .  J 


Brachial . 

Inferior  profunda  .  .  . 

Anastomosis  between] 
superior  profunda  and 
interosseous  recurrent  I 
1  )itto  between  superior.  . 
Profunda  and  radial  | 
recurrent  .  j 


Posterior  interosseous .  . 
Anterior  interosseous  .  . 


•  Posterior  branch  and  | 

anterior  branch  of 
anterior  interosseous .  I 
<  Anterior  carpal  .  .  . 

i  Posterior  carpal  .  .  .  . 

Carpal  recurrent .  .  .  . 

•  Princeps  poll icis .  .  .  . 
Deep  palmar  arch  .  .  . 

f  Superficial  palmar  arch  . 

i  ltadialis  indicia  .... 


DXAOKAM  OK  Till:  COLLATEHA L  CIRCULATION  OK  THE  AUJI. 
Altered  from  Smith  aod  WuUhaiu. 
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common  to  it  and  the  acromio-thoracic.  II  runs  inwards  along  the  upper 
border  of  the  peetoralis  minor  and  passes  to  the  side  of  the  chest  between 
it  and  the  major,  supplying  them  and  anastomosing  with  the  intercostal 
and  internal  mammary  arteries.  This  vessel  is  so  commonly  a  branch  of 
the  acromio-thoracic  that  il  has  been  described  as  the  ordinary  condition, 
the  common  trunk  being  called  the  thoracic  axis. 

The  Acromio-thoracic  is  a  short  trunk  from  the  front  of  the  vessel, 
and  is  seen  at  the  upper  border  of  the  peetoralis  minor,  and  between  the 
peetoralis  major  and  deltoid.  It  divides  into  three  sets  of  branches,  which 
pass  respectively  inwards,  upwards,  and  outwards.  It  has  been  called 
the  thoracic  axis.  The  in  ner  or  thoracic  set  are  two  or  three,  and  supply 
the  serratus  magnus  and  pectorals,  and  anastomose  with  the  anterior 
intercostal  branches  of  the  internal  mammary  and  the  other  thoracic 
vessels.  The  outer  or  acromial  set  are  mainly  destined  for  the  deltoid. 


Fig.  41.  Branches  or  the  right  axillary  and  brachial  arteries 


1.  Axillary. 

2.  Acromio-thoracic. 

3.  Acromial  branch  of  2. 

4.  A  muscular  branch  of  2. 
b.  Thoracic  branch  of  2. 

b'.  Alar  or  posterior  thoracic. 
Long  thoracic. 


G'.  Anterior  perforatingof  internal 
mammary. 

7.  Subscapular. 

8.  Dorsalis  scapulas. 

!>.  Continuation  of  subscapulars. 

10  and  11.  Musculars  of  subscapular. 
12.  Posterior  circumflex. 


13.  Anterior  circumflex. 

14.  Brachial. 

l.->.  Superior  profunda. 

1G,  17,  18,  Muscular. 

I'd.  Inferior  profuncla. 

20.  Anastomotica  magma. 

21.  Median  nerve  cut. 


The  pectorals,  biceps,  coraco-brachialis,  and  latissimus  dorsi  are  cut  and  reflected. 


One  small  vessel  accompanies  the  cephalic  vein  for  a  short  distance  be¬ 
tween  the  peetoralis  major  and  deltoid,  supplying  them,  and  a  not  her,  called 
the  in ferior  acromial ,  pierces  t lie  deltoid  and  anastomoses  on  the  acromion 
with  the  supra-scrtpular  and  posterior  circumflex  arteries.  One  or  two 
small  vessels  pass  up  to  the  subclaviiis  and  deltoid  muscles. 

The  Alar  Thoracic  is  a  small  and  inconstant  vessel  which  supplies  the 
glands  and  cellular  tissue  of  the  axilla.  It  is  frequently  substituted  by 
branches  from  the  other  thoracic  vessels,  or  from  the  subscapular, 

'I'lie  tjo-na  Thoracic  passes  along  the  lower  border  of  tin*  peetoralis 
minor  to  near  the  sixth  intercostal  space,  supplying  the  serratus  magnus, 
the  pectorals  and  mamma,  and  sending  branches  across  the  axilla  to  the 
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axillary  glands  and  subscapularis.  It  anastomoses  with  the  intercostal 
internal  mammary  and  the  other  thoracic  vessels. 

Varieties. — This  vessel  often  comes  from  the  acromio-thoracic  or  the 
snbscapnlar,  or  enlargement  of  t  lie  normal  branches  of  the  acromio-thoracic 
replaces  it. 

The  Subscapular  is  the  largest  branch  of  the  axillary,  and  is  given  off 
opposite  the  lower  edge  of  the  subscapularis,  and  passes  down  and  back 
along  its  lower  margin  to  the  inferior  scapular  angle,  where  it  anastomoses 
with  the  posterior  scapular  from  the  subclavian.  It  gives  branches  to  the 
subscapularis,  latissimus  dorsi,  teres  major,  serrai us  magnus  and  axillary 
glands  ;  and  rather  more  than  an  inch  from  its  origin  a  large  branch,  the 
dorsalis  scapuke,  is  given  off  from  it,  but  this  vessel  sometimes  is  given 
off  directly  from  the  axillary.  This  bends  round  the  lower  border  of  the 
scapula,  quitting  the  space  between  the  teres  minor  above,  the  teres  major 
below,  and  the  long  head  of  the  triceps  in  front.  Before  passing  to  the 
back  of  the  scapula  the  dorsalis  scapulae  gives  off  the  infra-scapular , 
which  passes  beneath  the  subscapularis  to  the  posterior  aspect  of  the 
scapula,  supplying  both  these  structures  and  anastomosing  with  the 
posterior  and  supra-scapular  arteries.  The  continuation  of  the  dorsalis 
scapulae  enters  the  infra-spinous  fossa  and  anastomoses  with  the  supra-  and 
posterior  scapular  arteries.  A  third  or  median  branch  runs  along  the 
axillary  border  of  the  scapula  between  the  teres  major  and  minor,  and 
anastomoses  with  the  infra-  and  posterior  scapular  on  the  dorsum  of  the 
inferior  scapular  angle.  The  long  subscapular  nerve  accompanies  the 
subscapular  artery,  the  dorsal  branch  of  which  latter  sometimes  comes 
directly  from  the  axillary. 

The  Circumflex  branches  are  two,  anterior  and  posterior ,  and  wind 
round  the  neck  of  the  humerus.  The  posterior  is  much  the  larger,  and  is 
given  off  from  the  back  of  the  axillary  opposite  the  lower  border  of  the 
subscapularis,  and  passes  backwards  with  its  accompanying  veins  and  the 
circumflex  nerve  through  a  quadrangular  space,  bounded  above  by  the  teres 
minor,  below  by  the  teres  major,  outside  by  the  humerus,  and  inside  by 
the  long  head  of  the  triceps,  and  winding  round  the  humeral  neck  ramifies 
in  the  deltoid,  supplying  it  and  the  shoulder  joint,  and  anastomosing  with 
the  anterior  circumflex,  suprascapular,  and  acromial  thoracic.  The  termi¬ 
nation  of  this  vessel  will  be  subsequently  dissected.  It  cannot  now  be 
made  out. 

Varieties. — The  posterior  circumflex  is  occasionally  given  off  from 
tin*  superior  profunda  branch  of  the  brachial.  It  then  ascends  behind  the 
tendons  of  the  latissimus  dorsi  and  teres  major.  Less  frequently  it  gives 
off  one  or  more  branches,  which  are  usually  derived  from  other  sources; 
thus,  it  may  come  from  the  anterior  circumflex,  the  superior  profunda.,  the 
dorsalis  scapuke,  or  the  superior  profunda  and  anterior  circumflex  together. 
It  is  sometimes  double. 

The  Anterior  Circumflex,  much  smaller  than  the  posterior,  is  given  off 
from  the  outer  side  of  the  axillary  just  below  the  posterior  circumflex.  It 
passes  forwards  and  outwards  beneath  the  coraco-brachialis  and  short  head 
of  the  biceps  on  the  fore  part  of  the  humeral  neck  to  the  bicipital  groove, 
where  it  divides  into  two  branches:  one  ascends  almm  the  eioove  to 
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nourish  the  head  of  the  bone  and  the  shoulder  joint  ;  the  other  passes  out 
and  back  beneath  the  deltoid,  supplying  it  and  anastomosing  with  the 
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ciaviub 


Outer 
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Coracoid  pfoces: 


Acroniio-clav.  li 


mm 


y iq.  45. — Vertical  transverse  section  through  the  right  clavicle,  and  deep  dissection  of  pectoral  region. 

Clavicle.  Line  where  deltoid  and  pert,  major  meet.  n.  Coracn-hmchialis  and  short  bead  of  biceps.  The  sterno-hyoid  origin  is  seen  beneath  the  sterno-mastoid.  The  first  external 
intercostal  is  to  the  inner  side  of  axillary  vein.  On  either  side  of  the  tendon  of  the  pectoralis  minor  the  axillary-  fat  is  represented.  The  first  intercostal  is  shown. 


DISSECTION  OF  THE  UEPEE  LIMB. 


11.3 


posterior  circumflex  and  acromial  thoracic.  This  vessel  is  sometimes 
double,  but  not  so  frequently  as  the  posterior. 

The  Axillary  Vein  is  a  large  vessel,  having  the  same  extent  and  rela- 
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Digastric  post, 
belly 


-St.  cl.  mas.  cut. 


Axill.  v. 
Cor.  braclis. 


Ant.  jug.  y 
Omo-liyd.  cut 


Int.  jug.  v. 
Car.  a. 
St.  cl.  mas. 


Pect. 


Pect.  maj. 


- Traps. 

Lev.  ang.  soap. 

- Seal.  post. 

- Seal.  ant. 

- -.Ext.  jug.  y. 


Subclay.  y. 


-Trans,  coll.  v. 

Sup.  scap.  v. 

Clavicle  cnf. 


T^oltd. 

spit.  V, 


Triceps 


- -  Lat.  dors. 


Ext.  car. 


Clavicle 

cut. 


Subclav. 


Digastc. 


Fig.  tG. —  Left  axillary  vein  and  branches. 


Part  of  the  artery  Is  shown  above  the  vein.  The  veins  corresponding  to  the  thoracic  axis  arc  on  the  pcctornlis 
minor  and  subclavius,  and  the  subscapular  and  long  thoracic  veins  are  on  the  subscapularis.  The  pectoralis 
major  is  cut  and  reflected. 


tions  as  the  artery,  to  the  inner  side  of  which  it  is  placed.  Tt  commences 
at  the  lower  part  of  the  axilla,  and  is  formed  by  the  upward  continuation 
of  the  basilic  vein.  It  gets  larger  as  it  ascends,  receiving  branches 
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corresponding  to  those  of  the  artery,  also  the  venae  comites  of  the  brachial 
opposite  the  subsea, pularis,  and  the  cephalic  near  its  termination.  It  has 
a  pair  of  valves  opposite  the  lower  border  of  the  subscapularis,  and  valves 
where  the  subscapular  and  cephalic  vein  debouch  into  it.  It  is  continued 
upwards  into  the  subclavian  vein.  It  anastomoses  with  the  superficial 
veins  of  the  neck  and  thorax  and  abdomen,  and  also  with  the  femoral  vein. 


Fig.  47.— Dissection  showing  the  anastomoses  op  the  axillary  and  femoral 

VEINS  WITH  THE  SUPERFICIAL  AP.DOMINAL  VEINS,  AND  OF  THESE  (AT  THE  PLACES 
NUMIIERED)  WITH  THE  DEEPER  A ItDOM INAL  AND  THORACIC  VEINS.  TllE  TRANS¬ 
VERSE  LINES  INDICATE  THE  POSITION  OF  THE  VALVES.  I  HAVE  SHOWN  IN  DOTTED 
OUTLINE  THE  JUNCTION  OF  THE  UPPER  VEINS  WITH  THE  CERVICAL  VEINS  ON  THE 
LEFT. 

From  .Mr.  E.  Hurry  Fenwick’s  exhibits  at  tlie  recent  International  Medical  Congress. 

Vurieii&s. — It  is  rare  to  find  an  anomaly  in  the  trunk  of  the  vein,  but 
one  or  two  veins  corresponding  to  the  branches  of  the  artery  may  enter 
into  the  subscapular,  basilic,  or  circumflex  veins,  instead  of  into  it.  I  once 
saw  two  large  axillary  veins  which  united  to  form  the  subclavian,  and  I 
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have  seen  it  on  two  or  three  occasions,  and  once  while  operating  in  the 
axilla,  rather  behind  than  internal  to  the  artery. 

The  Brachial  Plexus. — This  large  plexus,  which  furnishes  the  nerves 
of  the  upper  limb,  is  formed  by  the  junction  of  the  anterior  trunks  of  the 
four  lower  cervical  and  greater  part  of  the  first  dorsal  nerves,  receiving  a. 
fasciculus  from  the  fourth  cervical.  It  extends  from  the  lower  part  of  the 
neck  to  the  axilla,  and  opposite  the  coracoid  process  it  divides  into  large 
nerves  for  the  arm  and  forearm.  1  he  part  below  the  clavicle  must  now 
be  dissected,  and  it  will  be  seen  that  its  relations  are  similar  to  those  of 
the  artery. 

The  disposition  of  the  nerves  forming  this  plexus  is  liable  to  variation. 


Brachial  a.  _ 
o  ter.  maj- 
Bae.  v _ 


to  lat.  dorsi 


Int.  cuts. 
Serr.  mag-. 


Phrenic 
Seal.  ant. 
Seventh  cerv. 
Eighth  cerv. 
Subcl.  a. 


Mid.  subscap.  n. 
Subscapularis 


Pect.  maj. 


to  pect.  maj, 
'  N.  to  pect.  min., 
to  pect.  min. 


Subclavius 
Access,  cuts.  n. 


to  serr.  mag. 
2nd  int.  n. 
Pect.  min. 


Fig.  48.— Dissection  op  eight  brachial  plexus. 


U.c  n'ost  f'-Biuent  nvr.ngenient  is  the  following :_The  fasciculus,  fro,,, 
the  4th,  5th,  and  6th  cervical,  unite  at  the  outer  border  of  the  scalenus 
mod i us  and  form  an  upper  or  outer  trunk ;  the  7th  cervical  ‘remains 
single  and  forms  the  middle  or  posterior  trunk-,  and  the  8th  cervical 
and  part  of  the  1st  dorsal  join  between  the  sealeries  to  form  a  lowerin' 
inner  trunk. 

Just  external  to  the  scalenus  medius  each  primary  trunk  divides  to 
form  an  anterior  and  posterior  branch.  The  anterior  branches  of  t  he  outer 
and  middle  trunks  join  to  form  the  upper  or  outer  cord.  The  anterior 
branch  of  the  lower  trunk  itself  forms  the  lower  or  inner  cord  and  the 
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posterior  brunches  of  all  three  trunks  join  to  form  the  middle,  or  posterior 
cord.  These  cords  are  external  to  the  first  part  of  the  axillary  artery, 
and  lie  aside  each  other  in  the  anterior  part  of  the  plexus,  but  lower  down 
they  are  arranged  thus:  the  outer  cord  is  external  to  the  artery,  the 
inner  internal,  and  the  noddle  behind,  and  they  are  then  continued  into 
tin*  principal  nerves  of  the  limb. 

Another  arrangement  commonly  met  with  is,  that  instead  of  three 
there  are  only  two  primary  trunks  which  lie  on  the  outer  side  of  the 
artery;  the  one  nearer  the  vessel  is  formed  by  the  eighth  cervical  and  part 
of  the  first  dorsal ;  and  the  other  by  the  fasciculus  from  the  fourth,  and 


Fig.  40.— Piauram  of  i.f.ft  israciiiai.  ri. v:\ts,  representing  the  second 

DESCRIPTION  OF  T1IK  TEXT.  SEEN  FROM  THE  FRONT. 

Tho  phrenic  from  the  fourth  and  fifth  is  not  shown. 


the  fifth,  sixth,  and  seventh  cervical  nerves;  the  third  or  posterior  cord 
being  formed  a  little  lower  down  bv  the  union  of  two  branches,  one  from 
each  of  the  two  primary  trunks.  The  relation  of  the  three  cords  to  the 
vessels  is  usuallv  the  same  in  both  arrangements. 

1  tranches .- — This  plexus  gives  off  branches  above  and  below  the 
clavicle.  It  is  only  with  the  latter  (hat  we  have  now  to  deal. 

The  External  Cord  gives  off  the  external  anterior  thoracic,  the  external, 
or  musculo-cutaneous,  and  the  external  root  of  the  median. 
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The  Internal  Cord  gives  off’  (lie  internal  anterior  thoracic,  internal 
cutaneous,  lesser  internal  cutaneous,  or  Wrisberg’s  nerve,  internal  root  of 
median  and  ulnar. 

The  Posterior  Cord  gives  off  three  subscapular  (short,  middle,  and 
long),  the  circumflex  and  the  musculo-spiral.  ri  he  student  will  note  that 
the  branches  of  the  external  cord  are  all  named  external,  and  those  of 
the  internal,  with  the  exception  of  the  ulnar,  all  bear  the  prefix  interned. 
This  will  assist  him  to  remember  the  branches  of  the  outer  and  inner 
cords  and  also  of  the  posterior  cord,  which  are  indirectly  known  by  not 
having  the  prefixes  external  or  internal  attached  to  them. 


Biceps 


to  ext. 
head  of 
triceps 


Fig.  60.— Branches  of  right  posterior  cord,  outer  and  inner  cords  cut; 

ALSO  THE  AXILLARY  ARTERY  AND  ITS  BRANCHES. 


This  cord,  after  giving  oil  the  suhscapular  and  circumflex  nerves,  is  continued  as  the  musculo-spiral. 

The  outer  and  inner  cords  are  cut. 


V(jLvivtics% — i  lie  trunk  formed  by  ths  fifth  ruid  sixth  nerves  often  unites 
with  the  seventh  at  the  outer  border  of  the  scalenus  anticus,  and  thus  only 
two  instead  of  three  trunks  are  found.  Sometimes  the  branches  which 
form  the  posterior  cord  are  given  off  as  low  as  the  clavicle,  but  usually  they 
arise  at  a  higher  level  than  do  the  two  other  cr  rds.  The  fifth  alone,  or  the 
sixth  with  it,  often  pierces  the  upper  part  of  the  anterior  scalenus,  and  the 
former  sometimes  passes  quite  in  front  of  this  muscle. 

Directions. — Each  of  these  nerves  must  be  traced  to  its  origin,  but 
the  continuations  of  most  of  them  cannot  now  be  dissected. 
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The  External  Anterior  Thoracic  Nerves  are  t  wo,  outer  and  inner  ;  1  lie 
former  is  the  more  superficial  and  runs  inwards  over  the  axillary  artery 
to  supply  the  pectoral  is  major.  On  the  inner  side  of  the  artery  it  joins 
the  internal  thoracic  nerve. 

The  Interior  Anterior  Thoracic  passes  forwards  between  the  artery 
and  vein,  receives  the  branch  from  the  external  thoracic,  supplies  the 
pectoralis  minor  and  some  of  its  filaments  and  pierces  this  muscle  to 
enter  the  pectoralis  major.  It  has  a  plexiforin  arrangement  beneath  the 
pectoralis  minor. 

The  Sal >s capular  Nerves  come  from  the  posterior  cord,  and  are  the 
short,  middle,  and  long  subscapular.  The  shortest  and  highest  of  these 
enters  the  upper  part  of  the  subscapularis.  The  middle  subscapular  gives 
a  branch  to  the  lower  part  of  the  subscapularis  and  ends  in  the  teres 
major.  Sometimes  there  is  a  separate  nerve  for  the  last-named  muscle. 


Fig.  51.  Diagram  of  right  brachial  plexus,  resembling  the  first 

DESCRIPTION  IN  THE  TEXT. 


The  long  subscapular,  the  largest  of  the  three,  accompanies  the  subscapular 
artery  and  enters  the  latissiinus  dorsi  near  its  outer  end. 

The  Posterior  Thoracic ,  or  External  Respiratory  JServe  of  Hell,  is 
given  off  from  the  brachial  plexus  above  the  clavicle,  but  passes  into  the 
axilla  behind  the  axillary  vessels  and  lies  on  the  axillary  surface  of  the 
serratus  magnus. 

The  Latissiinus  Dorsi.  The  insertion  of  this  muscle  may  now  be  ex¬ 
amined.  Its  origin  from  the  spinal  column  will  be  subsequently  dissected. 
Its  fibres  cross  the  inferior  angle  of  the  scapula  and  sometimes  receive  a 
few  fibres  from  it,  and  then  curve  round  the  lower  border  of  the  teres 
major  and  twist  upon  themselves  so  that  tin'  superior  fibres  are  at  first, 
posterior  and  then  inferior,  and  the  lower  fibres  are  at  first  anterior  and 
then  superior.  Its  tendon  is  about  three  inches  long,  and  two  and  a  half 
inches  in  width,  and  quadrilateral,  and  passes  in  front  < >1  that  <>l  the  teres 
major  to  be  inserted  into  the  inner  lip  and  bottom  of  the  bicipital  groove. 
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Its  insertion  extends  higher  than  those  of  the  pectoral  is  major  and  teres 
major,  and  it  is  connected  with  t  lie  tendon  of  I  he  lores,  a  bursa  intervening. 
There  is  sometimes  a  bursa,  between  the  latissimus  and  the  dorsum  of  the 
inferior  scapular  angle. 

Peculiarities.- — Muscular  slips  (axillary  arches)  occasionally  are  given 
off  from  the  upper  edge  of  this  muscle  about  the  middle  of  the  posterior 


fold  of  the  axilla  and  cross  in  front  of  the  axillary  vessels  and  nerves,  and 
end  variously,  in  the  tendon  of  the  pectoralis  major,  coraco-brachialis,  biceps, 
scapular  head  of  triceps,  or  on  the  deep  fascia  of  the  arm.  I)r.  Strothers 
found  one  or  more  slips  present  in  8  out  of  105  subjects.  Seven 
times  it  occurred  on  both  sides.  It  may  be  recognised  by  the  transverse 
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directions  of  its  fibres  and  thus  prevent  the  surgeon  being  misled  in 
ligaturing  the  axillary  artery. 

Dissection. — Draw  the  arm  away  from  the  trunk  so  as  to  separate  the 
scapula  from  the  thorax,  cut  through  the  brachial  plexus  opposite  the 
third  rib,  and  clean  the  serratus  magnus  muscle. 

The  Serratus  Magnus  is  a  broad  and  irregularly  quadrilateral  muscle, 
passing  from  the  upper  part  and  side  of  the  thorax  to  tire  scapula.  It 
arises  by  nine  pointed  fleshy  digitations  from  the  outer  surfaces  and  upper 
borders  of  the  eight  upper  ribs  (the  second  rib  having  two),  about  two 


inches  from  their  cartilages ;  also  from  the  aponeurosis  over  the  upper 
intercostals.  The  fibres  approximate  to  be  inserted  into  the  whole  length 
of  the  inner  margin  of  the  posterior  border  of  the  scapula.  In  consequence 
of  the  difference  in  their  direction  and  extent  of  attachment,  the  fibres  of 
this  muscle  have  been  described  as  consisting  of  three  parts — a  superior, 
middle,  and  inferior.  The  upper  portion ,  which  is  slightly  separated 
from  the  middle,  is  narrow  and  thick,  and  arises  by  two  digitations  from 
the  first  and  second  ribs,  and  an  aponeurotic  arch  between  them.  It 
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passes  up,  out  and  back,  to  be  inserted  on  the  triangular  smooth  surface 
on  the  anterior  aspect  of  t lie  superior  scapular  angle.  The  middle  portion 
is  very  thin,  and  arises  by  three  serrations,  from  the  second,  third,  and 
fourth  ribs,  and  forms  a  broad  layer  extending  horizontally  back  to  be 
inserted  into  the  posterior  border  of  the  scapula  between  the  superior  and 
inferior  angles.  The  lower  part  is  the  strongest  and  arises  by  four 
digitations  from  the  fifth,  sixth,  seventh,  and  eighth  ribs,  in ter-digi fating 
with  corresponding  processes  of  the  external  oblique.  The  fibres  pass  up, 
out  and  back,  and  are  inserted  into  the  inner  or  costal  surface  of  the 


Fig.  54. — To  show  the  insertion  op  the  serratus  Magnus. 


inferior  angle  of  the  scapula  by  a  partly  muscular  and  partly  tendinous 
attachment. 

Relations. — It  is  concealed  in  front  by  the  pectoralis.  Its  deep  surface 
rests  upon  the  ribs  and  intercostals,  and  the  axillary  vessels  and  nerves  are 
in  f  ront  and  above  it.  Bell  s  nerve  runs  along  its  outer  surface,  and  in  the 
ordinary  resting  position  of  the  limb  the  subscapularis  and  scapula  are  in 
contact  with  it. 

Action.  —Taking  its  fixed  points  from  the  ribs  it  will  draw  the  scapula 
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forwards,  Its  utiddl <*  mid  lower  portions  can  draw  flic  base  and  inferior 
angle  of  the  scapula  forwards,  and  rotate  the  bone  round  an  axis  through 
its  centre,  and  can  raise  the  acromion  and  therefore  the  point  of  the  shoul¬ 
der.  II  its  fixed  point  he  at  the  scapula,  it  is  the  most  important,  external 
inspiratory  muscle,  as  it  elevates  the  ribs  and  assists  the  pectoralis  and 
subelavius  in  expanding  the  chest. 

Nerve. — The  posterior  thoracic  (Hell’s  nerve). 

Varieties. — Sometimes  the  lowest  slip  extends  to  the  tenth  rib  and  some¬ 
times  the  number  of  digitations  is  diminished  either  by  the  suppression  of 
the  first,  but  more  frequently  by  the  absence  of  some  ofthe  lower  digitations, 
the  seventh  then  being  the  last.  Its  three  portions  may  be  quite  distinct, 
and  the  middle  part  may  be  absent.  It  may  form  one  muscle  with  the 
levator  scapulae,  or  may  be  partially  united  with  the  external  oblique  or 
external  in tercostals. 

Dissection. — Detach  the  digitations  of  the  serratus  magnus  from  the 
ribs  and  clean  the  surface  of  the  intercostal  muscles,  preserving  a  thin 
aponeurosis  which  passes  from  each  external  intercostal  muscle  to  the 
sternum.  Note  the  lateral  cutaneous  thoracic  nerves. 

Intercostal  Fascia. — A  firm  thin  layer  of  fascia  covers  the  outer  surface 
of  the  external  intercostals  and  the  inner  surface  of  the  internal,  and  a 
more  delicate  third  layer  is  interposed.  These  intercostal  fasciae  are  best 
marked  where  the  muscular  fibres  are  deficient,  as  between  the  external 
intercostals  and  sternum  in  front,  and  between  the  internal  intercostals 
and  spine,  behind. 

The  Intercostal  Muscles  are  named  from  their  position.  They  consist  of 
two  thin  layers  of  short  oblique  fibres,  and  are  named  external  and  internal. 
Neither  fills  the  whole  length  of  the  intercostal  space.  The  external  pass 
obliquely  down  and  forwards  between  the  bony  portions  of  the  ribs,  and  the 
internal  have  an  opposite  direction,  so  that  they  cross. 

The  External  Intercostals  are  eleven  on  each  side,  and  consist  of  muscu¬ 
lar  with  tendinous  fibres  directed  obliquely  forwards  and  downwards,  pass¬ 
ing  from  the  outer  margin  of  the  groove  on  the  lower  margin  of  the  rib 
above  to  the  upper  border  of  the  rib  below.  For  the  most  part  they  extend 
from  the  tubercles  of  the  ribs  posteriorly  to  near  the  outer  end  of  the 
cartilages.  Fetween  the  true  ribs  they  cease  near  the  cartilages,  and  a  thin 
aponeurosis  having  the  same  direction  is  continued  forwards  between  the 
cartilages  from  where  the  muscular  fibres  cease  to  the  sternum,  there 
covering  the  internal  intercostals.  In  the  lower  spaces  these  muscles  are 
continued  between  the  cartilages,  and  in  the  last  two  they  reach  to  the  ends 
of  the  spaces. 

Relations. — Externally  with  the  pectoralis  major  and  minor,  serratus 
magnus,  rhomboid  major,  both  serrati,  scalenus  posticus,  sacro-lumbalis, 
longissimus  dorsi,  cervical  is  ascendens,  transversalis  colli,  levatores  costa- 
rum,  and  external  oblique.  Internally  with  the  internal  intercostals  and 
intercostal  vessels  and  nerve,  from  which  they  are  separated  by  the  middle 
layer  of  fascia  ;  and  behind  from  the  pleura. 

Directions. — To  expose  the  internal  intercostals,  remove  the  externals 
from  one  or  two  ofthe  widest  spaces,  and  the  muscles  will  be  recognised  by 
the  difference  in  the  directions  of  their  fibres.  Between  the  outer  and 
inner  intercostals,  at  the  back  parts  of  the  spaces,  the  intercostal  vessels  and 
nerves  will  be  seen.  A  lateral  cutaneous  branch  of  the  nerve  may  be 
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traced  through  the  external  muscle,  and  the  intercostal  trunk  should  be 
traced  forwards  to  tin*  sternum  and  surface  of  the  chest.  Only  the  anterior 
parts  of  these  muscles  can  now  be  dissected. 

The  Internal  Intercostals  arc  deeper  than  the  preceding,  are  also  eleven 
in  number,  and  are  attached  above  to  tin*  inner  margins  of  the  grooves,  and 
below  to  the  upper  margins  of  the  ribs  and  their  cartilages.  Beginning  at 
the  anterior  ends  of  the  costal  cartilages  they  pass  back  to  near  the  costal 
angles.  The  fibres  pass  down  and  back,  crossing  those  of  the  external,  but 
are  shorter  and  less  oblique.  They  do  not  end  behind  at  the  same  distance 
from  the  spine,  for  the  middle  are  further  removed  from  the  spinal  column 
than  the  upper  and  lower,  and  in  the  two  lowest  spaces  anteriorly  these 
muscles  are  continuous  with  the  fibres  of  the  internal  oblique. 


1.  Clavicle. 

2.  Humerus. 

3.  Sternum. 

4.  Subscapularis. 

5.  Upper  fibres  of  serratus  magnus. 

G  and  7.  Lower  fibres  of  serratus 


magnus. 

8.  Anterior  ends  of  external  inter¬ 


costals. 

9.  Anterior  end  of  internal  inter* 


of  the  serratus  magnus  from  the 
origin  of  the  subscapularis. 


Fig.  55.— Lateral  view  of  thorax  and  intercostals  on  the  right  side, 

THE  SCAPULA  THROWN  BACKWARDS. 

Relations. — Internally  with  the  pleura,  triangularis  sterni,  and  dia¬ 
phragm;  and  externally  with  the  intercostal  vessels  and  nerve,  which 
separate  them  from  the  external  intercostals. 

Actions. — The  external  muscles  are  elevators  of  the  ribs,  and  con¬ 
sequently  muscles  of  inspiration.  They  also  evert  the  lower  edges  of  the 
ribs  and  enlarge  the  antero-posterior  and  transverse  diameters  of  the 
thorax.  The  internal  intercostals  are  also  rib  elevators,  but  some  anatomists 
are  inclined  to  the  view  that  that  portion  of  them  which  is  between  the 
bony  parts  of  the  ribs  depresses  and  inverts  those  bones,  diminishing  the 
capacity  of  the  thorax,  and  that  they  are  thus  expiratory ,  while  the  inter- 
cartilaginous  portion  raises  the  ribs  and  is  inspiratory.  The  view  that 
both  muscles  are  elevators  and  inspiratory  muscles  is  strengthened  by 
many  physiological  experiments  and  pathological  facts.  The  crossing  of 
the  two  sets  of  muscles,  the  three  layers  of  fasciae,  and  the  length  and  pre¬ 
dominance  of  the  tendinous  fibres  in  these  muscles  give  great  strength  to 
the  intercostal  spaces. 
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Nerves. —  The  iutercostal  nerves  supply  lliese  muscles. 

Dissection. — Cut  through  ami  remove  the  cartilages  of  the  2nd,  3rd, 
4th,  5th  and  6th  ribs,  also  the  intervening  structures;  preserve  the  in¬ 
tercostal  vessels  and  nerves;  clean  away  some  loose  fatty  tissue,  and  the 
outer  surface  of  the  triangularis  sterni  will  be  seen. 

The  Triangularis  Sterni  is  a  thin  stratum  of  muscular  and  tendinous 
fibres  within  the  thorax  posterior  to  the  costal  cartilages.  It  arises  from 
the  posterior  surfaces  of  the  ensiform  cartilage,  from  the  side  of  the  lower 
part  of  the  sternum,  as  high  as  the  third  costal  cartilage,  and  from  the  car¬ 
tilages  of  one  or  two  of  the  lower  true  ribs.  Its  fibres  diverge  out  and  up, 
the  upper  being  nearly  vertical,  the  middle  oblique,  and  the  lower  hori- 


Lower  border  of  rib  with 
its  groove  for  the  inter¬ 
costal  vessels  and  nerve 
below  them 


i 

Section  of  thoracic) 
parietes  and  riba 


i 


Section  of  external 
intercostal® 


Section  of  internal 
intercostals 


Fig.  56.  -Vertical  section  through  the  kies  op  the  right  side,  about 

MIDWAY,  TO  SHOW  THE  RELATIONS  OP  THE  INTERCOSTAL  MUSCLES. 


zontal.  They  are  inserted  by  separate  fleshy  slips  into  the  true  ribs  from 
the  sixth  to  the  second  inclusive,  on  the  lower  border  and  inner  surface  of 
each, at  the  junction  of  the  hone  with  ihe  cartilage,  and  into  the  intercostal 
aponeurosis.  Its  lower  horizontal  fibres  are  in  the  same  plane  with  the 
transversal  is  abdominis,  of  which  this  muscle  is  au  upward  continuation. 

Relations. — Behind  with  the  pleura,  in  front  it  is  covered  by  the 
costal  cartilages,  internal  costal  muscles,  internal  mammary  vessels,  and  the 
ends  by  the  intercostal  vessels  and  nerves. 

Action. — It  assists  in  depressing  the  anterior  ends  of  most  of  the  true 
ribs,  and  thus  diminishes  the  thoracic  capacity.  It  acts  as  an  expiratory 
muscle. 

Nerves. — Upper  intercostal  nerves. 
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Varieties. — This  muscle  is  subject  to  much  variation  -is  to  its  extent 
and  attachment,  and  may  vary  on  the  opposite  sides  of  the  same  body. 

The  Internal  Mammary  Artery  is  a  branch  of  the  first  part  of  the  sub¬ 
clavian,  and  is  given  off  from  its  under  surface  opposite  the  thyroid  axis. 
It  passes  into  the  thorax  behind  the  clavicle,  and  rests  on  the  costal  carti¬ 
lages  near  the  sternum,  and  between  the  sixth  and  seventh  cartilages  it 
divides  into  the  musculo-phrenic  and  superior  epigastric.  It  passes  beneath 
the  seventh  rib  and  enters  the  sheath  of  the  rectus,  and  is  accompanied  by 
two  veins,  which  unite  by  a  single  trunk  at  the  upper  part  of  the  thorax, 
and  by  some  lymphatic  vessels  and  glands. 

Relations. — At  its  origin  it  is  concealed  by  the  internal  jugular  and 
subclavian  veins,  and  crossed  by  the  phrenic  nerve.  At  the  upper  part  of 


FROM  BEHIND. 


the  thorax  it  is  between  the  costal  cartilages  and  internal  intercostals  in 
f  ront,  and  the  pleura  and  transversalis  sterni  behind.  This  latter  muscle 
separates  it  from  the  pleura  at  the  lower  part  of  the  thorax. 

Branches .— The  comes  nervi  phrenici,  or  superior  phrenic,  is  a  long 
slender  branch  given  off  from  the  internal  mammary  as  the  artery  entem 
the  thorax.  It  accompanies  the  phrenic  nerve  between  the  pleura  and 
pericardium,  to  which  it  is  distributed,  and  joins  the  phrenic  branches  of  the 
abdominal  aorta  and  the  musculo-phrenic. 

The  Mediastinal  branches  are  small  vessels  which  supply  the  peri¬ 
cardium,  the  remains  of  the  thymus  gland,  the  transversalis  sterni,  and  (he 


cellular  tissues  in  the  anterior  mediastinum. 

The  Pericardiac  branches  supply  the  upper  part  of  the  pericardium, 
the  lower  part  of  which  is  nourished  by  the  musculo-phrenic. 
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A  few  .sternal  branches  go  to  both  surfaces  of  I  he  sternum  and  to  the 
triangularis  sterni. 

The  Anterior  Intercostal  arteries  pass  outwards  in  the  five  or  six 


Common  carotids 


Ext.  intercost. 

Int.  intercost. 
Int.  mam.  art 


Ext.  obliq. 
Int.  obliq. 
Transls. 


Ilium 


Spill tc.  cord- - 


Lett  subcl.  art 
Aorta 


Sternum _ 


Triaug.  ster. 


Clavicle 


_ lit.  subcl.  art. 


Int.  epig.  art. 


Obt.  art.  passing  through 
obt.  torn. 


Tilt,  cirflx.  art. 
Ext.  iliac 


Ext.  iliac  vein 


Fig.  58.— Internal  mammary  and  epigastric  arteries  seen  from  behind. 


The  left  mammary  is  seen  passing  between  the  intcrcostals  and  triangularis  sterni.  Its  anastomoses  with  the  in- 
tereostals  are  shown  on  the  right  side.  The  il incus  and  obturator  interims  arc  seen  ill  section  between  the 
divided  pelvic  fascia  and  bones.  The  symphysis  pubis  is  seen  through  the  fascia. 


upper  spaces,  nnd  divide  into  two  branches,  which  are  situated  on  each 
border  of  the  costal  cart  dagos  and  anastomose  with  the  aortic  intcrcostals. 
They  supply  the  intcrcostals,  pectorals,  and  mammary  glands,  and  are  first 


DISSECTION  OF  THE  UPPER  LI  MR. 


127 


placed  between  the  pleura  and  internal  intereostals,  and  then  between  the 
outer  and  inner  intercostal  muscles. 

The  Perforating  Arteries  are  one  or  two  for  the  five  or  six  upper 
spaces.  They  pierce  the  internal  intereostals  and  pectorals  which  they 
supply,  and  are  finally  distributed  to  the  skin  with  the  anterior  cutaneous 
nerves.  The  arteries  of  the  first  three  spaces  supply  the  mamma  and  are 
enlarged  during  lactation. 

The  Musculo- Phrenic  Branch  passes  down  and  out  behind  the  carti  ¬ 
lages  of  the  seventh  and  of  the  false  ribs,  and  pierces  the  diaphragm  at  the 
eighth  or  ninth  rib,  ending,  much  reduced  in  size,  opposite  the  last  inter¬ 
costal  space.  It  furnishes  anterior  intercostal  branches  to  the  lower  spaces 
and  diminishes  in  size,  being  distributed  similarly  to  the  anterior  inter- 
costals  of  the  internal  mammary.  Its  branches  to  the  diaphragm  and 
abdominal  muscles  will  be  seen  in  a  subsequent  dissection.  Two  veins 
accompany  this  artery  and  unite  into  a  single  trunk,  which  ends  in  the  in¬ 
nominate  vein. 

The  Superior  Epigastric  is  a  continuation  of  the  internal  mammary, 
and  passes  down  behind  the  rectus,  then  pierces  its  sheath,  and  divides 
into  branches  that  supply  it  and  anastomose  with  the  epigastric  from  the 
external  iliac.  A  small  branch  passes  inwards  in  front  of  the  ensiform 
cartilage,  and  joins  its  fellow  of  the  opposite  side.  A  few  twigs  pierce  the 
sheath  of  the  rectus  and  supply  the  muscles  of  the  abdomen  and  skin. 

The  Intercostal  Nerves. — The  anterior  portions  of  these  nerves  are  now 
seen.  They  are  the  anterior  primary  branches  of  the  dorsal  spinal  nerves 
and  supply  the  thoracic  wall.  They  accompany  the  intercostal  vessels  and 
pass  between  the  outer  and  inner  intereostals  supplying  them,  and  about 
midway  between  the  spine  and  sternum  each  gives  off  a  cutaneous  nerve ; 
then  much  diminished  in  size  they  pass  forwards  in  the  fibres  of  the  in¬ 
ternal  intereostals  as  far  as  the  costal  cartilages,  where  they  are  beneath 
the  internal  intereostals  and  in  contact  with  the  pleura.  Near  the  sternum 
they  cross  the  internal  mammary  artery  and  the  triangularis  sterni,  siq  (ply¬ 
ing  it.  These  nerves  end,  after  piercing  the  internal  intereostals  and  the 
pectoralis  major,  in  the  skin  of  the  breast,  and  are  called  the  anterior 
cutaneous  thoracic  nerves. 

The  Intercostal  Arteries  accompany  the  nerves  between  the  intercostal 
muscles.  They  lie  nearer  the  upper  than  the  lower  rib,  and  are  branches 
of  the  thoracic  aorta.  About  midway  between  the  spine  and  sternum  each 
vessel  divides,  one  branch  following  the  upper  riband  the  other  the  lower, 
and  both  inosculate  in  front  with  the  intercostal  branches  of  the  internal 
mammary.  They  supply  the  intercostal  muscles  and  give  off  small  cuta¬ 
neous  twigs,  which  are  distributed  with  the  lateral  cutaneous  thoracic 
nerves. 

Directions. —  When  the  body  is  turned  the  possessor  of  the  arm  must 
dissect  the  superficial  muscles  of  the  back  ;  and  when  this  is  done,  he  must 
remove  the  limb  from  the  trunk  by  sawing  through  the  clavicle  at  its 
middle  and  cutting  through  the  muscles  fixing  the  scapula  to  the  trunk. 
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DISSECTION  OF  SC  A  P  UL  0- HUMERAL  REGION. 

Directions. — Place  1  lie  separated  limb  so  that  the  subsea] mlaris  looks 
uppermost,  and  leave  about  two  inches  of  ihe  muscles  which  pass  from 
the  trunk  to  the  arm  attached  to  the  humerus. 

Position  of  Ports. — The  posterior  belly  of  the  omo-hyoid  will  be  found 
attached  at  the  upper  margin  of  the  scapula  near  (he  notch. 

INI  any  muscles  are  attached  along  the  base  of  the  bone.  The  levator 
an gul i  scapulae  is  between  the  spine  and  the  superior  angle  ;  and  opposite 
the  spine  is  the  insertion  of  the  rhomboideus  minor.  Between  the  spine 
and  the  inferior  angle  the  rhomboideus  major  is  inserted.  The  serratus 
magnus  is  inserted  along  the  base  of  the  scapula,  beneath  or  anterior  to 
these  muscles. 

The  long  head  of  the  triceps  arises  from  the  lower  margin  or  costa, 
where  also  is  part  of  the  origin  of  the  teres  major. 

On  the  outer  surface  of  the  inferior  angle  is  another  part  of  the  origin 
of  the  teres  major,  and  on  the  anterior  aspect  of  the  superior  and  inferior 
angles  are  the  upper  and  lower  fibres  of  the  serratus  magnus. 

The  muscles  attached  to  the  coracoid  process  are,  from  within  out¬ 
wards,  the  pectoral  is  minor,  which  is  inserted  at  its  innermost  facet,  and 
the  coraco-brachialis  and  short  head  of  the  biceps,  which  arise  conjointly 
from  it. 

Dissection. — Reflect  the  serratus  towards  its  attachment  to  the  scapular 
base,  and  define  the  connections  of  the  thin  fascia  covering  the  subscapu¬ 
lar  is. 

The  subscapular  fascia  or  aponeurosis  is  thin,  and  is  attached  to  the 
circumference  of  the  subscapular  fossa,  and  gives  origin  to  some  of  the 
fibres  of  the  subsea] mlaris. 

Between  the  scapular  attachments  of  the  serratus  magnus  and  rhom¬ 
boideus  major  the  posterior  scapular  artery  and  vein  will  be  found,  and 
their  branches  and  communications  must  be  subsequently  traced. 

Dissection. — Remove  this  fascia,  and  the  subsea] mlaris  will  be  exposed. 

'the  Subscapularis  Muscle  is  large  and  triangular,  and  occupies  Ihe 
subscapular  fossa  arising  from  its  inner  two  thirds,  except  from  the  neck 
and  angles,  and  a  narrow  margin  along  the  posterior  border.  Some  fibres 
take  origin  from  Ihe  tendinous  laminae  which  intersect  it,  and  are  united 
to  the  ridges  on  the  venter  of  Ihe  scapula,  and  others  take  origin  from 
the  subscapular  fascia  and  from  an  aponeurosis  which  separates  the  sub- 
sca]  mlaris  from  the  teres  major  and  longhead  of  the  triceps.  It  is  inserted 
by  a  tendon  into  the  lesser  tuberosity  of  the  humerus,  and  Ihe  fibres 
which  arise  from  the  axillary  costa  of  the  scapula  are  inserted  into  the 
humeral  neck  for  about  an  inch  below  the  tuberosity.  The  tendon  of 
this  muscle  is  intimately  blended  with  the  shoulder  capsule,  and  in  some 
instances  it  pierces  il . 

Relations. — Anteriorly  with  the  serratus  magnus,  coraco-brachialis, 
short  head  of  biceps,  and  axillary  vessels  and  nerves.  Posteriorly  with 
the  scapula,  subscapular  vessels  and  nerves,  and  I  he  capsular  ligament  of 
I  lie  shoulder.  Between  its  tendon  and  llu  base  of  Ihe  coracoid  process  is 
a  laige  bursa  which  communicates  with  the  synovial  cavity  of  (he  joint. 
Frequently  this  bursa  is  a  prolongation  of  the  synovial  membrane  of  the 
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shoulder.  Its  lower  border  is  contiguous  with  the  teres  major,  long  head 
of  triceps,  and  latissimus  dorsi,  a  bursa  sometimes  intervening ;  also  with 
the  subscapular  artery  and  its  dorsal  branch,  and  near  its  upper  border 
are  the  supra-scapular  vessels  and  nerve. 

Actions. — It  is  an  internal  rotator  of  the  humerus,  and  will  draw  the 
bone  down  if  the  arm  has  been  raised.  If  the  humerus  lie  fixed,  it  can 
draw  the  scapula  towards  it,  and  with  the  other  scapular  muscles  will 
support  the  joint.  It  tends  to  prevent  laxation  of  the  humeral  head 
forwards. 

Nerves. — The  upper  and  middle  subscapular. 

Varieties. — A  small  extra  muscle  sometimes  passes  from  the  surface 


Fig.  59.— Showing  the  attachments  of  the  scapulo-humeral  muscles. 


of  the  subscapularis  into  or  near  the  inner  bicipital  ridge.  Gruber  has 
named  this  the  Subscapulo-capsularis. 

Other  fasciculi  have  been  observed  passing  either  from  the  inferior 
part  of  the  external  border  of  the  scapula  to  the  lesser  tuberosity,  or  from 
its  tendon  to  the  skin  covering  the  axilla.  An  accessory  subscapular 
muscle  is  sometimes  found  passing  from  the  upper  part  of  the  axillary 
border  in  front  of  the  long  head  of  the  triceps  and  of  t  he  capsule  to  be 
inserted  into  the  humerus  between  the  subscapularis  and  teres  major. 

Dissection. — Separate  the  subscapularis  from  the  bone  and  note  its 
tendinous  septa,  three  or  four  ol  which  are  attached  to  the  scapular  ridges, 
and  others  pass  inwards  from  its  tendon.  Observe  the  bursa  near  the 
coracoid  process,  and  sometimes  a  second  between  it  and  the  latissimus 
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dorsi  and  loros  major,  and  note  if  (lie  tendon  pierce  the  capsule.  Dissect 
out  the  anastomoses  on  (he  venter  of  the  scapular  between  the  infra¬ 
scapular  branches  of  the  dorsalis  scapulae  and  branches  of  the  supra  and 
posterior  scapular  arteries ;  then  place  the  scapula  on  its  ventral  surface, 
and  put  a  block  between  the  humerus  and  the  axillary  border  of  the  bone, 
so  as  to  render  the  shoulder  prominent.  Now  remove  the  skin  from  the 
shoulder,  beginning  at  the  anterior  border  of  the  deltoid.  Seek  in  the 
fat  the  cutaneous  nerves  of  this  region. 

Cutaneous  Nerves. — The  acromial  branches  from  the  descending 
branches  of  (he  cervical  plexus  ramify  over  the  acromion,  and  are  called 
super-  or  supra-acromial.  They  pass  obliquely  over  the  acromion,  and 
outer  surface  of  the  triceps,  and  supply  the  skin  over  the  upper  and  back 
part  of  the  shoulder,  and  join  the  cutaneous  filaments  of  the  circumflex 
and  supra-scapular  nerves. 

The  cutaneous  filaments  of  the  circumflex  will  be  found  about  half¬ 
way  along  the  posterior  border  of  the  deltoid,  and  another  near  the  anterior 
part  of  its  insertion.  They  come  from  the  upper  and  lower  branches  into 
which  the  circumflex  divides,  and  supply  the  skin  in  their  respective 
regions  joining  the  acromial  branches  of  the  superficial  cervical  plexus. 

Dissection. — Make  the  fibres  of  the  deltoid  tense  by  using  hooks,  and 
remove  the  fat,  and  after  having  observed  the  attachments  of  the  deltoid 
fascia,  it  also  must  be  reflected. 

fl'lie  Deltoid  Fascia  or  Aponeurosis  is  thick  and  strong;  it  covers  the 
outer  surface  of  the  muscle  and  sends  many  processes  between  its  fibres. 
Internally  it  is  continuous  with  the  fascia  over  the  pectoral  is  major;  above 
it  is  attached  to  the  margins  of  the  clavicle,  acromion  and  spine  of  the 
scapula;  and  behind  it  is  continuous  with  the  fascia  over  the  infra-spinatus 
and  back  of  (he  arm. 

Dissection. — liemove  this  fascia,  beginning  at  the  anterior  edge  of  (lie 
deltoid,  and  as  the  posterior  border  is  neared,  some  cutaneous  branches  of 
the  circumflex  artery  and  nerve  will  be  observed  coming  round  it. 

'The  Deltoid  is  a  triangular  thick  and  strong  muscle  with  its  base, 
which  is  concave  above,  and  its  apex  at  the  humerus.  It  arises  from  the 
outer  half  or  third  of  the  anterior  border  and  upper  surface  of  the  clavicle, 
from  the  anterior  and  outer  margins  and  upper  surface  of  the  acromion, 
and  from  nearly  the  whole  length  of  the  lower  border  of  the  spine  of  the 
scapula.  It  surrounds  the  shoulder  joint  on  its  outer  side,  and  in  front 
and  behind.  The  fibres  converge  to  form  a  thick  tendon,  the  anterior 
fibres  passing  obliquely  backwards,  the  middle  vertically  downwards,  and 
the  posterior  obliquely  forwards.  It  is  inserted  into  a  triangular  surface 
two  or  three  inches  long  and  an  inch  wide  at  its  base,  just  above  the 
middle  of  the  outer  side  of  the  humeral  shaft.  This  coarse  muscle  is 
intersected  by  three  or  four  tendinous  laminae,  which  are  fixed  at  intervals 
to  the  acromion  and  clavicle,  and  passing  into  the  substance  of  the  muscle, 
give  origin  to  numerous  fleshy  fibres.  The  largest  of  these  laminae  is 
attached  to  the  summit  of  (lie  acromion. 

Relations. — Superficially  with  (he  skin,  superficial  fascia,  deltoid 
fascia,  platysma,  and  supra-acromial  nerves.  Deeply  (parts  covered  by 
deltoid),  it  covers  the  head  of  the  humerus,  a  large  multiloeular  bursa 
intervening.  It  also  covers  (lie  coracoid  process,  coraco-acormial  ligament, 
insertions  of  pectoral  is  minor,  infra-spinatus,  supra-spinatus,  subscapu- 
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laris,  and  teres  minor,  and  origins  of  the  scapular  and  external  heads  of 
the  triceps,  and  of  the  coraco-brachialis,  and  both  heads  of  biceps,  the 


a.  Ext.  occip.  protuberance. 

b.  Acromion. 

c.  Iliac  crest. 

1.  Trapezius;  between  the 

two  is  the  ovoid  tendon. 

Rhomboid. 

1".  Triangular  tendons  of 
trapezius. 

2.  Lat.  dorsi. 

2'  2'.  Muscular  fasciculi  aris¬ 
ing  from  iliac  crest  and 
ribs. 

3.  Lumbar  fascia. 

4.  Deltoid. 

5.  Infra-spinatus. 

0.  Teres  minor. 

7.  Teres  major. 

8.  Rhomboid  major. 

0.  Ext.  oblique. 

10.  retit’s  triangle. 

11.  Gluteus  maxiinus. 

12.  Gluteus  medius. 

13.  Add.  mag. 

14.  Semi  tend. 

15.  Biceps. 

1G.  Fascia  lata. 

17.  Gracilis.  Beneath  the 
right  deltoid  is  the  tri¬ 
ceps,  and  in  front  of  tl|3 
left  is  the  bipeps. 


Fig.  GO.— Superficial  muscles  of 


trunk.  Posterior  view,  one-fiftii. 


The  student  should  now  only  refer  to  the  muscles  described  in  the  text. 


circumflex  vessels  and  nerves,  and  the  humerus.  Anteriorly ,  a  cellular 
splice  separates  it  from  the  pectoralis  major,  in  which  are  found  the  cephalic 
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vein  and  descending  branches  of  the  acromial-thoracic  artery  Tt  -  rn  / ,  • 
border  rests  on  the  infra-spinatns  and  triceps.  The  cntn’neo, T T 
01  the  tod  along  its  anterio,?  and 


0.  Occipital  protuberance. 

C.  Trans,  process  of  atlas. 

I).  First  dorsal  vertebra. 

L.  ,,  lumbar  ,, 

S.  Sacrum. 

Co.  Coccyx. 

a.  Acromion. 

b.  Base  of  scapula,  the  rhomboid 

major  to  its  inner  side, 
i.  Crest  of  ilium. 

1.  Sterno-mastoid. 

2.  Splenius,  lev.  ang.  scap.,  &c. 

3  3.  Origin  of  trapezius. 

3'.  Half  of  its  oval  tendon. 

3".  Its  triangular  tendon. 

4  4.  Lat.  dorsi. 

4;  4;.  Its  origin  from  lumbar  fascia. 
5.  Infra-spinatus. 

(I.  Teres  minor. 

7.  Teres  major. 

8.  Deltoid. 

0.  Ext.  oblique;  the  int.  obi.  is 
between  it  and  at.  dorsi. 

10.  Glut,  medius. 

11.  Origin  of  glut.  max. 

1  F.  Its  insertion  into  fascia  lata. 
II"-  ,,  femur. 

12.  Biceps. 

13.  Semitcndinous. 

14.  Add.  magnus. 

15.  Gracilis. 


J*Tg.  61. — The  superficial  muscles  of  the  right  side.  Posterior  view 


(See  note  to  previous  figure. 
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Its  origin  corresponds  with  the  insertion  of  the  trapezius,  and  its 
tendon  of  insertion  joins  that  of  the  pectoralis  major,  and  the  two  heads 
of  origin  of  the  brachial  is  anticus  are  attached  at  each  side  of  it. 

O 


1.  Splenius  cap.  et  colli. 

1'.  Lower  part  of  spl.  eolli. 

2.  Complexus. 

3.  Lev.  ang.  seap. 

4.  Rhomb,  min. 

5.  „  maj. 

G.  Part  of  serr.  post.  sup. 

7  7.  Serr.  post.  inf. 

8.  Part  of  spinalis  dorsi. 

9.  Part  of  long,  dorsi. 

10.  Part  of  sacro- lumbal  is. 

11.  Infra-spinatus. 

12.  Long  head  of  triceps. 

13.  Snpra-spinatus. 

14.  Serr.  mag. 

15.  Teres  major. 

1G.  Pyriformis. 

17  17.  Obt.  int.;  between  the  figures  is 
the  lesser  sacro-sciatic  lig. 

17'.  Gemellus  sup. 

17".  „  inf. 

18.  Tendon  of  obt.  ext. 

19.  Quadrntus  femoris,  beneath  which 

is  the  upper  part  of  the  add. 
mag.  with  opening  for  sup.  per¬ 
forating  art. 

20.  Gluteus  medius. 

21.  Internal  oblique. 

The  hones  are  lettered  as  in  the  pre¬ 
ceding  figure. 


Fig.  t>2. — Helper  muscles  of  tiie  right  posterior  aspect. 

See  note  to  previous  figure. 


Actions.-  Acting  ;is  a  whole  it  abducts  the  humerus  and  raises  it  to 
a  right  angle  with  the  trunk.  If  the  limb  be  raised  its  anterior  fibres  aid 
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the  pectoralis  major  in  drawing  the  arm  forwards,  and  its  posterior  fibres 
assist  the  teres  major  and  latissimus  dorsi  in  drawing  it  backwards.  In 
climbing,  the  humerus  being  fixed,  it  strengthens  the  joint  and  assists  in 
supporting  the  body  weight. 


Tri.  int.  head - 


■Biceps 


Tri.  ext.  head'- 


iBrach.  ant. 


Iiif.  angle- 


SVlbscapularis  ■ 


Subscap.  art.  and 
lohsalis  scapula' 


Lat.  dor. 


— Sup.  angle 


Spine  cut 
Subscap.  a. 
Triceps 
Acr1.  br. 
Great  tubtr. 


Olec 


iSup.  long. 


Post.  recur,  intos. 


Axill.  a.- 


Lat.  dor. 


Brachial - 

Triceps  long  head. - 


Deltoid  cut 
_ .Deltoid  branches 


Brachial  giving 
■oil  sup.  prof. 


Fig.  63. _ Arteries  of  right  scapula  and  arm.  External  view. 


Nerve .  — Th e  circum  11  e x . 

Varieties. — This  muscle  is  not  uncommonly  subdivided  into  its  three 
sets  of  fibres,  and  sometimes  fibres  of  the  trapezius  are  continued  into  it, 
as  in  animals  without  clavicles.  Its  anterior  part  is  occasionally  united 
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with  t  he  pectoral  is  major,  and  ids  insertion  varies  in  extent.  J\  fa  ca  lister 
has  described  a  prolongation  of  its  tendon  on  the  radial  border  of  the  fore¬ 
arm  to  the  tendon  of  the  supinator  longus.  This  appears  to  repeat  the 
tensor  plicce  alaris  of  the  bird. 

Dissection. — Detach  the  deltoid  near  its  base,  and  reflect  it  so  far  as 
permitted  without  cutting  the  circumflex  vessels  and  nerves  beneath  it. 
Notice  the  large  sacculated  bursa  between  the  acromion  process,  the 
muscle,  and  the  shoulder  joint.  Clean  the  circumflex  vessels  and  nerves, 
remove  the  remains  of  the  bursa,  and  examine  the  insertion  of  the  muscle, 
noting  how  the  main  tendon  separates  from  below  upwards  for  some  dis- 


Occip.  a. 


Sterno-mastoid 


4 .  Posterior  circum  ft 
0.  Rhomboid  major 

D.  Teres  minor. 

E.  Teres  major. 

G.  Scapula. 

I.  Deltoid. 

M.  Lat.  dorsi. 


Ley.  ang.  soap. 

Sup.  cerv.  a. 

Terminals  of  post.  soap.  a. 
Soap,  spine 


3  3  Terminals  of  infra-scap. 
iTriceps  long  head 


Tertn.of  supra-scap. 
.Inf.  spits,  (cut) 


Fig.  64. — Posterior  view  of  right  scapular  and  circumflex  arteries. 


tance  over  the  under  surface  of  the  muscle.  One  or  two  of  the  larger 
tendinous  intersections  should  be  sought,  to  observe  the  penniform 
arrangement  of  the  fibres  which  arise  from  them,  and  to  define  some 
wedged-shaped  bundles  of  muscular  fibres  between  the  penniform  bundles. 
These  arise  directly  from  the  acromion,  and  are  inserted  into  the  tips  of 
the  lower  tendinous  septa,  and  others  which  spring  from  the  ends  of  the 
upper  tendinous  septa  arc  inserted  into  the  humerus,  between  the  lower 
septa.  The  parts  enumerated  as  being  beneath  the  deltoid  in  giving  its 
relations  should  now  be  defined  ;  and  this  being  done,  the  posterior  circum¬ 
flex  vessels  and  circumflex  nerve  should  be  followed  through  a  quadrangular 
space  between  the  humerus  externally,  and  the  lung  head  of  the  triceps 


1  •'!() 
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internally,  the  teres  minor  above  and  latissimus  dorsi  and  teres  major  below, 
to  their  origins  from  the  axillary  artery  and  posterior  cord  of  the  brachial 
plexus.  In  this  space,  a  branch  from  the  circumflex  nerve  to  the  teres 
minor  muscle  will  be  found  near  the  scapular  border  surrounded  by  strong 
fibrous  tissue.  . '•  1 -  ■  >  ■ 


1  his  branch  has  a  go  a  filiform  enlargement  on  it. 

There  are  two  circumflex  arteries ,  branches  of  the  last  part  of  the 
axillary  trunk.  They  are  anterior  and  posterior. 

J  he  Anterior  Circumflex  is  a  small  vessel  which  passes  transversely 
out  beneath  the  coraco-brachialis  and  biceps,  and  in  the  bicipital  groove 
divides  into  an  ascending  branch,  which  supplies  the  shoulder  joint  and 


Infraspit*. 


Supspit*.  cut 


Scap.  spine 
Rhomb,  maj  * 


Delt. 


Teres  maj.  and 
min.  above  it 


'“’u  ta  noons 
of  cirflex. 

T  riceps 


Lev.  ang.  scap 


Nerve  to 
rhomboids 


.  scap.  and  brs.  to  sup.  and  inf.  spi. 
Aorn. 


Cirflex.  and  its  teres  minor  l»r. 


Braclu  plexus 


Lat.  dorsi 

Flo.  05.  -Posterior  branches  of  brachial  plexus.  IUght  side. 


the  head  of  the  humerus,  and  its  continuation  passes  beneath  the  deltoid 
to  supply  it  and  anastomose  with  the  posterior  circumflex  and  acromial 
thoracic  arteries. 

The  Posterior  Circumflex  is  a  large  vessel,  and  is  given  off  opposite 
the  lower  border  of  the  subscapularis.  It  passes  backwards  with  the  cir¬ 
cumflex  veins  and  nerve  through  the  quadrangular  space,  the  boundaries  of 
which  have  just  been  given.  It  winds  round  the  neck  of  the  humerus  to 
supply  the  deltoid  and  shoulder  joint,  anastomosing  with  the  anterior 
circumflex,  supra-scapular  and  acromial  thoracic  arteries.  It  also  supplies 
part  of  the  teres  minor  and  (lie  long  head  of  the  triceps,  and  gives  cuta¬ 
neous  twigs  to  the  skin  of  the  back  of  (he  shoulder. 

The  Circumflex  Nerve  accompanies  the  posterior  circumflex  artery,  and 
arises  from  the  posterior  cord  of  (he  brachial  plexus  usually  in  common 
with  the  museulo-spiral.  It  is  behind  the  axillary  artery  and  in  front  of 
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(he  subscapularis,  al  (lie  lower  border  of  which  it  passes  back  and  ou(,and 
before  dividing  into  i(s  two  branches  gives  oil  an  articular  filament  to  the 
under  part  of  (In'  shoulder  joint. 

The  v pper  branch  winds  round  (he  humeral  neck  with  the  posterior 
circumflex  vessels  under  the  deltoid  to  its  anterior  border.  It  supplies  this 
muscle,  and  gives  off  cutaneous  filaments,  which  pierce  it  to  supply  the 
skin. 

The  lower  branch  at  its  origin  gives  filaments  to  the  back  of  the 
deltoid  and  to  the  teres  minor.  The  branch  to  the  latter  muscle  usually 
has  a  reddish  gangliform  enlargement.  The  nerve  then  pierces  (lu*  deep 
fascia,  . and  supplies  the  skin  over  the  lower  two-thirds  of  the  back  of  the 
deltoid  and  over  the  long  head  of  the  triceps. 

Variety. — Turner  has  twice  noticed  a  branch  from  the  circumflex  to 
the  teres  major. 

Direction s. — Before  removing  the  fascia  from  the  back  of  the  scapula, 
the  attachments  of  the  infra-spinous  aponeurosis  must  be  made  out.  It  is 
a  strong  fibrous  membrane  investing  the  infra-spinous  muscle,  and  attached 
to  the  margin  of  the  infra-spinous  fossa.  By  its  inner  surface  it  gives 
origin  to  some  fibres  of  that  muscle,  and  also  furnishes  intermuscular  septa 
which  separate  the  infra-spinatus  from  the  teres  minor  and  the  latter  from 
the  teres  major.  It  is  continuous  externally  with  the  deep  fascia  of  the 
arm.  Remove  this  aponeurosis  to  expose  the  infra-spinatus  and  teres 
major  and  minor  muscles. 

The  Infra-spinatus  muscle  occupies  the  greater  part  of  the  infra-spinous 
fossa,  and  is  triangular  with  its  apex  at  the  humerus.  It  arises  by  fleshy 
fibres  from  the  inner  two-thirds  of  the  infra-spinous  fossa,  and  by  tendinous 
laminae  from  the  ridges  on  its  surface ;  also  from  the  infra-spinous  aponeu¬ 
rosis.  The  neck,  lower  angle  and  inferior  border  of  the  scapula  do  not 
give  origin  to  the  infra-spinatus,  but  some  of  its  fibres  arise  from  the 
lower  surface  of  the  scapular  spine  and  overlap  its  tendon,  which  glides 
over  the  external  border  of  the  spine  of  the  scapula,  crosses  the  upper  and 
back  part  of  the  shoulder  capsule,  and  is  inserted  into  the  middle  facet  on 
the  greater  tuberosity  of  the  humerus,  joining  the  tendons  of  the  supra- 
spinatus  and  teres  minor.  There  is  sometimes  a  bursa  between  this 
muscle  and  the  outer  border  of  the  spine  of  the  scapula  which  communi¬ 
cates  with  the  shoulder  joint. 

Relation ft. — Posteriorly ,  with  the  deltoid,  trapezius,  latissimus  dorsi 
and  skin.  A  nteriorly ,  with  the  scapula,  from  which  it  is  separated  by  the 
supra-seapular  and  dorsalis  scapulae  muscles,  and  with  the  shoulder  joint. 
Its  upper  border  is  in  contact  with  the  scapular  spine,  and  its  lower  border 
with  the  teres  minor,  being  sometimes  blended  with  it  and  with  the  teres 
major. 

Action. — The  arm  being  pendent,  it  is  an  external  rotator,  and  when 
the  arm  is  raised  it  helps  to  keep  it  in  that  position  and  with  the  hinder 
portion  of  the  deltoid  to  carry  it  backwards. 

Nerve. — The  supra-scapi dar. 

Varieties. — It  is  sometimes  part  of  or  intimately  connected  with  the 
teres  minor. 

The  Teres  Minor  is  a  longish  narrow  muscle  along  the  inferior  costa  of 
the  scapula.  It  arises  from  a  narrow  oblique  groove  on  the  posterior  sur¬ 
face  of  the  axillary  border  of  the  scapula,  and  from  (he  intermuscular  septa 
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ami  the  infra-spinous  aponeurosis,  and  is  inserted  by  a  tendon  into  the 
lowermost  facet  of  the  great  tuberosity  of  the  humerus,  and  by  fleshy 
bines  for  about  an  inch  into  the  humerus  immediately  below  it.  Its 
tendon  is  m  contact  with  the  posterior  and  inferior  part  of  the  shoulder 

CtlpSll  IP* 


mm 

Fm.  GG.— Deep  dissection  op  back  of  right  shoulder  and  arm. 


Relatione.-  Posteriorly ,  with  the  deltoid,  latissimus  dorsi  and  skin. 
Anteriorly,  with  the  scapula,  the  long  head  of  the  triceps,  the  shoulder 
joint  and  the  dorsalis  scapulae  artery.  By  its  upper  border  with  the 
infraspinatus,  and  by  its  loiuer  margin  with  the  teres  major,  from  which  it 
is  separated  anteriorly  by  the  long  head  of  the  triceps.  A  bursa  is  some¬ 
times  present  between  the  tendon  and  the  bone. 
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Action. — AYith  the  arm  hanging  it  is  an  external  rotator,  and  it  also 
moves  the  bone  backwards.  With  the  arm  raised  it  will  assist  the  infra* 
spinatus  in  keeping  it  in  position  or  in  depressing  it. 


Fig.  G7. — Eight  scapular  muscles.  Posterior  aspect. 


or  paternal 
border  of  subscap. 
Teres  major 


Infra-spinatus 
Teres  minor... 


Nerve. — The  circumflex. 


of 


Fig.  G8. — Left  scapular  muscles.  Posterior  view. 


nr. max  MonviiOLorir. 
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I'lie  Teres  Major  is  broader  and  flatter,  and  arises  from  a  rough  surface 
on  the  dorsal  aspect  of  the  inferior  angle  of  the  scapula  and  from  the 
intermuscular  aponeurosis.  Its  fibres  are  longitudinal  and  twist  upon 
themselves  to  be  inserted  by  a  flat  tendon  about  two  inches  wide  and  long, 
partly  into  and  partly  behind  the  inner  bicipital  ridge.  At  its  insertion 
tin*  tendon  is  behind  that  of  the  latissimus  dorsi,  with  which  it  is  partly 
blended.  There  is  sometimes  a  bursa  separating  these  muscles  above  at 
their  insertion,  and  another  bursa  between  the  tendon  and  the  bone 
This  muscle  and  the  latissimus  dorsi  give  off  a  tendinous  expansion  to 
the  deep  fascia  of  the  arm. 

Relations. —  Anteriorly ,  with  the  subsea pularis,  latissimus  dorsi,  coraco¬ 
brachial  is  and  short  head  of  the  biceps,  axillary  vessels  and  brachial  plexus 
of  nerves.  Posteriorly,  it  is  separated  from  the  skin  by  the  latissimus 


0.  Transverse?  ligament  of  scapula  with  sections  of  supra-seapular  vessels  above,  and  the  nerve  beneath  it. 

10.  Coroco-claviculur  ligaments.  Most  of  the  ossilic  points  of  the  scapula  are  also  shown. 

dorsi  in  front  and  long  head  of  the  triceps  behind.  Its  upper  border  is 
separated  from  the  teres  minor  by  the  long  head  of  the  triceps,  and  its 
lower  border  forms  with  the  latissimus  dorsi  part  of  the  posterior  wall  of 
the  axilla.  The  upper  and  inner  border  of  this  muscle  forms  the  lower 
boundary  of  a  triangular  space,  of  which  the  base  is  at  the  upper  part  of 
the  humerus,  and  the  other  side  the  axillary  costa  of  the  scapula,  which  is 
covered  in  front  by  the  subscapularis  and  behind  by  the  teres  minor 
muscles.  The  long  head  of  the  triceps  divides  this  triangle  into  an  upper 
or  outer  quadrangular  space,  and  a  lower  or  inner  triangular  interval. 
Through  the  quadrilateral  space,  which  is  bounded  above  by  the  teres 
minor,  below  by  the  teres  major,  outside  by  the  humerus,  inside  by  the 
long  head  of  the  triceps,  pass  the  posterior  cireumHex  vessels  and  the 
circumflex  nerve  ;  and  through  the  triangular  space,  which  is  bounded  above 
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by  the  teres  minor,  below  by  five  teres  major,  and  outside  by  the  long 
head  of  the  triceps,  the  dorsalis  scapula1  artery  passes. 

Action . — The  limb  being  pendent  it  acts  as  an  internal  rotator,  and 
draws  the  arm  backwards.  The  arm  being  raised  the  muscle  adducts  and 
depresses  it.  This  and  the  two  preceding  muscles  will,  if  the  humerus 
be  fixed,  draw  the  scapula  towards  it,  (he  teres  major  causing  the  lower 
angle  of  the  scapula  to  move  forwards,  rotating  the  scapula  on  the  rib  on 
an  antero-posterior  axis. 

]S  erce. — It  is  supplied  by  the  middle  and  long  subscapular  nerves. 

Varieties. — This  muscle  sometimes  has  fasciculi  of  connection  with 
the  latissimus  dorsi,  coming  from  some  part  of  the  scapula,  and  occasion¬ 
ally  a  slip  from  it  has  been  seen  descending  on  the  deep  fascia  of  the 
upper  arm  externally. 


For  pnstr.  cirfx. 
A  and  cirfx.  X 
and  N  to  teres 
min. 


I1  IG.  70.  SCAPULO-HUMEltAL  MUSCLES.  I’OSTEKIOR  VIEW 


Dissection  -The  ligaments  connecting  the  clavicle  and  scapula  must 
be  examined  before  proceeding  to  the  examination  of  the  supra-spinatus 
muscle,  and  to  expose  them  the  remaining  fibres  of  the  trapezius  an  1 
deltoid  muscles  and  the  areolar  tissue  must  lie  removed. 

Scapulo-Clcivicular  Ligament  and  Articulation.— This  joint  is  formed 
by  the  outer  end  of  the  clavicle  and  the  upper  edge  of  the  acromion  pro¬ 
cess  of  the  scapula,  the  clavicle  is  joined  to  the  scapula  by  this  articula¬ 
tion,  and  by  the  strong  coraco-cla  vicular  ligament.  The  scapulo-acromial 
joint  possesses  a  superior  and  inferior  acromio-clavicular  ligament  and  an 
inter-articular  fibro-cartilage.  ° 

The  Superior  Acromio-( '! (unculcir  Ligament  is  a  square  broad  band 
covering  the  upper  part  of  the  joint,  being  attached  to  the  clavicle  at  the 
upper  part  of  its  outer  end  and  to  the  upper  part  of  the  acromion.  Its 
fibres  are  parallel  and  interlaced  with  the  aponeurosis  of  (he  deltoid  and 
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trapezius,  Iis  inner  surface  is  in  contact  with  the  margin  of  the  inter- 
articular  fibro-cartilage  and  with  the  synovial  membrane. 

The  Inferior  Acromio-Glavicular  Ligament  is  thinner  than  the 
Superior,  and  is  on  the  under-surface  of  the  joint,  being  attached  to  the 
adjoining  surfaces  of  the  clavicle  and  the  acromion.  Its  upper  surface  is 
in  contact  with  the  fibro-cartilage  (if  it  he  present)  and  the  synovial  mem¬ 
brane;  its  under-surface  with  the  tendon  of  the  supra-spinatus.  The 
superior  and  inferior  ligaments  are  tendinous  in  front  and  behind  the  joint, 
and  really  form  a  complete  capsule  to  it. 

The  Inter- Articular  Fi bro-(J< (rtilo f/e  is  often  present  between  the 
bones  at  the  upper  part  of  the  joint  ;  occasionally  it  completely  separates 
the  joint  into  two  cavities.  In  the  latter  case  there  are  two  synovial 
membranes.  In  two  old  people  T  have  seen  the  acromion  and  clavicle 
united  by  fibro-cartilage.  This  may  have  been  normal  to  them,  or  pos¬ 
sibly  the  result  of  arthritis.  When  present  the  fibro-cartilage  is  wedge- 
shaped  and  its  base  is  attached  to  the  upper  ligament. 

Movements.- — These  are  of  two  kinds,  a  gliding  of  the  clavicle  on  the 
acromion  to  and  fro  and  up  and  down,  and  a  rotation  of  the  scapula 


Fig.  71.  -Right  acromio-clavicular  and  coraco-acromial  ligaments. 


1.  Scapula. 

2.  Humerus. 

3.  Clavicle. 

4.  Margin  of  acromion. 

5  and  (!.  Bands  of  the  cap¬ 
sular  ligament. 

7.  Coraco-acromial  ligament. 

8.  Conoid. 

9.  Trapezoid  ligament. 

10.  Longhead  of  triceps, 


backwards  and  forwards  on  the  clavicle.  In  this  latter  movement  the 
acromion  moves  from  above  down  at  the  fore  part  of  the  joint,  and  from 
below  up  at  the  back;  but  if  the  acromion  be  elevated  the  surfaces  move 
in  the  opposite  direction.  The  extent  of  rotation  is  limited  by  the  two 
portions  (trapezoid  and  conoid)  of  the  coraco-clavicular  ligament. 

Vessels  and  Nerves. — These  come  from  the  supra-scapular  artery  and 
nerve  and  the  acromio-thoracic  artery. 

The  clavicle  is  also  connected  to  the  scapula  by  a  strong  ligament,  the 
coraco-clavicular.  This  ligament  consists  of  two  parts,  the  trapezoid  and 
conoid,  having  different  directions. 

The  Anterior  and  External  fasciculus,  the  trapezoid  ligament,  is 
larger  than  the  conoid,  and  is  broad,  thin,  and  quadrilateral,  and  passes 
obliquely  from  the  coracoid  process  to  the  clavicle.  It  is  attached  below 
to  the  upper  surface  and  inner  border  of  the  coracoid  process  along  the 
hinder  half ;  and  above  to  the  oblique  line  on  the  under-surface  of  the 
clavicle,  which  passes  outwards  from  its  tubercle.  Its  anterior  border  is 
free,  but  its  posterior  border  is  joined  to  the  conoid. 

The  Conoid  Lipament  is  the  -internal  and  posterior  fasciculus,  and  is  a 
strong  conical  band  having  its  base  upwards.  Below,  it  is  attached  by  its 
apex  to  a  rough  depression  at  the  posterior  and  inner  part  of  the  base  of 
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the  coracoid  process,  and  above  by  its  base  to  (lie  conoid  tubercle  on  (lie 
under-surface  of  the  clavicle  and  to  a  line  passing  from  it  inwards  for  half 
an  inch.  In  front  of  this  ligament  is  the  subclavius  muscle,  and  behind  is 
the  trapezius.  They  check  forward  and  backward  rotation  of  the  scapula. 
The  two  bands  of  this  ligament  are  joined  below  posteriorly,  but  are  sepa¬ 
rated  in  front,  forming  an  angle. 

Special  Ligaments  of  the  Scapula. — The  ligaments  proper  to  the 
scapula  are  the  coraco-acromial  or  deltoid  ligament,  the  transverse,  supra¬ 
scapular  or  coracoid  ligament,  and  the  spino-glenoid  ligament. 

The  Coraco-Acromial  Ligament  is  sometimes  called  the  anterior 
ligament  of  the  scapula,  and  is  a  broad  flat  triangular  band,  passing 
transversely  between  the  acromion  and  coracoid  processes  above  the 


Fig. 
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1.  Scapular  venter. 

2.  Vertebral  border. 

3.  Superior  border. 

4.  Axillary  border. 

5.  Supra-scapular  notch. 

G.  Coracoid  process. 

7.  Acromion. 

8.  Clavicle. 

9.  Humerus. 

10.  Transverse  lig. 

11.  Trapezoid  ,, 

12.  Conoid  „ 

13.  Coraco-acromial. 

14.  Sup.  and  inf.  acro-clav. 

15.  Coraco-humeral. 

1G.  Capsular. 

17.  Opening  for  subscap.  bursa. 

18.  Long  tendon  of  biceps. 


72. — SCArULO-nUMERAL  AND  SCAPULO-CLAVICULAR  LIGAMENTS. 
Anterior  ASPECT. 


shoulder  joint.  It  is  fixed  by  its  broad  base  to  the  whole  length  of  the 
outer  border  of  the  coracoid  process  and  reaches  to  the  shoulder  capsule, 
and  by  its  apex  to  the  point  of  the  acromion  process  immediately  in  front 
of  the  acromio-clavicular  articulation.  It  consists  of  an  anterior  and 
posterior  band  with  a  thin  intervening  portion.  The  anterior  part  passes 
transversely,  and  the  posterior  obliquely,  back  and  out.  The  coracoid  and 
acromion  processes,  and  coraco-acromial  ligaments,  form  an  arch  above 
the  head  of  the  humerus  which  protects  the  shoulder  and  checks  the 
ascent  of  the  humeral  head.  Above  it  are  the  clavicle  and  the  under-surface 
of  the  deltoid.  Below  is  the  tendon  of  the  supra-spinatus,  a  bursa  inter¬ 
vening.  Its  anterior  border  is  continuous  with  the  strong  cellular  layer 
that  passes  beneath  the  deltoid  over  the  tendons  of  the  supra-  and  infra- 
spinous  muscles.  Its  posterior  border  is  in  relation  with  the  supra¬ 
spinal  us. 

The  Transverse,  Coracoid  or  Posterior  Ligament  is  a  thin,  flat,  fibrous 
band,  narrower  at  the  middle  than  at  the  attachments,  and  is  tixed  at  one 
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end  to  the  base  of  the  coracoid  process  and  at  the  other  to  the  inner  end 
of  the  upper  border  behind  the  notch.  ft  converts  the  supra-scapular 
notch  into  a  foramen,  through  which  the  supra-scapular  nerve  passes,  the 
supra-scapular  vessels  going  above  it.  I  have  seen  the  vein  passing  be¬ 
neath  the  ligament  when  the  artery  went  above.  Sometimes  all  these 
structures  pass  beneath,  and  occasionally  they  change  places.1 

Dissection,. — Saw  through  the  acromion  process  and  pull  it  and  the 
outer  end  of  the  clavicle  aside,  and  after  making  out  the  attachments  of 
the  supra-spinous  aponeurosis,  this  may  be  removed  to  study  the  supra- 
spinatus  muscle. 

1  he  Swpra-Spinatus  Aponeurosis  or  Fascia  is  a  thick  and  strong 
layer  completing  the  osseo-librous  case  which  encloses  the  supra-spinatus. 
It  is  thick  internally,  but  under  the  coraco-acromial  ligament  it  is  thinner, 
and  is  attached  to  the  margins  of  the  supra-spinous  fossa. 

The  Supra-Spinatus  Muscle  is  triangular,  and  its  base  arises  from  the 
inner  two-thirds  of  the  supra-spinous  fossa  and  from  the  deep  surface  of 
the  supra-spinatus  aponeurosis.  It  passes  beneath  the  acromion  and  is 
inserted  at  its  apex  by  a  tendon  which  crosses  the  upper  part  of  the  shoulder 
capsule,  with  which  it  is  intimately  blended,  into  the  highest  facet  on  the 
great  tuberosity  of  the  humerus,  being  connected  with  the  tendon  of  the 
infra-spinatus. 

Relations. — Superiorly,  with  the  clavicle,  acromion,  coraco-acromial 
ligament,  trapezius  and  deltoid.  Inferiorly ,  with  the  scapula,  upper  part 
of  the  shoulder  joint  and  supra-scapular  vessels  and  nerve. 

Action. — It  assists  the  deltoid  in  raising  the  arm  from  the  side,  and  it 
supports  the  head  of  the  humerus  in  the  glenoid  cavity.  It  tends  to  pre¬ 
vent  displacement  of  the  humeral  head  upwards. 

Nerve. — 8  upra-sca  pular. 

Dissection. — Detach  the  supra-  and  infra-spinatus  muscles  near  the 
base  of  the  scapula,  and  carefully  throw  them  outwards,  so  as  to  preserve 
the  supra-scapular  vessels  and  nerve,  and  their  branches,  which  are  to  be 
traced  beneath  the  acromion  to  the  infra-spinous  fossa.  Beneath  the 
teres  minor  will  be  found  the  dorsalis  scapulae  and  the  anastomoses  between 
it,  the  supra-,  infra-,  and  posterior  scapular  arteries  must  be  traced  out. 

The  Supra-Scapular  Artery  is  given  off  from  the  thyroid  axis  of  the  sub¬ 
clavian.  It  crosses  the  root  of  the  neck  obliquely  from  within  outwards, 
and  passes  over  the  transverse  ligament  of  the  scapula  to  the  supra¬ 
spinous  fossa,  ramifying  between  it  and  the  supra-spinatus,  which  it  sup¬ 
plies,  giving  off  a  branch  which  crosses  the  scapular  neck  to  reach  the 
infra-spinous  fossa  and  anastomose  with  the  dorsalis  scapula?.  It  gives 
off  a  supra-aeromial  branch,  which  pierces  the  trapezius,  supplies  the  skin 
over  the  acromion,  and  anastomoses  with  (he  acromio-thoracie.  Beneath 
the  supra-spinatus  a  supra-spinal  branch  from  it  supplies  the  muscle,  the 
supra-spinous  fossa,  and  the  upper  part  of  the  shoulder  joint ;  and  as  the 
vessel  crosses  the  transverse  ligament,  a  branch  enters  the  subscapular 
fossa  beneath  the  subscapularis,  and  anastomoses  with  the  subscapular 

1  There  is  frequently  a  strong  ligamentous  band  extending  from  the  outer  part  of  t lie 
curved  edge  of  the  spine  of  the  scapula  to  the  upper  part  of  the  glenoid  margin,  where  it 
blends  with  the  capsular  ligament.  This  is  the  g/)ino-(//e>i(iit/  ligament.  The  rornco-fflennii/, 
extending  from  the  coracoid  process  to  the  capsular  ligament,  is  often  present.  It  arises 
with  the  coraco-humcral  (Macalixtcr). 
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from  llio  axillary,  and  posterior  scapular  from  the  subclavian.  I  be  supra¬ 
scapular  vein  enters  into  the  external  jugular. 

The  Supra-Sc<t))V lav  Nerve  comes  from  the  fifth,  sixth,  and  seventh 
cervical  nerves,  and  is  a,  branch  of  the  brachial  plexus  given  oft  above  the 
clavicle.  It  passes  obliquely  outwards  beneath  the  trapezius,  enters  the 
supra-spinous  fossa  beneath  the  transverse  ligament,  giving  two  branches 


Fig. 


I  Second  part  of  su  bclavian  cut,  the  cut  axillar 
beyond  it. 

2.  Supra-scapular. 

3.  Its  anastomoses  with  dorsalis  scapula?,  posterior 

scapular,  and  infra-scapular. 

4.  Posterior  circumflex. 

5.  Anterior  circumflex. 

(1.  Dorsalis  scapula;. 

7.  Posterior  scapular. 

8.  Acromio-thoracic,  cut. 

0.  Infra-scapular. 


73.— Anastomoses  of  the  scapular  arteries.  Anterior  view. 


to  the  supra-spinatus  and  filaments  to  the  shoulder  joint.  It  then  passes 
beneath  the  supra-spinatus,  curving  round  the  outer  border  of  the  scapular 
spine  beneath  a  fibrous  band  (the  spino-glenoid  ligament)  to  the  infra- 
spinous  fossa,  where  it  gives  two  branches  to  the  infra-spinatus  and  some 
filaments  to  the  shoulder  joint  and  scapula. 


1.  Dorsalis  scapulte. 

2.  Its  infra- scapular  branch. 

3.  Posterior  circumflex. 

4.  Termination  of  supra-scapular. 

6.  Supra-scapular. 

G.  Posterior  scapular. 

7.  Ending  of  acromio-thoracic.  The 

quadrangular  and  triangular  spaces 
formed  by  the  two  teres  and  long 
head  of  triceps  are  also  shown.  The 
supra-  and  infra-spinatus,  deltoid,  and 
middle  head  cf  triceps  are  cut. 


Fig.  7-1.  Right  scapular  and  circumflex  arteries.  Posterior  view. 


The  Posterior  Scapular  Artery  is  a  continuation  of  the  transversal  is  colli 
from  the  thyroid  axis  of  the  subclavian.  II  passes  beneath  the  levator 
anguli  scapuhe  to  the  posterior  superior  angle  of  the  scapula,  passing  along 
its  posterior  border  between  the  rhomboids  and  serralus  magnus,  supply- 
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iug  them  and  part  of  the  latissimus  (lorsi,  trapezius  and  scapula.  It 
anastomoses  with  the  supra-,  sub-  and  infra-scapular  arteries,  and  with  (he 
posterior  branches  of  some  of  the  upper  intercostals. 

The  Dorsalis  Scapulae  Branch  of  the  subscapular  artery  runs  back  below 
(lie  axillary  border  of  the  scapula  in  the  triangular  space  between  it  and 
the  teres  muscles.  It  enters  the  infra-spinous  fossa  beneath  the  teres 
minor,  supplying  it  and  the  infra-spinatus,  and  anastomosing  with  the 
supra-scapular  artery.  Its  infra-spinous  branch  runs  between  the  teres 
muscles  to  the  inferior  angle  of  (he  bone,  and  anastomoses  with  the 
posterior  scapular. 


THE  FRONT  OF  THE  ARM. 


Directions. — The  limb  should  lie  with  the  palm  of  the  hand  and 
biceps  uppermost . 

Dissection. — Raise  the  skin  by  making  an  incision  in  continuation  with 
the  previous  one  as  far  as  two  inches  below  the  elbow,  at  the  end  of  which 
another  incision  transverse  to  it  is  to  be  made  across  the  forearm.  Retiect 
the  skin  out  and  in,  and  observe  the  subcutaneous  bursa  between  it  and 
the  olecranon.  In  the  superficial  fatty  fascia  seek  the  cutaneous  vessels 
and  nerves.  The  superficial  fascia  with  fat  between  its  layers  is  thicker 
in  front  of  the  elbow,  where  it  encloses  (he  superficial  vessels,  nerves  and 
lymphatics,  than  in  other  parts  of  the  arm. 

Position  of  Cutaneous  Nerves. — Two  external  cutaneous  branches  of 
the  museulo-spiral  will  be  found  about  the  middle  of  the  outer  side  of  (he 
arm,  and  just  below  the  elbow,  external  to  the  biceps  tendon,  is  the  cuta¬ 
neous  portion  of  the  musculo-cutaneous  nerve.  The  inner  cutaneous 
nerves  are  more  numerous,  the  internal  cutaneous  being  by  the  side  of 
the  basilic  vein  about  the  middle  of  the  arm,  and  a  small  offset  from  it  to 
the  skin  pierces  the  fascia  higher  up,  somewhat  external  to  this  nerve.  In 
the  lower  third  of  the  arm  will  be  found  the  nerve  of  Wrisberg,  and  in  the 
upper  third  are  (lie  intercosto-humeral,  and  the  internal  cutaneous  from 
the  museulo-spiral.  It  forms  an  investment  for  the  arm,  and  is  continuous 
with  the  superficial  fascia  of  the  shoulder,  thorax,  and  forearm. 

Position  of  the  Cutaneous  Veins. — Just  below  the  bend  of  the  elbow 
there  are  several  cutaneous  veins.  The  median  vein  is  in  the  centre  of 
the  forearm,  and  bifurcates  somewhat  below  the  elbow  bend.  On  its 
inner  side  are  the  anterior  and  posterior  ulnar  veins,  which  unite  into  one, 
and  on  its  outer  side  is  the  small  radial  vein.  The  outer  branch  of  the 
median  joins  the  radial  vein  to  form  the  cephalic  vein  (median  cephalic), 
which  runs  along  the  outer  side  of  the  biceps.  The  vein  resulting  from 
the  union  of  the  two  ulnar  veins  is  joined  by  the  inner  branch  of  the 
median  (median  basilic),  which  is  longer  than  the  median  cephalic,  to 
form  the  basilic  vein. 

The  Median  Cephalic  Vein  passes  obliquely  out  in  the  hollow  between 
the  biceps  and  (he  ext  (Misers  and  supinators  of  the  forearm.  Some  small 
cutaneous  twigs  of  (he  musculo-cutaneous  pass  over  it,  and  the  trunk  of 
(he  nerve  runs  beneath  i(.  It  is  generally  smaller  than  the  median 
basilic,  and  is  quite  away  from  the  brachial  artery.  It  has  not  generally 
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1.  Deltoid  fascia. 

2.  Pectoral  fascia. 

3.  Brachial  arch. 

4.  Brachial  fascia. 

5.  Antibrachial  fascia. 

6.  Palmar  fascia. 

7.  Palmaris  brevis. 

8.  Ant.  annlr.  lig. 

9  9.  Cephalic  vein. 

10.  Basilic  vein. 

1 1.  Median  vein. 

12.  Opening  for  basilic  vein  and  int.  cut. 

nerve.  Opening  for  nerve  of  Wris- 
berg  on  inner  side  of  4,  and  for  ext. 
cut.  to  inner  side  of  cephalic  vein. 
Just  above  annlr.  lig.  is  the  palmar 
branch  of  median  nerve.  The 
acromial  and  clavicular  branches  of 
tlie  cervical  plexus  are  shown. 


Imo.  75. — Deep  kasci.e  ok  left  arm  and  forearm,  one-kikth,  showing 
of  the  cutaneous  nerves  pierce  it.  Anterior  aspect,  the  hand 
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boon  opened  in  venesection,  because  iis  position  in  the  groove  between  the 
muscles  makes  compression  of  it  somewhat  difficult  and  uncertain. 

The  Median  Basilic  Vein,  is  more  horizontal  than  the  preceding  and 
crosses  to  (lie  inner  side;  of  the  limb  between  the  biceps  and  pronator  radii 
teres  over  the  brachial  artery.  The  deep  fascia  of  the  arm  and  the  bi¬ 
cipital  fascia  separate  it  from  the  brachial  artery.  It  is  larger  than  the 
median  cephalic.  Some  cutaneous  twigs  of  the  internal  cutaneous  nerve 
are  over  it  and  larger  branches  of  the  same  nerve  behind  it. 


Cephalic  vein 

Biceps  and  brachial  is 
anticus,  cut 

Musculo -spiral  nerve 


Ext.  cutaneous  nerve. 


Median  cephalic 


Radial  vein 


Median  vein 


Basilic  vein 

Int.  cutaneous  nerve 


Inner  edge  of  biceps 
Median  nerve 

Brachial  artery 

Median  basilic 
Int.  cutaneous  nerve 
Ulnar  vein 


Fig.  76.  Sr  per ficial  veins  or  tiii;  right  forearm  and  relations  oe  brachial 

ARTERY  AT  ELBOYV,  TWO  OPENINGS  HAVING  BEEN  MADE  IN  THE  DEEP  FASCIA. 

10.  Bicipital  fascia  and  intercrossing  of  its  fibres  with  the  deep  fascia. 

This  vein  is  generally  selected  to  bleed  from  because  it  is  usually 
larger,  more  superficial,  and  more  readily  compressed ;  but,  as  it  crosses  the 
brachial  artery,  it  should  be  opened  in  a  part  which  is  away  from  that 
vessel. 

The  Basilic  Vein  is  of  large  size,  and  formed  by  the  union  of  the 
anterior  and  posterior  ulnar  veins,  and,  commencing  near  the  inner  condyle, 
ascends  with  the  brachial  artery  to  end  either  in  one  of  the  ven;e  comites 
of  the  brachial  or  to  be  continuous  with  the  axillary  vein. 

'I'h <' Cephalic  Vein  comes  mainly  from  the  outer  or  median  cephalic 
branch  of  the  median,  the  radial  vein  being  frequently  very  small.  It 
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ascends  on  the  outer  side  of  the  biceps,  and  at  the  upper  third  of  the  arm 
is  between  the  pectoral  is  major  and  the  deltoid,  accompanied  by  the 
descending  branch  of  the  acromial  thoracic  artery  and  the  upper  external 
cutaneous  branch  of  the  musculo-spiral  nerve,  and  ends  just  below  the 
clavicle,  between  it  and  tin'  coracoid  process,  in  the  axillary  vein  after 
piercing  the  costo-coracoid  membrane.  Sometimes  this  vein  joins  the 
external  jugular  or  subclavian  by  a  branch  passing  over  or  under  the  cla- 


FlG.  77.— SUPERFICIAL  VEINS  ANI)  LYMPHATICS  AT  FRONT  OF  RIGHT  ELBOW. 

The  deep  fascia  is  shown  beneath  the  vessels. 

vide,  and  in  some  rarer  instances  this  communicat  ing  branch  may  pierce 
the  clavicle,  accompanied  by  a  small  artery.  There  is  usually  a  venule 
uniting  this  vein  with  the  basilic  or  with  the  vein  which  joins  the  basilic 
just  below  the  middle  of  the  arm. 

Varieties. — This  vein  often  ends  with  the  external  jugular  above  or 
below  the  clavicle.  The  jugulo-cephalic  is  (when  present)  the  branch  of 
communication  between  this  and  the  subclavian  veins. 

The  Veins  of  the  Upper  A  rm  are  Superficial  and  Deep. — The  most 
important  of  the  former  veins  of  the  arm  are  those  which  have  been 
described.  Many  others  which  are  innominate  will  be  observed  by  a 
careful  dissector,  and  will  be  seen  to  form  free  anastomoses  between  them- 
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1.  Digital  plexuses 


Acromial  veins 


Vena  salvatella 


Plexus  of  thumb 


Cephalic 


Median  v. 


Median  basilic 

10.  Median  cephalic 
.Ulnar 


Radial 


5.  Anastomoses  on  fore¬ 
arm 


Basilic  piercing  the  fascia 


11.  Anastomoses  on  arm. 
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Il!R  81  PEItIHTAI.  v  KIN’S  OK  TIIIO  ANTERIOR  ASPECT  OK  THE  IJKllIT 
Ll.MIt,  SHOWING  THE  DIGIT. \  E  PREMISES  AND  THIS  DEEP  I’ASCIA. 
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selves,  and  here  and  there  with  the  deep  veins  through  the  deep  fascia. 
The  superficial  veins  are  much  larger  than  the  deep,  and  anastomose  freely 


Fig.  7'J. 

1.  Subcutaneous  lymphatic  plexuses.  2.  Lymphatic  trunks  (injected). 


Efferent 


Afferent 


Pio.  82. — Showing  tiie  valves 

IN  THE  LYMPHATIC  TRUNK. 


with  the  deep,  especially  in  the  neighbourhood  of  joints.  This  frequent 
junction  ensures  the  venous  circulation  of  the  limb  during  muscular  act  ion 
when  the  deep  veins  are  pressed  on. 
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The  Deep  Vein s  are  smaller,  and  accompany  the  arteries  forming  their 
vente  comites,  and  lie  with  them  beneath  the  deep  fascia.  There  are 


Fig.  83. — Superficial  lymphatics 

OF  LEFT  A ItM. 

1.  Supracondyloid  gland.  The  axillary  glands 
are  shown. 


Fie.  81.  Showing  the  digital 

PLEXUSES  AND  THE  RELATION'S 
TO  THE  SUPERFICIAL  VEIN’S. 
lilGIlT  ARM. 


generally  two  of  them,  one  on  each  side  of  the  corresponding  artery,  and 
at  intervals  they  are  connected  by  short  transverse  branches  before  and 
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behind  the  avtevy  ;  both  superficial  and  deep  veins  have  valves,  these  being 
more  numerous  in  the  deep  than  in  the  superficial. 

The  Lymphatic  Vessels  and  Glands  of  the  upper  extremity  are,  like 
the  veins,  arranged  into  superficial  and  dee])  sets.  The  superficial  lymphatics 
of  the  arm  lie  mostly  along  the  basilic  vein  and  empty  into  the  axillary 
glands.  Some  outer  lymphatics  accompany  the  cephalic  vein,  and  empty 
mostly  into  the  subclavian  lymphatic  glands.  A  few,  however,  cross  the 
upper  part  of  the  biceps,  and  end  in  the  anterior  axillary  glands. 

The  Superficial  Lymphatic  Glands  of  the  arm  are  very  few  and  of 
small  size.  One,  two,  or  three  may  be  found  in  front  of  the  elbow,  and 
one  or  two  rather  more  than  an  inch  above  the  inner  humeral  condyle  near 
the  basilic  vein. 

The  Deep  Lymphatics  of  the  arm  communicate  at  intervals  with  the 
superficial,  and  pass  through  the  dee])  lymphatic  glands  which  run  up 
along  the  brachial  artery.  They  enter  t  he  axillary  and  subclavian  glands, 
and  on  the  right  side  end  in  the  right  lymphatic  duct,  on  the  left  in  the 
thoracic  duct. 

Cutaneous  Nerves. — All  the  superficial  nerves  of  this  region,  with  one 
exception  (the  intercosto-humeral),  come  from  the  brachial  plexus  either 
as  distinct  branches  or  are  given  off  from  the  nerves  into  which  it  divides. 
On  the  outer  side  are  filaments  of  the  external  cutaneous  and  musculo- 
spiral,  and  on  the  inner  are  a  large  and  small  internal  cutaneous  (from  the 
plexus),  an  internal  cutaneous  branch  of  the  musculo-spiral,  and  the  inter¬ 
costo-humeral  from  the  second  intercostal  nerve. 

Internal  Cutaneous  Nerves. — The  Internal  Cutaneous  Nerve  is  the  inner 
smallest  branch  of  the  brachial  plexus.  It  is  given  off  from  the  inner  cord 
with  the  inner  head  of  median  and  ulnar,  and  is  on  the  inner  side  of  the 
brachial  artery.  It  pierces  the  dee])  fascia  near  the  basilic  vein,  and 
becoming  cutaneous  divides  into  two  branches,  anterior  and  posterior. 

Near  the  axilla  it  gives  off  a  cutaneous  filament  which  lies  a  little 
external  to  the  nerve  from  which  it  comes,  pierces  the  fascia,  and  innervates 
the  skin  over  the  biceps  almost  as  far  as  t lie  elbow. 

The  Anterior  Branch  is  the  larger,  and  is  usually  in  front  of  the  median 
basilic  vein,  but  is  sometimes  behind  it.  It  will  be  traced  in  the  forearm 
in  a  subsequent  dissection. 

The  Posterior  Branch  runs  obliquely  down  on  the  inner  side  of  the 
basilic  vein  over  the  inner  humeral  condyle  to  the  back  of  the  forearm, 
where  it  will  be  dissected  with  that  region.  Above  the  elbow  it  joins  the 
nerve  of  Wrisberg. 

The  Lesser  Internal  Cuta.neous  Nerve  (or  nerve  of  Wrisberg)  supplies 
the  skin  on  the  inner  side  of  the  arm.  It  is  the  smallest  branch  of  the 
plexus,  and  is  given  off  from  the  inner  cord  usually  with  the  internal 
cutaneous  and  ulnar  nerves.  In  the  axilla  it  is  at  first  behind,  and  then 
on  the  inner  side  of  the  axillary  vein,  where  it  joins  the  intercosto-humeral. 
In  the  arm  it  is  on  the  inner  side  of  the*  brachial  artery,  and  it  pierces  the 
deej)  fascia  about  its  middle,  and  inclining  backwards  supplies  the  skin  of 
the  back  and  lower  third  of  the  arm  as  far  as  the  elbow.  Some  filaments 
arc;  given  off  from  it  between  the  olecranon  and  the  inner  condyle  to  the 
back  of  the  former  process,  and  others  supply  the  skin  in  front  of  the 
inner  condyle.  It  joins  the  inner  branch  of  the  internal  cutaneous 
nerve. 
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1  ho  Internal  Cutaneous  li ranch  of  the  mnsculo-spiral  liorve  is  given 
oft  in  the  axilla  with  the  innermost  muscular  branch.  It  is  small,  and 
runs  along  the  inner  side  of  the  arm,  becoming  subcutaneous  on  the  upper 
third,  to  supply  the  skin  on  its  posterior  aspect  nearly  as  far  as  the  ole¬ 
cranon. 


Aero1.  Clavr. 


Acc.  or  lesser 
lilt.  cuts. 


Lower  cuts.  o£  circ. 


Int.  cuts. 
Basi.  v. 


Cepli.  v. 


Upper  cuts, 
of  circ. 


Iut.  cuts. 


Mus.  cut 
Med.  cepli.  v. 

Cuts.  br.  of  mus.  spi. 

Rail.  v. 


Ulnar 
Ulnar  v. 


Med.  has.  v. 


Fid.  85.-  Cutaneous  nerves  and  veins  ok  front  of  rioiit  arm 


AND  UK  PER  KART  OF  FOREARM. 


The  In  l  ercosto-II urn  era  l  Nerve  from  the  second  intercostal  pierces  the 
dee])  fascia  of  the  arm  near  the  axilla,  and  supplies  flit'  skin  on  the  inner 
and  posterior  surfaces  of  the  upper  part  of  the  arm.  The  size  and  distri¬ 
bution,  and  even  the  presence,  of  this  nerve  may  be  modified  by  the 
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development  of  Wrisberg’s  nerve,  and  the  inner  cutaneous  branch  of  the 
musculo- spiral. 

External  Cutaneous  Nerves. — The  cutaneous  portion  of  the  musculo¬ 
cutaneous  nerve  pierces  the  deep  fascia  a  little  above  the  front  of  the 
elbow  on  the  outer  side  of  the  biceps  tendon.  It  runs  beneath  the  median 
cephalic  vein,  and  divides  into  the  anterior  and  posterior  branch,  which 
will  be  dissected  with  the  forearm. 

There  are  two  external  cutaneous  branches  of  the  muscido-spiral.  The 
upper  smaller  one  accompanies  the  cephalic  vein  to  the  front  of  the  elbow, 
supplying  the  skin  on  the  lower  half  of  the  anterior  aspect  of  the  arm  ; 
the  lower  larger  branch  pierces  the  dee})  fascia  below  the  insertion  of  the 
deltoid,  and  passes  down  along  the  outer  side  of  the  arm  and  elbow  to  the 
radial  side  of  the  foreirm,  where  it  will  be  subsequently  traced. 

The  Deep  Fascia  or  Aponeurosis  of  the  arm  is  a  whitish  glistening 
structure,  which  is  continuous  with  that  covering  the  deltoid  and  pectoral 
muscles.  It  is  a  thin,  loose,  membranous  investment  to  the  arm  muscles, 
and  from  its  deep  surface  sends  processes  and  septa  between  them.  It  is 
composed  of  circular  and  spiral  fibres,  which  are  connected  by  vertical 
ones.  It  varies  in  thickness  in  different  parts,  and  receives  accessory 
fibres  from  the  tendons  of  the  pectoralis  major,  latissimus  dorsi  and  deltoid 
which  lie  beneath  it.  Over  the  biceps  it  is  thin,  but  thicker  over  the 
triceps  and  humeral  condyles.  Above  it  is  attached  to  the  outer  part  of 
the  clavicle,  the  acromion,  and  the  scapular  spine  ;  and  below  it  is  con¬ 
tinuous  with  the  deep  fascia  of  the  forearm,  and  is  attached  to  the  bony 
prominences  about  the  elbow,  and  especially  to  the  humeral  condyloid 
ridges.  Two  processes,  more  strongly  marked  than  the  rest,  separate  the 
muscles  of  the  anterior  from  those  of  the  posterior  brachial  regions.  The 
outer  of  these  is  the  external  intermuscular  septum,  and  extends  along  the 
external  condyloid  ridge  from  the  lower  part  of  the  anterior  bicipital  ridge 
to  the  outer  condyle.  The  tendon  of  the  deltoid  blends  with  it,  and  the 
outer  portion  of  the  brachialis  anticus,  supinator  longus,  and  extensor  carpi 
radialis  longior,  partly  arise  from  it  in  front,  and  the  outer  head  of  t  he  triceps 
partly  has  origin  from  its  posterior  surface.  It  is  pierced  by  the  superior 
profunda  artery  and  musculo-spiral  nerve.  The  internal  intermuscular 
septum  is  thicker  than  the  external,  and  is  attached  along  the  inner  con¬ 
dyloid  ridge  from  the  lower  part  of  the  posterior  bicipital  lip  below  the 
teres  major,  to  the  inner  condyle.  The  tendon  of  the  coraco-brachialis 
blends  with  it,  the  inner  portion  of  the  brachialis  anticus  partly  arises 
from  it  in  front,  and  the  inner  head  of  the  triceps  is  attached  to  it  pos¬ 
teriorly.  It  is  perforated  by  the  inferior  profunda  and  anastomotica  magna 
vessels  and  the  ulnar  nerve. 

Directions. — Tie  together,  in  their  natural  position,  the  vessels  and 
nerves  at  the  upper  part  of  the  limb,  and  attach  them  to  the  coracoid 
process.  Raise  the  scapula,  and  render  tense  the  muscles  by  fixing  them 
in  a  suitable  position. 

Dissection. — Remove  the  deep  fascia  or  aponeurosis  by  incisions  similar 
to  those  through  the  skin,  and  reflect  it  out  and  in. 

Anterior  Humeral  Muscles. — There  are  three  muscles  on  the  front  of 
the  arm — that  in  the  centre  being  t  he  biceps,  that  in  the  inner  side  the 
coraco-brachialis,  and  that  beneath  the  lower  part  of  the  biceps  the  bra¬ 
chialis  anticus.  The  flexor  and  pronator  muscles  of  the  forearm  arise  from 
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1.  Deltoid  fascia. 

2.  Pectoral  fascia. 

3.  Brachial  arch. 

4.  Brachial  fascia. 

5.  Antibrachial  fascia. 

C.  Palmar  fascia. 

7.  Palmaris  brevis. 

8.  Ant.  Annlr.  Mg'. 

9  9.  Cephalic  vein. 

10.  Basilic  vein. 

11.  Median  vein. 

12.  Opening  for  basilic  vein  and  int.  cut. 

nerve.  Opening  for  nerve  of  Wris- 
berg  on  inner  side  of  4,  and  for  ext. 
cut.  to  inner  side  of  cephalic  vein. 
Just  above  annlr.  lig.  is  the  palmar 
branch  of  median  nerve.  The 
acromial  and  clavicular  branches  of 
the  cervical  plexus  are  shown. 


I' i ci.  8(1. — Deep  pascite  op  left  arm  and  poheaum,  one-ktfth,  showing  where  some 

OP  THE  CUTANEOUS  NERVES  PIERCE  IT.  ANTERIOR  ASPECT,  THE  HAND  SUP1NATED. 


DISSECTION  OF  THE  OFFER  LIMB. 


the  inner  humeral  condyle,  and  the  extensors  and  supinators  from  I  he 
outer. 

The  Coraco-brachialis  is  the  smallest  <>f  these  muscles,  and  is  placed  at 
the  upper  and  inner  part  of  the  arm.  It  is  roundish,  and  arises  hy  fleshy 
fibres  from  the  middle  facet  on  the  apex  of  the  coracoid  process,  and  from 
the  tendinous  short  head  of  the  biceps,  which  is  immediately  external  to 
it  ;  also  from  the  intermuscular  septum  between  them.  Its  fibres  pass 
back,  down,  and  out,  and  are  inserted  by  a  flat  tendon  into  a  rough  ridge 
at  the  middle  of  the  inner  side  of  the  humeral  shaft,  below  the  level  of 
the  deltoid,  and  between  the  inner  origins  of  the  triceps  and  brachialis 
anticus.  An  aponeurotic  process  passes  up  to  the  neck  of  the  humerus 
from  its  insertion,  and  is  joined  by  fleshy  fibres.  This  process  forms  a 
sling  over  the  latissimus  dorsi  tendon.  The  coraco-brachialis  is  pierced 
by  the  musculo-cutaneous  nerve. 

Relations. — Anteriorly ,  with  the  pectoral  is  major  and  deltoid  above, 
and  at  its  insertion  with  the  brachial  vessels  and  median  nerve,  which 
cross  it.  Posteriorly ,  with  the  tendons  of  the  subscapularis,  teres  major 
and  latissimus  dorsi,  the  short  head  of  the  triceps,  the  humerus  and  the 
anterior  circumflex  vessels.  Internally ,  with  the  median  and  musculo¬ 
cutaneous  nerves  and  the  brachial  artery,  to  which  its  inner  border  is  a 
guide  for  the  upper  part  of  the  vessel.  Externally,  with  the  short  head 
of  the  biceps  and  brachialis  anticus. 

Actions. — It  adducts  and  draws  forwards  the  arm,  and  if  the  humerus 
be  fixed  it  will  draw  the  scapula  down  and  assist  in  keeping  the  shoulder- 
joint  surfaces  in  contact. 

Nerve. — The  musculo-cutaneous. 

Varieties. — It  is  subject  to  much  variation,  and  Wood  thinks  that  it 
consists  typically  of  three  parts:  1,  an  upper  short  one,  arising  from  or 
near  the  coracoid  process,  and  passing  over  the  capsular  ligament  to  be 
inserted  just  below  the  small  humeral  tuberosity  ;  2,  a  second  portion, 
corresponding  very  nearly  to  the  muscle  as  usually  described;  and  3,  a 
third,  which  is  the  most  superficial  and  the  longest,  and  passes  to  or  near 
the  inner  condyle,  and  in  many  cases  is  inserted  into  the  supra-condyloid 
process  when  this  is  present.  The  second  or  middle  division  is,  in  man, 
the  most  constant,  but  is  usually  accompanied  by  a  portion  of  the  third, 
the  external  cutaneous  nerve  passing  between  them.  All  three  slips  are 
found  in  varying  forms  and  degrees  of  development  in  lower  vertebrates  ; 
but  the  first  and  third  are  the  most  marked  peculiarities  in  man.  Struthers 
has  described  a  fibrous  band  connected  with  tin*  inferior  portion  of  this 
muscle,  and  has  named  it  the  Internal  Brachial  ligament. 

The  Biceps  is  a  long  spindle-shaped  muscle,  wider  in  the  middle  than 
at  the  ends,  and  occupies  the  whole  of  the  front  surface  of  the  arm,  forming 
the  prominence  noticeable  in  front  of  it.  It  is  divided  into  two  tendinous 
portions  or  heads,  of  different  lengths,  whence  its  name.  These  both  arise 
from  the  scapula.  The  short  head  takes  origin  by  a  thick  flattened  tendon 
from  the  middle  facet  near  the  apex  of  the  coracoid  process  in  common 
with  the  coraco-brachialis;  and  the  long  head  arises  by  a  long  rounded 
bifurcated  tendon,  which  is  continuous  with  the  upper  margin  of  the 
glenoid  cavity.  This  tendon  pierces  the  capsular  ligament,  but  is  outside 
the  synovial  cavity  of  the  joint,  and  arches  over  the  head  of  the  humerus, 
being  enclosed  in  a  reflection  of  the  synovial  membrane  of  the  shoulder, 
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t°  which  it  is  external,  and  on  leaving  the  capsule  it  descends  alone 
the  bicipital  groove,  in  which  it  is  retained  by  expansions  from  the 
pectoralis  major,  latissimus  dorsi,  and  teres  major.  Muscular  fibres 
come  from  each  tendinous  head,  and  form  a  narrow,  flattened,  fleshy 
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Fig.  87. — Superficial  muscles  of  the  fhont  of  the  eight  aum  and  fokeasm 

belly  about  the  middle  of  the  arm,  which  ends  just  above  the  elbow 
in  a  flattened  tendon  which  is  inserted  into  the  posterior  part  of  the 
radial  tuberosity,  a  synovial  bursa  being  placed  between  the  front  of  the 
tuberosity  and  the  tendon.  The  tendon  of  insertion  is  broad,  thin,  ami 
sharp  externally,  and  near  the  radius  it  becomes  narrow  ami  twisted  upon 
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itself,  being  applied  by  a,  Hat  surface  to  (lie  tuberosity,  so  that  its  edges 
look  backwards  and  forwards.  Opposite  the  bend  of  the  elbow  a  broad 
aponeurosis,  called  the  bicipital  or  semilunar  fascia,  is  given  off  from  its 
inner  side.  This  passes  obliquely  over  the  brachial  artery  downwards  and 
inwards  to  be  continuous  with  tin*  deep  fascia  of  the  forearm.  The  con¬ 
nections  of  the  long  head  and  the  tendinous  insertions  will  be  subsequently 
dissected. 


Fir;.  88. — MUSCLES  OF  MCUIT  ARM  AND  FOREARM.  OUTER  VIEW. 

Some  veins  are  also  si  town. 

Relations. —In  front  it  is  superficial  except,  at  its  ends.  Its  upper 
extremity  is  concealed  by  the  deltoid  and  pectoralis  major,  and  its  tendon 
of  insertion  dips  into  the  hollow  in  front  of  the  elbow,  and  is  in  contact 
with  tin*  supinator  brevis.  Behind  it  is  in  relation  with  the  shoulder 
joint  and  humerus, from  which  it  is  separated  by  (lie  insertions  of  the  suh- 
soapularis,  teres  major,  latissimus  dorsi,  and  origin  of  tin;  bracliialis  anticus, 
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and  by  the  musculo-cutaneous  nerve.  Its  Inner  border  is  in  relation 
with  the  coraco-brachialis,  the  median  nerve,  and  the  brachial  vessels,  and 
is  also  the  guide  to  the  brachial  artery  below  the  middle  of  the  humerus 
but  above  that  point  the  coraeo-brachialis  is  between  them.  Its  order 
border  is  in  contact  with  the  deltoid  above  and  supinator  longus  below. 

Actions. —  It  is  a  flexor  of  the  forearm  bending  the  elbow  joint.  It  is 
also  a  supinator  of  the  radius  and  a  tensor  of  the  deep  fascia  of  the  fore¬ 
arm,  because  of  its  aponeurotic  expansion  to  that  fascia.  If  the  forearm 
be  fixed  it  will  Hex  the  arm  upon  it,  and  if  the  arm  be  hanging  and  the 
radius  fixed,  the  long  head  will  help  to  remove  the  limb  from  the  thorax, 
and  when  abduction  is  complete,  the  short  head  will  aid  in  restoring  the 
limb  to  its  original  position. 

Nerve. — The  external  or  musculo-cutaneous. 

Varieties. — This  is  one  of  the  most  variable  muscles  in  the  human 
body.  Its  coracoid  and  glenoid  portions  may  be  separated  a  long  way 
down  or  may  even  only  meet  at  the  tendon  of  insertion ;  but  a  more 
common  peculiarity  is  perhaps  the  increase  in  the  number  of  its  heads  of 
origin.  According  to  Theile,  a  third  head  is  found  once  in  eight  or  nine 
subjects,  arising  at  the  upper  and  inner  part  of  the  brachialis  antieus, 
being  continuous  with  its  fibres,  or  from  the  insertion  of  the  coraco- 
brachialis,  and  being  inserted  into  the  under-surface  of  the  bicipital  fascia 
so  as  to  form  a  tensor  of  that  fascia,  and  also  into  the  inner  side  of  the 
biceps  tendon.  This  additional  head  lies  usually  on  the  outer  side  of  the 
brachial  artery,  but  sometimes  behind  it  and  occasionally  in  front  of  it. 
In  some  instances  a  third  head  consists  of  two  slips,  one  passing  in  front 
and  the  other  behind  the  artery,  concealing  it  in  the  lower  half  of  the 
arm.  A  muscular  fasciculus  passing  from  the  biceps  over  the  brachial 
artery  to  the  inner  intermuscular  septum  has  also  been  seen.  Gruber  has 
described  a  third  head  passing  from  the  outer  side  of  the  humerus  and 
sometimes  from  the  bicipital  groove  or  great  tuberosity  to  the  radius 
( brachio-radiidis ).  Sometimes  the  long  head  does  not  reach  the  glenoid 
process  of  the  scapula,  but  stops  in  the  bicipital  groove.  I  have  seen 
this  in  old  subjects ;  and  in  one  instance  I  felt  sure  it  had  been  the  result 
of  disease,  as  there  were  indications  of  chronic  arthritis  in  the  shoulder 
joint.  On  one  side  of  a  subject  in  the  London  Hospital  dissecting  room 
there  was  a  fourth  diminutive  Jiead. 

The  Brachial  Artery  is  I  he  continuation  of  the  axillary,  and  commences 
at  the  lower  margin  of  the  tendon  of  the  teres  major,  and  passing  down 
the  inner  and  anterior  aspect  of  the  arm,  ends  opposite  the  neck  of  the 
radius  in  the  radial  and  ulnar  arteries.  It  gradually  inclines  from  the 
inner  to  the  fore  part  of  the  arm,  lying  in  the  groove  along  the  inner 
border  of  the  coraco-brachialis  and  bice] is  muscles,  and  its  direction  may 
be  indicated  by  a  line  drawn  from  near  the  outer  side  of  the  axilla  to 
midway  between  the  humeral  condyles.  In  the  upper  part  of  its  course 
it  is  superficial  and  lies  internal  to  the  humerus,  but  below,  at  the*  elbow, 
it  lies  in  front  of  that  bone  and  is  more  deeply  placed. 

Relations. —  In  front  art*  the  skin,  superficial  and  deep  fascia*,  and  at  the 
elbow  the  bicipital  fascia,  which  separates  it  from  the  median  basilic  vein. 
The  basilic  vein  lies  along  the  course  of  the  artery  on  its  inner  side, 
separated  from  it  by  the  deep  fascia  in  the  lower  half,  and  the  median 
nerve  crosses  usually  in  front  of,  but  sometimes  behind  it  at  its  middle. 
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Behind.  the  long  and  inner  heads  <>l  t lie  triceps  separate  it  above  from  tbe 
inner  side  of  the  humerus,  the  superior  profunda,  artery  and  musculo-spiial 
nerve  intervening;  and  below  it-  is  separated  from  the  trout-  of  the  bone 
bv  the  insertion  of  the?  eoraeo-braehialis  and  by  the  bra.chia.lis  anticus. 
Inside  it  is  in  relation  with  the  internal  cutaneous  and  ulnar  nerves,  in 
its  upper  half,  and  in  its  lower  half  with  the  median.  Outside  is  the 


Brach.  . 


Anast.  mag 


Slip.  prof. 


Inf.  prof. 


The  basilic  vein  is  cut.  The  median  nerve 
is  over  the  artery,  and  the  ulnar  to  its 
inner  side,  and  part  of  the  musculo- 
spiral  near  the  vein.  The  bicipital 
fascia  is  over  the  vessel,  just  above  its 
bifurcation  into  radial  and  ulnar. 
The  biceps  is  external  to  the  artery, 
and  the  coraco-brachialis  between  it 
and  the  artery  above,  and  just  above 
both  is  the  pectoralis  major,  above 
which  is  the  deltoid.  Internal  to  the 
vein  is  the  tendon  of  the  latissimus 
dorsi,  below  which  is  that  of  the  teres 
major,  and  behind  the  superior  pro¬ 
funda  and  musculo-spirai  nerve  is  the 
long  head  of  the  triceps.  At  the 
elbow-bend  the  supinator  longus  is 
outside  the  artery,  the  bicipital  fascia 
above,  and  the  pronator  teres  inside  it. 


L'm.  8f.— Right  brachial  artery  and  branches. 


commencement  of  tbe  median  nerve,  and  the  coraco-brachialis  and  biceps 
muscles,  which  slightly  overlap  it.  Two  veil  as  comites  accompany  it  and 
are  closely  applied  to  the  artery,  being  connected  here  and  there  by  short 
transverse  branches. 


Relations  of  the  Brachial  Artery. 


In  front. — Skin,  fasciae,  cutaneous  vessels  and  nerves,  median  nerve,  bicipital 
fascia,  and  median  basilic  vein. 


Outside. — Median  nerve,  cor- 
aco-bracbialis  and  biceps,  and 
humerus  and  vena  comes. 


Inside.  — Internal  cutaneous 
ulnar  and  median  nerves,  and 
vena  comes. 


Behind. — Inner  head  of  triceps,  musculo-spirai  nerve,  superior  profunda  artery, 
coraco-brachialis,  aud  brachialis  anticus  and  humerus. 
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1  aviations. — This  vessel  is  subject  to  many  peculiarities  in  its  divi¬ 
sion,  course,  distribution,  and  relations,  which  possess  special  surgical 
interest,  not  only  from  the  comparative  frequency  of  its  peculiarities,  but 
because  it  has  not  unfrequently  to  be  tied  or  compressed. 

Course. — Sometimes  the  brachial  artery  and  median  nerve  pass  to¬ 
wards  the  inner  condyle  to  regain  its  usual  position  at  the  bend  of  the 
elbow,  either  through  a  bony  prominence  or  ring,  which  was  mentioned 
in  giving  1 1 1  e  surface  markings,  or  under  a  fibrous  arch,  from  which,  in 
this  case,  the  pronator  teres  arises.  Sometimes  this  anomaly  occurs 
without  the  development  of  any  bony  prominence.  This  abnormal  con¬ 
dition  in  man  resembles  the  normal  position  of  the  artery  in  some  of  the 
carnivora.  A  very  rare  condition  consists  in  the  division  of  the  brachial 
into  two  vessels  near  its  origin,  the  artery  being  single  above  and  below. 
Another  rare  occurrence  is  the  origin  of  the  radial  ulnar  and  interosseous 
together,  from  the  end  of  the  brachial  at  the  ordinary  situation  below  the 
elbow. 

Division. — This  may  be  above  or  below  t  he  usual  point,  the  normal 
condition  prevailing ;  i.e.  in  about  three-fourths  of  the  cases  the  vessel 
bifurcates  in  its  normal  position.  When  the  artery  divides  above  its  usual 
point  (it  may  do  so  at  any  point  from  the  axilla  to  behind  the  elbow),  the 
radial  in  three  cases  out  of  four  is  the  one  prematurely  given  off;  but 
sometimes  it  is  the  ulnar,  or  a  branch  corresponding  to  the  ulnar  in  its 
distribution  below  the  middle  of  the  forearm  is  given  off  from  the  trunk, 
which  subsequently  divides  into  the  usual  radial  and  interosseous  arteries 
of  the  forearm,  the  latter  being  ordinarily  a  branch  of  the  ulnar.  There 
is  no  correspondence  between  the  arteries  of  the  two  arms  of  the  same 
subject,  with  reference  to  this  irregular  division.  In  sixty-one  bodies  it 
was  present  on  one  side  only,  in  forty-three  on  both  sides,  indifferent  posi¬ 
tions  in  thirteen,  and  on  both  sides  in  the  same  position  in  five.  The 
point  of  division  is  most  frequently  in  the  upper,  less  so  in  the  lower,  and 
less  in  the  middle  third  of  1  he  arm,  whore  it  is  usually  tied.  In  any  of 
these  instances  two  large  vessels  would  be  found  in  the  arm  instead  of 
one.  Two  vessels  instead  of  one  are  present  in  some  part  of  the  arm  in 
about  one  out  of  five  subjects. 

The  position  of  these  two  vessels  possesses  much  surgical  interest. 
Commonly  they  are  close  together  and  occupy  the  usual  position  of  the 
brachial,  but  the  radial  artery  when  given  off  in  this  manner  frequently 
arises  from  tin1  inner  si  le  of  the  brachial,  and  runs  posteriori  >/  with  the 
larger  vessel  (the  brachial  or  ulnar  interosseous),  and  crosses  over  it  at  the 
bend  of  the  elbow  under  the  deep  fascia,  but  very  often  it  pierces  the 
fascia  near  the  elbow  and  runs  subcutaneously. 

If  the  ulnar  be  the  branch  given  off  high  up  from  the  brachial,  it  fre¬ 
quently  leaves  the  ordinary  position  of  the  brachial  at  the  lower  part  of  the 
arm  near  the  inner  condyle.  It  is  generally  superficial  to  the  flexors,  but 
under  the  fascia,  and  sometimes  between  the  skin  and  fascia,  and  very 
rarely  benca th  the  muscles.  In  some  instances  the  two  vessels  repre¬ 
senting  tin'  brachial  are  joined  at  the  bond  of  the  elbow  bv  a  transverse 
branch,  which  comes  from  the  larger  (or  larger  interosseous)  to  the  radial 
or  radial  recurrent,  and  more  rarely  the  two  anomalous  vessels  are  really 
reunited. 

The  vusu  aberrant ia  or  aberrant  arteries  are  long  slender  vessels  which 
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come  from  (lie  brachial  or  axillary  and  join  one  of  Ihe  arteries  of  the 
forearm.  A  branch  from  beneath  these  vessels  generally  joins  the  radial. 

The  interosseous  artery  sometimes  arises  from  the  upper  part  of  the 
brachial  or  axillary,  and  usually  passes  down  the  arm  behind  the  main 
trunk,  and  at  the  elbow  passes  deeply  between  the  muscles  to  regain  its 
usual  position  in  the  forearm. 

Peculiarities  in  Muscular  Relations. — In  the  upper  third  of  the  arm 
the  brachial  vessels  and  median  nerve  may  be  covered  for  three  inches  by 
a  thick  muscular  layer  from  the  coraco-brachialis.  In  the  lower  half  of 
the  arm  it  may  be  concealed  by  a  thin  broad  extra  head  of  the  biceps 
muscle,  and  a  narrow  muscular  slip  from  the  biceps  may  also  cover  the 
vessel  for  an  inch  and  a  half.  A  musculo-tendinous  slip  coming  from  the 
external  bicipital  ridge  may  cross  the  artery  very  obliquely,  and  lie  in  front 
of  it  for  three  inches,  and  be  then  inserted  into  the  fascia  over  the  pronator 
teres.  A  tendinous  slip  from  the  deep  part  of  the  pectoralis  major  tendon 
may  obliquely  cross  the  vessel  and  join  the  inner  intermuscular  septum. 
Not  uncommonly  the  braehialis  anticus  projects  on  the  outer  side  of  and 
may  overlap  the  vessel,  or  if  may  give  off  an  aponeurosis  which  passes 
inwards  over  the  artery  and  binds  the  latter  down  to  itself.  Sometimes 
a  fleshy  fasciculus  from  the  same  vessel  covers  the  artery  to  the  extent  of 
two  or  three  inches.  When  the  pronator  teres  arises  high  up  the  fibrous 
expansion  from  it  passes  to  the  braehialis  anticus  on  the  outer  side  of  the 
vessel,  concealing  it  for  about  half  an  inch  above  the  condyles,  and  forming 
an  arch  under  which  the  brachial  artery  and  median  nerve  pass. 

Surgical  Anatomy. — To  compress  this  vessel  the  pressure  must  be 
directed  from  within  outwards  at  the  upper  part  of  its  course,  and  in  the 
lower  half  from  before  backwards.  The  insertion  of  the  coraco-brachialis 
is  the  seat  of  election  for  compression.  In  wounds  of  the  vessel  itself  or 
of  those  of  Ihe  forearm  or  palmar  arches,  or  in  aneurisms  of  the  main  trunk 
or  its  branches,  and  in  some  rarer  instances,  the  vessel  will  have  to  be  tied. 
If  the  student  have  made  himself  familiar  with  the  relations  of  the  vessels 
as  described  he  will  ordinarily  have  no  difficulty  after  feeling  its  pulsation 
in  cutting  down  upon  it,  and  if  he  be  aware  of  the  most  common  variations 
as  regards  position,  division  and  relations,  he  will  be  prepared  for  abnormal 
occurrences. 

Collateral  Circulation . —  If  the  brachial  be  tied  in  the  upper  third  of 
the  arm,  the  blood  is  brought  into  the  limb  beyond  the  seat  of  ligature 
by  descending  branches  given  off  from  the  trunk  or  its  branches  above  the 
seat  of  ligation,  joining  branches  which  are  given  off  from  the  brachial  or 
its  branches  below  the  point  tied.  These  latter  are  ascending  or  recurrent. 
If  the  ligature  lie  at  the  point  stated,  branches  from  the  circumflex  and 
subscapular  arteries  join  ascending  branches  from  the  superior  profunda, 
but  if  the  brachial  be  tied  below  the  origin  of  both  profundag  the  circu¬ 
lation  is  continued  by  the  branches  of  these  vessels  joining  the  recurrent 
branches  from  tin*  radial,  ulnar,  and  interosseous. 

Branches. — Those  are  given  off  from  the  outer  and  inner  side  of  the 
brachial;  the  former  are  usually  muscular  and  supply  the  biceps,  coraco- 
brachialis  and  braehialis  anticus.  The  inner  branches  are  the  superior 
and  inferior  profundae,  the  nutrient  and  anastomotiea  magma. 

The  Superior  Profunda  is  larger  than  the  others,  and  is  given  off 
from  the  inner  and  back  part  of  the  brachial  near  the  lower  border  of  the 
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Circle  of  Willis  .  .  . 

Basilar . 

Occipital . 


Anastomoses  between  ) 
external  carotids  .  .  [ 
Princeps  cervicis  .  . 


Vertebral . 

Common  carotid .  .  .  . 

Anastomosis  between ) 
superior  and  inferior  - 
thyroid . 1 

Deep  cervical  .  .  .  . 

Posterior  scapular  .  .  . 

Suprascapular  .  .  .  . 

Subclavian . 

Superior  intercostal  .  . 


Axillary . 

Short  thoracic  .  .  .  . 


Posterior  circumflex  .  . 

Anastomosis  between ) 
the  posterior  scapular  - 
and  dorsalis  scapula* ) 
Subscapular  and  its  \ 
junction  with  long  ( 
thoracic  and  sup.  pro-  f 

funda . J 

Long  thoracic  .  .  .  . 
Anastomosis  between  \ 
internal  mammary,  I 
long  thoracic,  and  - 
aortic  intercostals  and  i 
short  thoracic  .  ,  .  I 


Brachial . 

Inferior  profunda  .  .  , 

Anastomosis  between ) 
superior  profunda  and 
interosseous  recurrent  ) 

1  )itto  between  superior.  , 
Profunda  and  radial ) 
recurrent . j 


Posterior  interosseous . 
Anterior  interosseous  . 


Posterior  branch  and  \ 
anterior  branch  of 
anterior  interosseous .  ) 
Anterior  carpal  .  . 

Posterior  carpal  .  .  . 

Carpal  recurrent .  .  . 
Princeps  pollicis .  .  . 
Deep  palmar  arch  .  . 

Superficial  palmar  arch 

Radialie  indicis  .  .  . 


Epigastric  and  its  anastomosis  with 
internal  mammary 


a.  Aorta. 

H,  Innominate. 

c,  D,  and  e.  Anastomosis  between  the  inferior 
profunda,  anastomotica  magna.  ami  an¬ 
terior  and  posterior  ulnar  recurrent. 

Tt,  Radial, 
u,  Uloar. 


Dorsal  interosseous 
Palmar  interosseous 


Digital 


Fig.  90.-  Diagram  op  the  collateral  circulation  of  the  arm 

Altered  from  Smith  and  Wulsham. 
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teres  major.  It  passes  back  and  out  with  the  musculo-spiral  nerve  in  tin' 
musculo-spiral  groove  of  t  lie  humerus  between  (lie  outer  and  inner  heads 
of  the  triceps  and  the  bone  to  the  outer  side  of  the  elbow,  and  pierces 
the  external  intermuscular  septnm  with  (lie  musculo-spiral  nerve.  It  will 
be  subsequently  traced  in  the  dissection  of  the  back  of  the  arm  between 
the  brachialis  anticus  and  supinator  longus  to  anastomose  with  the 
recurrent  radial. 

Varieties. — In  describing  the  anomalies  of  the  axillary  trunk  and  its 
branches,  it  was  stated  that  the  superior  profunda  might  give  origin  to  the 


Insert  ions  of  snpra- 
and  infra-spinatus 
and  teres  minor 


Sup.  profunda  artery 


Musculo-spiral  nerve 


Ext.  condyle 


4 


ti 


-  5  Head  of  humerus 


Origin  of  outer  head 
of  triceps 


Origin  of  inner  head 
of  triceps 


Olecranon  fossa 


Int.  condyle 


Fig.  SI.— Posterior  aspect  of  left  humerus,  to  show  how  the  artery  axd 

NERVE  WIND  ROUND  BETWEEN  THE  OUTER  AND  INNER  HEADS  OF  TRICEPS. 


posterior  circumflex,  and  that  its  own  origin  might  be  transferred  to  a  branch 
from  the  axillary. 

The  Nutrient  A  rtery  arises  about  the  middle  of  the  arm,  near  the  in¬ 
ferior  profunda,  and  passing  down  enters  a  large  nutrient  foramen  near  the 
insertion  of  the  coraco-brachialis,  and  passes  to  supply  the  osseous  and 
medullary  substance  of  the  humerus,  its  direction  being  towards  the 

elbow. 

The  Inferior  Profunda  arises  opposite  the  insertion  of  the  coraco-braehi- 


II  (  \M .  I X  MORVIIOL  O G  ] 


1 60 

alis,  accompanies  the  ulnar  nerve,  anti  piercing  the  internal  intermuscular 
septum  descends  on  the  inner  head  of  the  triceps  to  the  space  between  the 
olecranon  and  the  inner  condyle,  and  ends  by  anastomosing  with  the  anas- 
tomotica  magna  and  posterior  ulnar  recurrent,  and  by  a  branch  over  the 
front  of  the  inner  condyle  joins  the  anterior  ulnar  recurrent.  It  supplies 
the  inner  part  of  the  triceps,  and  may  arise  in  common  with  the  superior 
profunda. 

Varieties. — This  vessel  is  occasionally  absent,  and  for  this  reason  some 
anatomists  do  not  recognise  it  as  a  regular  branch  of  the  brachial. 

The  Anastomotica  Magna  is  given  off  about  an  inch  and  a  half  to  two 
inches  above  the  elbow,  and  crejsses  transversely  inwards  over  the  brachial  is 
anticus  to  pierce  the  inner  intermuscular  septum,  and  passes  back  between 
the  humerus  and  the  triceps  to  the  space  between  the  olecranon  and  the 


1.  Axillary. 

2.  Acromio- thoracic. 

3.  Acromial  branch  of  2. 

4.  A  muscular  branch  of  2. 
r>.  Thoracic  branch  of  2. 

•)'.  Alar  or  posterior  thoracic. 
G.  Long  thoracic. 


G'.  Anterior  perforating  of  internal 
mammary. 

7.  Subscapular. 

8.  Dorsalis  scapulas. 

0.  Continuation  of  subscapulars. 

10  ami  11.  MuscularsofsUbseapular. 
12.  Posterior  circumflex. 


13.  Anterior  circumflex. 

11.  Brachial. 

lo.  Superior  profunda. 

1G,  17,  18.  Muscular. 

10.  Inferior  profumla. 

20.  Anastomotica  magna. 

21.  Median  nerve  cut. 


The  pectorals,  biceps,  ooraco-brachialis,  and  latissimus  dorsi  are  cut  ami  reflected. 


inner  condyle.  It  forms  an  arch  above  the  olecranon  fossa  with  the  pos¬ 
terior  articular  branch  of  the  superior  profunda,  and  gives  off  an  offset 
between  the  olecranon  and  inner  condyle,  which  joins  the  inferior  profunda 
and  posterior  ulnar  recurrent  arteries,  and  some  twigs  pass  in  front  of  the 
inner  condyle  to  inosculate  with  the  anterior  ulnar  recurrent,  while  others 
ascend  to  join  the  inferior  profunda.  It  gives  branches  to  (he  triceps  and 
pronator  teres  muscle. 

Varieties. — This  artery  is  sometimes  very  small,  and  in  such  a  case  the 
inferior  profunda  takes  its  place  behind  the  humerus. 

The  Muscular  branches  are  three  or  four  large  vessels  which  supply  the 
coraco-brachialis,  biceps  and  brachialis  anticus. 

The  Brachial  Veins  are  the  vena'  comiles  of  the  brachial  artery,  and  are 
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placed  one  on  each  side  of  if,  receiving  branches  corresponding  with  those 
given  off  from  the  artery,  and  are  connected  by  transverse  branches  of 
communication.  Near  the  lower  border  of  the  snbscapnlaris  they  unite 
into  one  vessel  with  the  basilic  to  form  the  axillary  vein. 


Brach.  ant. 


Ulnar 


Biceps  cut 

Bieip.  fascia 

Pronator  teres 
Med.  has.  v. 


Bad 


Clavicle 


M  ns.  cuts. 


Bie.  long  head 


Ext.  cuts. 


Brach.  arty. 


Dclt.  and  cirf. 


Access,  cuts. 
Cor.  bra. 

Int.  cuts, 
ed. 


Fig.  93.— Deep  nebves  op  right  arm. 

The  two  heads  of  the  median,  including  the  lu>t  part  of  axillary  artery,  are  shown.  The  tendons  of  the  pectoral  is 
major  ami  minor  are  cut,  and  the  long  head  of  the  biceps  is  in  its  groove.  'The  deltoid,  triceps,  and  short  bead 
of  biceps  are  cut  and  reflected. 


Nerves  of  the  Front  of  the  Arm. — These  come  from  the  terminal  cords 
of  the  brachial  plexus.  The  median  and  ulnar  pass  into  the  forearm 
usually  without  giving  any  branches. 
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1  he  Median  Nerve  was  named  from  its  course.  It  runs  along  (he 
middle*  of  the  arm  and  forearm  to  the  hand,  and  lies  between  the  ulnar  on 
the  inner,  and  the  musculo-spiral  and  radial  on  the  outer  side.  It  arises 
by  two  roots,  from  the  outer  and  inner  cords  of  the  plexus — these  enclose 
the  third  part  of  the  axillary  artery,  join  in  front  or  on  the  outer  side  of 
the  vessel — and,  passing  down  the  arm,  is  at  first  on  the  outer  and  then  usu¬ 
ally  in  front  of  the  brachial  artery  in  the  middle  of  the  arm  ;  but  sometimes 
it  lies  behind  it,  and  at  the  bend  of  the  elbow  is  on  its  inner  side,  where 
it  is  placed  beneath  the  bicipital  fascia,  resting  on  the  brachial  anticus. 
It  gives  no  branches  in  the  arm,  and  its  relations  are  similar  to  those  of  the 
artery. 

Varieties. — There  may  be  a  doubling  of  one  or  both  heads,  and  the  outer 
head  may  pass  behind  instead  of  in  front  of  the  brachial  artery.  It  may 
frequently  pass  behind  the  brachial,  and  may  enter  the  forearm  by  passing 
over  the  pronator  teres  instead  of  between  its  heads.  Sometimes  there  is 
a  fasciculus  in  the  arm,  connecting  it  with  the  musculo-cutaneous.  In 
very  rare  instances  it  may  accompany  the  brachial  artery  beneath  the 
supra-condylar  process,  as  mentioned  in  describing  the  anomalies  of  this 
vessel. 

The  Ulnar  Nerve  runs  along  the  inner  side  of  the  limb  to  the  muscles 
and  skin  of  the  forearm  and  hand.  It  is  smaller  than  the  median,  being 
placed  behind  it,  and  arises  from  the  inner  cord  of  the  brachial  plexus  in 
common  with  the  internal  cutaneous  and  inner  head  of  the  median.  At 
first  it  is  close  to  the  inner  side  of  the  axillary  and  brachial  arteries,  and  at 
the  middle  of  the  arm  crosses  obliquely  over  the  inner  head  of  the  triceps, 
through  the  inner  intermuscular  septum  and  fibres  of  the  triceps,  to  the 
groove  between  the  olecranon  and  internal  condyle,  accompanied  by  the 
inferior  profunda  artery.  It  enters  the  forearm  between  the  two  heads  of 
the  flexor  carpi  ulnaris.  There  are  no  branches  of  this  nerve  in  the  arm, 
but  between  the  olecranon  and  inner  condyle  it  gives  some  small  articular 
filaments  to  the  elbow. 

Varieties. — Sometimes  the  ulnar  gives  muscular  twigs  to  the  inner  head 
of  the  triceps  in  the  upper  partof  the  arm,  and  if  the  epitrochleo-anconeus 
muscle  be  present,  it  receives  a  branch  from  the  ulna.  In  three  instances 
Gruber  has  observed  the  nerve  passing  in  front  instead  of  behind  the  inner 
condyle. 

The  Internal  Cutaneous  comes  from  the  inner  cord  of  the  plexus,  and 
is  superficial  to  the  brachial  artery  as  far  as  the  middle  of  the  arm,  where  it 
divides  into  two  branches  that  pierce  the  deep  fascia,  and  near  the  axilla  it 
gives  an  offset  to  the  skin  and  the  inner  side  of  the  arm.  It  is  continued 
on  to  the  inner  side  of  the  forearm. 

Th  e  lesser  Internal  Cutaneous ,  or  nerve  of  Wrisbeiu/,  arises  from  the 
inner  cord,  generally  with  the  preceding.  It  is  at  first  behind  the  axillary 
vein,  and  then  passes  beneath  (but  sometimes  through  the  vein)  and  joins 
the  intercosto-humeral.  Afterwards  it  runs  along  the  inner  side*  of  the  arm 
as  far  as  its  middle,  where  it  pierces  the  deep  fascia,  and  supplies  the  skin 
of  the  arm  as  far  as  the  inner  side  of  the  elbow. 

The  Musculo-  or  External  Cutaneous  (or  perfontns  Casserii)  supplies 
the  muscles  and  skin  of  the  front  of  the  arm,  and  ends  in  the  forearm.  1 1 
comes  from  the  outer  cord  of  t ho  brachial  plexus  near  the  lower  bonier 
uf  the  pectoral  is  minor,  then  pierces  the  coraco-brachialis,  which  it  supplies, 
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and  passes  obliquely  out  between  the  biceps  and  brachialis  anticus  to 
just  above  the  elbow,  where  it  pierces  the  deep  fascia,  and  divides  into 
anterior  and  posterior  cutaneous  branches  to  the  forearm.  It  supplies  the 
biceps,  coraco-brachialis,  and  part  of  the  brachialis  anticus  muscles,  and 
sends  filaments  to  the  humerus  and  elbow  joint. 


Deltil 


to  br.ant 


Biceps  partly  cut 


Mus.  cut 
Cuts,  of  mus.  spi. — 
Mus.  spi.  _ 
Br.  to  ext.  carp.  long. 


Post.  into. 
Kxt.  carp.  long.  J 
Sup.  Ion 
Br.  to  ext.  carp,  brev 


Clavicle 


f  Beet.  min. 


M  us.  cuts. 


Acc.  or  lesser 
int.  cuts. 


Cor.  braclis. 


.  JIus.  cut. 


Median 

Br.  of  bit.  cuts. 


.Ulnar 


Median 


_ to  pron.  ter. 


Fig.  at. — Deep  nerves  of  right  arm.  Anterior  view. 

The  brachial  and  radial  arteries  are  partly  seen. 


Varieties.  —  The  chief  part  of  this  nerve,  instead  of  piercing  the 
muscle,  may  remain  adherent  to  the  outer  root  or  trunk  of  the  median, 
and  then  the  muscle  gets  ;i  separate  branch  from  the  brachial  plexus. 


u r m  ix  MoiiPiroLoa r. 


iro 

Not  infrequently  if  joins  the  median  or  maybe  a  branch  of  it.  Sometimes 
if  does  not  pierce  the  coraco-brach ialis. 

Dissection . —  Cut  through  the  biceps  tendon  near  the  elbow,  and  reflect 
the  muscle  upwards.  Clean  the  surface  of  the  braeh ialis  anticus,  and  define 
its  lateral  attachments. 

The  Brachialis  Anticus  is  a  broad  muscle  compressed  from  before  back, 
and  is  narrower  at  its  extremities  than  in  the  middle.  It  arises  from  the 
anterior  and  lower  half  of  the  outer  and  inner  surfaces  of  the  humeral 
shaft,  and  embraces  by  two  processes  the  insertion  of  the  deltoid.  Its  origin 
extends  to  within  an  inch  of  the  lower  articular  surface  of  the  humerus, 


and  it  also  arises  from  both  intermuscular  septa,  but  more  extensively 
from  the  inner.  Its  fibres  converge  to  a  thick  tendon,  which  is  inserted 
into  a  rough  impression  on  the  anterior  surface  of  the  coronoid  process 
of  the  ulna,  in  an  interval  between  two  fleshy  origins  of  the  flexor  profun¬ 
dus  digitarum. 

Relations. — In  front  with  the  biceps,  the  brachial  vessels,  musculo¬ 
cutaneous,  and  median  nerves,  and  above  the  deep  fascia  with  the  cephalic 
and  basilic  veins,  and  (he  veins  and  nerves  in  front  of  the  bend  of  the 
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elbow  ;  belli nd,  with  the  humerus  ;md  anterior  ligament  of  the  elbow.  1 1 s 
inner  border  is  in  relation  with  the  triceps,  ulnar  nerve,  and  pronator 
teres,  from  which  it  is  separated  by  the  intermuscular  septum.  Its  outer 
border  is  separated  below  from  the  external  intermuscular  septum  by  the 
supinator  longus  and  extensor  carpi  radius  longior,  and  is  in  relation  with 
the  musculo-spiral  nerve  and  radial  recurrent  artery. 

Actions. —  It  is  a  flexor  of  the  forearm,  as  it  draws  the  ulna  towards  the 
humerus.  If  the  forearm  be  fixed,  it  will  flex  the  arm  upon  the  forearm. 
It  protects  the  front  of  the  elbow  joint. 

Serves. — The  musculo-cutaneous,  and  often  a  twig  from  the  musculo- 
spiral. 

Varieties. — It  is  subject  to  many  changes,  the  most  common  being  its 
breaking  up  into  two  or  more  parts,  or  it  may  blend  with  the  supinator 
lomnis,  biceps,  or  pronator  teres.  It  may  be  inserted  into  the  upper  part 
of  the  radius,  or  partly  into  the  bicipital  or  semilunar  fascia. 


POSTERIOR  HUMERAL  REGION. 

Directions. — Place  the  limb  on  the  table  on  its  anterior  aspect,  and 
semiflex  the  elbow  by  placing  a  block  beneath  it.  Render  the  muscular 


Fig.  96.— Diagram  of  incisions  for  dissecting  The  posterior  parts  of 

THE  BODY. 

fibres  tense  by  placing  the  scapula  at  a  right  angle  to  the  humerus,  and 
•listening  it  there  with  hooks. 

Dissection. — The  skin  has  already  been  nearly  completely  reflected 
roin  tfii*  part.  The  student  must  entirely  separate  it  and  make  a  vertical 
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Fig.  97.— 


1.  Deltoid  fascia. 

2.  Dorsal  thoracic  fascia. 

3.  Brachial  fascia. 

4.  Antibraehial  fascia. 

5.  Manual  dorsal  „ 

(>.  Post.  ann.  lig. 

7.  Cephalic  v. 

8.  Basilic  v. 


UI’l'EU  LIMB. 


Tlio  shin  is  left  on  the  ends  of  the  lingers.  The  digital  extensors  are  shown  through  the  thin  dorsal  fascia. 
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incision  through  the  deep  fascia  to  a  little  below  the  elbow,  and  lnusl  (hen 
reflect  it,  also  a  litt  le  loose  connective  tissue  beneath  it,  and  find  the  nerves, 
as  in  the  annexed  figure  of  the  cutaneous  nerves. 

Cutaneous  Xerces. — These  are  the  posterior  branch  of  musculo-spiral 
at  the  upper  and  inner  side  near  the  axillary  fold,  just  below  which  is  the 
intercosto-humeral,  and  lower  down  is  the  nerve  of  Wrisberg.  Close  below 
this  is  the  internal  cutaneous  branch  of  the  musculo-spiral,  and  a  little 
lower  down  is  the  upper  cutaneous  branch  of  the  internal  cutaneous,  .lust 
below  the  elbow  on  the  inner  side  is  the  lower  posterior  branch  of  the 
internal  cutaneous.  Thus  there  are  five  nerves  on  the  inner  side.  Follow- 


Acromi 1 


Fig.  98,— Cutaneous  nerves  op  back  of  left  shoulder,  arm  and  elbow. 


Cii'flex 


Post,  of  liras,  spi. 
Cirflex. 

Intcost.-humeral 


Ext.  cuts,  of  mus.-spj 


Int.  cuts,  of 
mus.-spi. 


Nerve  of  Wi  is-bc-rg 

.Int.  cuts,  of 
mus.-spi. 


Post,  branch  of  int.  cuts, 
(upper) 


Post,  branch  of  ilit.  cuts, 
(lower) 


The  deep  fascia  is  beneath  thorn. 

big  the  lower  border  of  the  deltoid  are  two  branches  of  the  circumflex,  of 
which  the  outer  sends  a  branch  down  the  outer  side  of  the  arm.  The 
external  cutaneous  of  the  musculo-spiral  is  on  the  outer  side  just  above 
the  elbow,  and  below  this  is  the  internal  cutaneous  branch  of  the  same 
nerve.  Anastomotic  twigs  connect  the  various  nerves. 

There  is  but  one  muscle,  the  triceps,  on  the  back  of  the  arm,  be¬ 
tween  the  inner  and  outer  heads  of  which  the  musculo-spiral  nerve  and 
superior  profunda  vessels,  passing  down  and  out,  must  be  traced. 
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nr  AT  AN  MOTlVUOLOCi  V. 


1  In*  Triceps  muscle  extends  the  whole  length  of  the  posterior  surface 
<>t  the  humerus,  and  is  a  large  muscle  divided  into  three  parts  of  origin  or 
heads,  lienee  its  name.  These  three  heads  are :  1,  the  middle,  scapular 


I'm.  <)!).— SUPERFICIAL  MUSCLES  OF  THE  BACK  OF  1UGHT  UI' FEB  LIMB. 

At  the  bases  of  the  metacarpals  of  the  index  and  second  fingers  are  the  insertions  of  the  extensors  carpi  longior 

and  brevier. 


or  long  head;  2,  (lie  external  or  long  humeral  ;  and  3,  the  internal  or  short 
humeral.  These  are  attached  to  the  humerus,  and  also  to  the  scapula. 
The  'middle  head  is  the  longest,  and  arises  by  a  flattened  tendon  about 
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an  inch  wide  from  a  rough  ish  triangular  surface  jtisl  below  the  glenoid 
cavity  of  the  scapula,  being  blended  with  the  capsular  and  glenoid  liga¬ 
ments.  Its  muscular  fibres  pass  vertically  down  to  between  the  outer  and 
inner  heads,  and  join  the  common  tendon  of  insertion  with  them. 

The  i n ner  head  is  wide  and  muscular,  and  arises  from  the  posterior 
aspect  of  the  humeral  shaft  below  the  musculo-spiral  groove.  Its  origin 
is  narrow  and  pointed,  and  is  attached  just  below  the  insertion  of  the 
teres  major,  and  extends,  reaching  laterally  to  the  inner  intermuscular 
septum,  to  within  an  inch  of  the  lower  articular  surface  of  the  humerus. 
It  is  also  attached  to  the  internal  border  of  the  humerus.  The  fibres  of 
this  head  pass,  some  to  the  common  tendon  of  insertion,  and  others  down 
to  the  olecranon. 

The  external  head  is  narrow,  and  arises  from  the  posterior  surface  of 
the  humerus  above  the  musculo-spiral  groove,  and  between  the  latter  and 
the  insertion  of  the  teres  minor.  It  is  also  attached  to  the  outer  border 
of  the  humerus,  and  to  the  external  intermuscular  septum.  The  fibres 
converge  towards  its  tendon  of  insertion. 

The  coaunun  tendon  of  insertion  of  the  triceps  begins  about  the 
middle  of  the  posterior  part  of  the  muscle,  and  consists  of  two  tendinous 
laminae,  one  being  subcutaneous  and  covering  the  posterior  aspect  of  the 
muscle  for  its  lower  half,  the  other  being  more  deeply  placed  in  fire  sub¬ 
stance  of  the  muscle,  and,  after  receiving  its  muscular  fibres,  both  tendons 
join  above  the  elbow  to  be  inserted  into  the  back  and  tip  of  the  olecranon 
process,  giving  an  expansion  to  the  deep  fascia  of  the  forearm.  A  small 
bursa,  sometimes  multi-locular,  is  commonly  situated  between  the  bone 
and  the  tendon,  and  there  is  a  subcutaneous  one  between  the  skin  and 
bone. 

Relations. — Posteriori //,  above  is  the  deltoid,  and  it  is  subcutaneous 
in  its  remaining  part;  anterior!;/,  with  the  humerus  superior  profunda 
vessels,  musculo-spiral  nerve  and  posterior  ligament  of  the  elbow.  Its  long 
head  is  in  relation  in  front  with  the  subscapularis,  teres  major,  and  latissi- 
mus  dorsi,  and  behind  with  the  deltoid  and  teres  minor.  The  dissector 
will  recollect  that  the  long  head  passes  between  the  teres  major  and  minor, 
dividing  the  triangular  interval  between  these  two  muscles  and  the 
humerus  into  two  smaller  spaces,  one  of  which  is  near  the  humerus,  and 
is  quadrangular,  and  the  other  is  near  the  scapula,  and  is  triangular.  The 
quad  rang  alar  space  is  bound  above  by  the  lower  border  of  the  teres 
minor,  below  bv  the  upper  borders  of  the  latissimos  dorsi  and  teres  major, 
outside  by  the  humerus,  and  inside  by  the  outer  border  of  the  scapular 
head  of  the  triceps.  It  transmits  the  posterior  circumflex  vessels  and 
circumflex  nerve  and  its  branch  to  the  teres  minor.  The  triangular  space 
transmits  the  dorsalis  scapula*  vessels,  and  is  bounded  above  by  the  lower 
border  of  the  teres  minor,  below  by  the  upper  border  of  t  he  teres  major, 
outside  by  t he  inner  border  of  the  long  head  of  the  triceps.  The  lower 
portion  of  the  outer  head  of  the  triceps  is  usually  continuous  with  the 
anconeus  muscle. 

Actions. — The  triceps  is  the  main  extensor  of  the  forearm,  and  directly 
antagonises  the  biceps  and  brachial  is  ant  icus,  which  are  its  flexors.  If  the 
arm  be  extended,  the  longhead  may  aid  the  I  at  issimus  dorsi  and  t  errs 
major  to  draw  the  humerus  backwards.  The  long  head  can  depress  the 
raised  humerus,  adduct  it,  and  tend  to  prevent  dislocation  downwards. 
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— The  lnusculo-s]  )ival  supplies  I  he  trice]  is. 

VavietifM. — A  fourth  head  from  the  inner  surface  of  the  humerus, 


Fict.  100.— Posterior  muscles  ok  arm,  and  internal  view  op 

FOREARM  MUSCLES. 

Two  dorsal  iuterossci  arc  indicated. 


arising  near  to  or  above  the  inner  head,  may  be  present,  or  a  communi¬ 
cating  slip  between  the  triceps  and  latissinius  dorsi,  corresponding  with 
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the  acu’xso) 7/  trice})*  or  dorsi  ejtilrocldeari#.  This  muscle  exists  in  several 
of  (he  lower  mammalia,  and  is  common  among  the  quadrumana.  A 
small  muscle,  usually  a  part  of  tlm  triceps,  arising  from  behind  the  inner 
condyle,  and  being  inserted  into  the  inner  side  of  (he  olecranon,  lias  been 
observed  by  W.  Gruber  and  Wood,  and  has  been  named  the  epitrochleo- 
ancimeus. 

Direction.  The  middle  head  of  the  triceps  should  be  divided  about 
its  middle,  and  the  fatty  tissue  removed  from  the  superior  profunda, 
vessels  and  (he  musculo-spiral  nerve  ;  and  these  should  be  traced  between 
the  outer  and  inner  heads  of  (he  muscle,  and  through  the  external  inter¬ 
muscular  septum  to  (heir  situation  between  the  supinator  longus  and 
braehialis  antieus.  The  outer  and  inner  intermuscular  septa  should  be 


lie.  101.  Branches  of  the  right  axillary  and  brachial  arteries. 


1  Axillary. 

2.  Acromlo. thoracic. 

3.  Acromial  branch  of  2. 

4.  A  muscular  branch  of  2. 

5.  Thoracic  branch  of  2. 

6'.  Alar  or  posterior  thoracic. 

6.  Long  thoracic. 


G'.  Anterior  perforating  of  internal 
mammary. 

7.  Subscapular. 

8.  Dorsalis  scapula?. 

lb  Continuation  of  subscapulars. 

10  and  11.  Muscularsof subscapular. 
12.  Posterior  circumflex. 


13.  Anterior  circumflex. 

14.  Brachial. 

1  Superior  profunda. 

1G,  17,  18.  Muscular, 
llh  Inferior  profunda. 

20.  Anastomotica  mngna. 

21.  Median  nerve  cut. 


The  pectorals,  biceps,  coraco-bracliialis,  and  latissimus  dorsi  are  cut  and  reflected. 


defined,  and  piercing  the  inner,  the  ulnar  nerve  and  inferior  profunda  artery 
must  be  made  out.  Then  the  triceps  should  be  separated  along  the  line 
of  junction  of  (he  outer  and  middle  heads,  so  as  to  trace  out  the  branches 
of  the  superior  profunda  artery  and  musculo-spiral  nerve  which  descend 
to  the  anconeus  muscle  and  olecranon. 

The  intermuscular  septa  have  been  described  with  the  deep  fascia  of 
the  arm.  They  separate  the  muscles  on  the  front  from  those  on  the  back 
of  the  arm,  and  their  attachments  to  I  he  external  and  internal  condyloid 
humeral  ridges  should  he  made  out. 

I  he  Superior  Profunda  branch  of  the  brachial  artery  supplies  the  triceps, 
■'mil  accompanying  (he  musculo-spiral  nerve  winds  in  the  musculo-spiral 
groove  (o  the  back  and  outer  side  of  (he  humerus  between  the  inner  and 
o,lter  heads  of  (he  triceps.  It  gives  branches  (<»  the  deltoid,  coraco- 
bracliialis,  and  triceps  muscles,  and  while  in  (he  groove  between  the 
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triceps  ami  the  humerus  gives  off  the  posterior  articular  branch,  which 
descends  vertically  between  the  muscle  and  the  bone  to  f  lie  back  part  <>f 
the  elbow  joint,  where  it  joins  the  poster  lor  interosseous  recurrent  branch, 
and  on  the  inner  side  of  the  arm  anastomoses  with  the  posterior  ulnar 
recurrent  and  anastomotica  magna  or  inferior  profunda.  Very  often  a 
small  offset  accompanies  the  musculo-spiral  nerve,  and  joins  the  recurrent 
radial  artery,  and  another  ends  in  the  anconeus  below  the  outer  condyle. 
Two  or  three  cutaneous  twigs  from  the  outer  side  of  the  vessel  accompany 
the  cutaneous  nerves. 


to  int.  head  of 
triceps 


to  ext.  head 


to  int.  head 


to  ext.  head 
M  us.-spi. 


Ect.  cut.  of  nius. 


Uln. 


to  ancon'. 


to  ter.  min. 
Cut.  cirf. 


Mns.-spi 


to  triceps 


tpi. 


Fio.  102.  — Dissection  of  back  of  bight  arm,  to  show  musculo-spiral  nerve 

AND  ITS  BRANCHES. 


The  Musculo-Spiral  Nerve  is  the  largest  of  t he  branches  from  t  he  brachial 
plexus,  and  supplies  the  triceps  and  the  skin  of  the  back  part  of  the  arm 
and  forearm,  and  by  its  radial  branch  the  back  of  the  hand  also.  It  comes, 
as  before  said,  from  the  posterior  cord,  of  which  it  is  the  only  continuation 
prolonged  into  the  arm,  by  a  trunk  common  to  it  and  the  circumflex,  and 
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is  at  first  placed  behind  the  last  ] mrt  of  the  axillary  and  (lie  upper  part  of 
tin'  brachial  arteries,  being  in  front  of  the  tendons  of  the  latissimus  dorsi 
and  teres  major.  It  winds  from  the  inner  to  the  outer  side  of  the  humerus 
with  the  superior  profunda  artery  beneath  the  fibres  of  the  triceps,  and 
between  its  outer  and  inner  heads  and  at  the  outer  side  of  the  arm  and  at 
its  lower  third  it  descends  between  the  supinator  longus  and  brachialis 
anticus  to  the  front  of  the  outer  condyle,  where  it  divides  into  a  large 
branch,  the  posterior  interosseous ,  which  is  mainly  muscular,  and  a  small 
branch,  the  radial ,  which  is  entirely  cutaneous  in  its  distribution. 

The  branches  of  this  nerve  are  three  muscular,  three  cutaneous,  and  the 
two  terminal,  viz.,  the  radial  and  posterior  interosseous. 


Fig. 


ml  giving  off 
a  muscular  twig 


Branch  to  teres  maj. 


lat.  dorsi 


triceps 


Long  tendon  of  biceps 


-Cord  giving  off  musculo- 
spiral  and  cirflx. 
-Circumflex 


Braeb.  ant. 


103. — The  course  and  upper  branches  or  the  right  musculo-spiral  nerve. 


The  Muscular  branches  are  external,  posterior,  and  internal,  and  leave 
the  nerve  at  the  inner,  outer,  and  back  part  of  the  arm.  The  inner  is  a 
slender  offset,  arising  usually  in  common  with  the  inner  cutaneous  branch 
of  the  nerve,  and  is  close  to  the  ulnar,  and  supplies  the  inner  and  middle 
heads  of  the  triceps,  entering  them  at  the  lower  third  of  the  arm.  The 
posterior  branch  is  large,  and  is  given  off  in  the  groove  between  the 
triceps  and  humerus.  It  supplies  the  outer  head  of  ihe  triceps,  and  can 
be  traced  onwards  to  the  anconeus,  accompanying  the  posterior  articular 
branch  from  the  superior  profunda.  The  external  branch  supplies,  usually, 
the  outer  part  of  the  brachialis  anticus,  and  also  the  supinator  longus  and 
extensor  carpi  radialis  longior. 
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I  he  Cutaneous  branches  of  this  nerve  are  the  two  external  and  one 
internal.  The  two  external  cutaneous  branches  pierce  the  outer  head  of 
the  triceps  at  its  humeral  attachment.  They  are  superior  and  inferior  : 
the  former  runs  down  by  the  side  of  the  cephalic  vein  to  the  front  of  the 
elbow,  and  supplies  the  skin  of  the  lower  half  of  the  arm  on  its  anterior 
aspect;  tin*  latter  pierces  the  deep  fascia  below  the  deltoid  insertion,  and 
runs  along  the  external  surface  of  the  arm  and  elbow  to  the  back  of  the 
radial  side  of  the  forearm,  where  it  will  be  subsequently  seen. 

The  Internal  Cutaneous  branch  is  small,  and  arises  with  the  internal 
muscular  branch  in  the  axilla.  It  passes  across  the  posterior  wall  of  the 
axilla  to  the  inner  side  of  the  arm,  where  it  becomes  subcutaneous,  and 
supplies  the  skin  on  the  posterior  aspect  of  the  arm  nearly  to  the 
olecranon. 

The  Radial  and  Posterior  Interosseous  nerves  are  distributed  to  the 
forearm,  and  will  be  dissected  with  it. 

The  Sub-Anconeus  is  a  small  muscle  beneath  the  triceps,  near  the 
elbow,  and  is  distinct  from  it,  and  will  be  seen  on  removing  the  triceps 
from  the  lower  part  of  the  humerus.  It  consists  of  an  outer  and  inner 
slender  fasciculus,  which  arise  from  the  humerus  just  above  the  olecranon 
fossa,  and  are  inserted  into  the  upper  part  of  the  posterior  ligament  of 
the  elbow  joint.  It  corresponds  to  the  sub-crurceus  in  the  lower  part  of 
the  front  of  the  thigh. 

Serve. — Musculo-spiral. 

Action. — It  raises  the  posterior  ligament,  and  with  it  the  synovial 
membrane,  when  the  joint  is  extended. 

Dissection.— The  shoulder  joint  should  now  be  examined,  and  to  do 
this  the  tendons  of  the  muscles  passing  across  it  from  the  scapula  to  the 
humerus  must  be  separated  from  the  capsule  with  care,  as  some  of  them 
are  intimately  blended  with  it.  Before  opening  the  capsule  the  dissector 
should  move  the  humerus  in  various  directions,  to  ascertain  what  parts  are 
rendered  tense  or  lax  in  the  many  motions  of  the  joint.  He  may  also 
distend  the  capsule  with  air  or  water,  or  warm  tallow,  so  as  to  observe  any 
processes  of  the  synovial  membrane. 

Movements. — This  articulation  is  susceptible  of  great  motion  in  every 
direction,  but  superiorly  and  posteriorly  motion  is  rather  limited  by  the 
margin  of  the  acromion.  Abduction,  adduction,  forward  and  backward 
motion,  circumduction  and  rotation,  are  permitted.  In  the  to-and-fro  or 
antero-posterior  and  swinging  movement,  the  head  of  the  humerus  rests 
on  the  deepest  part  of  the  glenoid  fossa,  and  turns  forwards  and  backwards 
on  a  line  through  the  axes  of  the  head  and  neck,  and  will  not  be  displaced 
by  the  speed  or  degree  of  the  movement.  The  anterior  movement  is 
termed  flexion  and  is  less  limited  than  the  posterior,  which  is  extension. 
In  extreme  flexion  the  scapula  follows  the  movement  of  the  humerus,  and 
rotates  on  its  axis  so  as  to  keep  the  centre  of  the  glenoid  fossa  applied  to 
the  humeral  head.  In  this  extreme  movement  the  scapula  does  not  follow 
the  humerus,  so  that  dislocation  downwards  is  likely  to  occur.  In  flexion 
the  posterior  and  inferior  parts  of  the  capsule  are  rendered  tense,  and  also 
the  posterior  muscles ;  and  the  reverse  occurs  in  extension,  the  muscles 
having  more  power  than  the  loose  capsule  in  controlling  these  motions. 

Abduction  and  Adduction. — The  former  consists  in  raising  the 
humerus  laterally  from  the  thorax,  and  the  latter  in  drawing  it  towards 
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the  trunk.  In  both  cases  the  head  of  the  humerus  rolls  down  in  the 
glenoid  cavity,  in  tin1  first  motion,  and  up  in  the  latter.  '1’he  scapula 
moves  but  slightly  in  these  movements. 

In  Abduction  the  lower  part  of  the  capsule  is  rendered  tense,  and  the 
head  of  the  humerus  descends  to  the  lower  larger  part  of  the  glenoid  fossa, 
and  projects  beyond  it  against  the  capsule.  Extreme  abduction  being  limited 
by  the  contact  of  the  great  tuberosity  with  the  outer  margin  of  the 
acromion,  dislocation  downwards  (into  the  axilla)  is  liable  to  occur  if 
this  movement  be  forced  to  an  extreme. 

In  Adduct  ion,  which  is  limited  by  the  contact  of  the  humerus  with 
the  trunk,  the  lower  part  of  the  capsule  is  rendered  again  lax,  and  the 
head  of  the  bone  rises  on  the  glenoid  fossa.  Extreme  adduction,  in  front 
or  behind  tin*  chest,  is  checked  by  the  upper,  front  and  back  portions  of 
the  capsule  and  by  its  accessory  ligaments,  which  are  rendered  tense.  The 
muscles  attached  to  the  tuberosities  also  check  these  motions. 


Humerus 


Acromio-dav. 

Coraco-acrom. 


Coraco-1  mineral 


Capsular 


Long-  head  of 
biceps 


Clavicle 


Coraco-clav 


av. 


Trapezoid 

Conoid 


Fig.  104.— Ligaments  or  left  shoulder  .joint  and  between  clavicle  and 

scapula. 


In  Circumduction,  which  may  be  said  to  be  a  combination  of  flexion, 
extension,  abduction,  and  adduction,  the  humerus  describes  a  cone  whose 
base  is  at  the  fingers,  and  apex  at  the  glenoid  cavity.  It  is  of  course 
freest  with  the  arm  slightly  separated  from  the  side. 

Rotation. — This  is  of  two  kinds,  internal  and  external,  and  the  motions 
of  the  head  and  shaft  of  the  humerus  vary. 

In  Internal  Rotation  the  humeral  head  passes  from  before  back, 
across  the  glenoid  cavity,  and  projects  behind,  rendering  the  back  of  the 
capsule  tense  ;  the  shaft  at  the  same  time  moves  forwards  around  a  line 
which  passes  on  its  inner  side  from  the  cartilaginous  portion  of  the  head 
to  the  inner  condyle,  the  great  tuberosity  being  turned  forwards. 

In  External  Rotation  the  motions  are  reversed.  The  head  rolls 
forwards,  projecting  in  front,  and  rendering  tin-  anterior  part  of  the 
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capsule  and  its  accessory  ligaments  tense;  the  shaft  is  moved  back  around 
the  lint1  before  mentioned, and  the  great  tuberosity  is  revolved  backwards. 

The  muscles  are  the  main  agents  in  limiting  all  these  motions,  but 
the  upper  thicker  part  of  the  capsule,  with  the  anterior  and  posterior  parts 
just  mentioned,  assist  in  checking  the  movements. 

The  Shoulder  Joint. — This  is  an  arthrodial  or  ball-and-socket  joint, 
and  the  large  rounded  head  of  the  humerus,  with  the  shallow  glenoid  fossa 
of  the  scapula,  enters  into  its  foramen.  The  bones  are  kept  in  position  by 
the  tensity  of  the  surrounding  muscles  and  by  atmospheric  pressure,  and 
not  by  the  tension  of  its  ligaments,  which  are  loose,  and  which,  if  tense, 
would  restrict  the  movements  of  the  joints.  Its  ligaments  are  capsular, 
comco-karncral,  i/leno-humeral,  and  f/lenoid,  the  two  former  being  extra- 
awl  the  two  latter  being  intra-articular. 

The  Capsular  Lujament  loosely  surrounds  the  articular  ends  of  the 
bones.  It  is  strengthened  by  processes  from  the  neighbouring  tendons 
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105.  -ANTERO-rOSTEItlOU  TRANSVERSE  SECTION  THROUGH  THE  RIGHT  SHOULDER 

TO  SHOW  ITS  RELATIONS. 


and  is  thicker  above  than  below.  Above  it  is  attached  to  the  circum¬ 
ference  of  the  glenoid  cavity  rather  beyond  the  glenoid  ligament,  being 
partly  blended  with  it,  and  below  it  is  fixed  to  the  anatomical  neck  of  the 
humerus,  being  nearer  to  the  articular  cartilage  above  than  in  the  rest  of 
its  attachment,  and  is  strongest  at  its  upper  aspect.  It  is  sufficiently 
loose  to  allow  of  the  separation  of  the  humerus  from  the  scapula  for  about 
an  inch  if  the  muscles  be  cut.  It  is  pierced  opposite  the  bicipital  groove 
by  the  long  head  of  the  biceps,  and  below  it  is  connected  with  the  long 
head  of  the  triceps.  It  usually  has  three  openings,  one  on  the  inner  side 
below  the  coracoid  process  for  the  bursa  or  synovial  process  under  the  sub¬ 
sea  pularis  tendon  ;  another,  which  is  inconstant,  at  tin*  outer  and  back 
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partwluchconiinmiiciit.es  with  the  synovial  process  or  bursa  under  the 
infra-spinatus,  and  a  third,  which  has  been  before  mentioned,  for  tin*  long 
head  of  the  biceps. 

The  Coraco-1 1 umeral  or  Accessory  Ligament  of  the  capsule  is  a  thick 
band  of  fibres  extending  obliquely  over  the  upper  and  anterior  part  of 
the  capsule.  It  arises  from  the  root  of  the  coracoid  process,  and  passes 
obliquely  down  and  out  to  the  margins  of  the  bicipital  grooves  and  to  the 
tuberosities,  blending  with  the  tendon  of  the  supra-spinatus,  and  partly 
with  that  of  the  subseapularis.  A  few  fibres  of  this  accessory  process  project 
into  the  joint,  and  are  inserted  to  the  inner  and  upper  part  of  the  bicipital 


groove.  These  have  been  called  the  gleno- humeral  ligament,  and  are  said 
to  correspond  with  the  ligamentum  teres  of  the  hip-joint. 

Relations. — In  front  and  internally,  is  the  subseapularis;  behind,  are 
the  infra-spinatus  and  teres  minor;  above,  the  supra-spinatus;  and  below, 
the  long  head  of  the  triceps.  The  long  head  of  the  biceps  is  first  antero- 
external  to  the  joint,  and  then  within  its  capsule.  The  bony  arch  above  is 
formed  by  the  acromion  and  outer  end  of  the  clavicle,  and  the  coraco- 
acromial  ligament  is  above  it.  The  deltoid  caps  all  these  structures,  being 
separated  from  them  by  a  large  multilocular  bursa. 

Dissection.  Divide  the  capsule  near  its  scapular  attachment,  being 
careful  to  stop  within  a  quarter  of  an  inch  in  front  and  behind  the  long 
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tendon  of  the  biceps.  Reflect  the  capsule  up  and  down,  note  its  bony 
.it  t  achiuent  s,  and  the  hit  urea  ted  in  serf  h  ms  and  re  lat  ions  of  the  long  t  endons 
ot  the  hiceps  to  the  synovial  membrane.  This  tendon  is  rounded  and  acts 
as  a  ligament,  restraining  motion  upwards  and  outwards.  Divide  this  liga- 
ment,  and  separate  the  articular  surfaces;  the  glenoid  ligament,  will  then 
be  exposed. 


Ihe  (rlenoid  Ligament  is  a  fibro-cartilaginous  band  about  two  lines 
thick.  It  is  attached  round  the  margin  of  the  glenoid  cavity  of  the 
scapula,  serving  to  deepen  it  for  the  reception  of  the  head  of  the  humerus. 
It,  is  connected  above  with  the  tendon  of  the  biceps,  which  bifurcates  into 
two  fasciculi  at  the  upper  part  of  the  glenoid  fossa  within  the  capsule,  and 
encircles  the  margin  of  the  cavity  and  reunites  at  its  lower  part.  The 
biceps  tendon  assists  t he  glenoid  ligament  in  deepening  the  fossa  and  in 
piotect ing  the  edges  of  the  bone.  The  fibres  of  the  glenoid  ligament 
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1 .  Scapula. 

2»  Spine  of  same. 

3.  Acromial  end  of  clavicle  cut,  and  to 

its  outer  side  the  acromion  cut. 

4.  Glenoid  lig. 

5.  Humerus. 

6.  Capsule. 

7.  Acromio-clav.  lig. 

8.  Long  tendon  of  biceps  attached  to 

upper  edge  of  glenoid  cavity, 
which,  with  the  head  of  humerus, 
is  sawn  through.  The  synovial 
cavity  and  articular  cartilages  are 
shown. 


Flo.  107.  Vertical  longitudinal  section  through  left  shoulder,  the  humerus 

PARTLY  ABDUCTED.  ANTERIOR  VIEW,  ONE-HALF. 


interlace,  and  it  is  triangular  on  section,  the  apex  surrounding  the  head  of 
the  humerus  and  the  base  being  attached  to  the  bony  margin  of  the  glenoid 
cavity. 

The  Synovial  Memhvane  lines  the  margin  of  the  glenoid  cavity,  and  is 
reflected  over  the  inner  surface  of  the  capsule,  covers  the  sides  and  lower 
part  of  the  humeral  neck,  passing  for  a  short  distance  over  the  cartilage 
covering  the  head  of  the  bone,  surrounds  the  long  tendon  of  the  biceps  by 
a  tubular  sheath  from  the  synovial  cavity  of  the  joint,  and  communicates 
with  the  bursa  beneath  tin*  subscapularis  tendon  by  an  opening  at  the 
inner  side  of  the  capsule,  and  occasionally  at  its  outer  and  back  part  with 
another  bursa  beneath  tin*  tendon  of  the  infra-spinatus.  The  synovial 
sheath  investing  the  long  head  of  the  biceps  is  continued  down  beyond 
the  capsule  into  the  bicipital  groove,  and  is  thence  reflected  up  on  it  to  its 
origin,  where  it  is  again  continuous  with  the  general  synovial  membrane 
of  the  capsule.  The  process  of  synovial  membrane  under  the  subscapularis 
may  communicate  with  the  subscapularis  bursa,  when  present,  nr  may  take 
its  place,  forming  a  large  pouch  on  the  venter  of  the  scapula. 
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Asub-acromial  bursa  described  as  lying  beneath  the  deltoid,  separating 
it  from  the  capsule,  and  passing  between  the  contiguous  surfaces  of  Ihe 
coracoid  and  acromial  processes  and  coraco-acromial  ligament,  permits 
free  motion  of  the  shoulder  without  friction  against  the  parts  just  men¬ 
tioned. 

The  Arteries  supplying  this  joint  come  from  the  supra-scapular,  acromio¬ 
thoracic,  and  anterior  and  posterior  circumflex. 

The  Nerves  come  from  the  circumflex  and  supra-scapular. 


Biceps  cut 


Triceps  long  head 
Triceps  ext.  bead 


Pect.  maj. 


Costo-cor.  mom  ■ 


Coraco-clav.  lig. 

Coraco-clav.  bursa  — - 

Coraco-acro.  lig. 

Long  head  of  biceps 
capsule 


Subelavius 


Axil  1 .  a. 
\ 


Pect.  min. 
Biceps  long  head 
1 

Coraco-brach. 


Short  head  of  biceps 


Fig.  108. — Deep  dissection  of  the  right  shoulder.  Anterior  view. 

1  2  3.  Posterior  circumflex  vessels  and  nerve.  The  axillary  artery  is  giving  off  the  superior  thoracic,  and  lias  the 
vein  to  its  inner,  and  cords  of  brachial  plexus  to  its  outer,  side.  The  deltoid  is  cut  and  pulled  outwards.  The 
dark  space  between  the  humerus,  deltoid,  and  circumflex  vessels  represents  the  sub-deltoid  bursa. 


Articular  Surfaces. —  The  joint  surfaces  of  the  humerus  and  glenoid 
cavity  are  covered  by  cartilage,  'that  on  the  humeral  head  is  thicker  at 
the  centre  than  at  the  circumference,  and  the  opposite  condition  prevails 
in  the  glenoid  cavity.  Tin*  /mineral  head  is  two  or  three  times  larger 
than  the  glenoid  cavity,  and  forms  nearly  half  a  sphere,  and  is  joined  to  ils 
shaft  at  a  slight  angle,  which  allows  of  considerable  circumduct  ory  and 
rotatory  mot  ion. 

The  Glenoid  Fossa  of  the  scapula  is  oval  with  ils  large  end  downwards, 
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is  very  shallow,  and  is  neither  large  nor  deep  enough  to  embrace  the 
humeral  head. 

Surgical  Applications. — The  upper  end  of  the  humerus  may  be  dis¬ 
located  forwards,  downwards,  or  backwards.  A  partial  upward  dislocation 
has  been  spoken  of.  A  complete  upper  one  would  be  impossible  without 
fracture  of  the  acromial  process.  After  these  dislocations  have  been 
reduced,  the  arm  must  be  fixed  to  the  side,  because  anatomy  teaches  that 
in  that  position  the  muscles  and  ligaments  are  at  rest. 

The  humerus  may  also  be  broken  high  up,  either  within  the  capsule  at 
its  anatomical  neck,  which  is  rare,  or,  more  commonly,  at  its  surgical  neck, 
which  is  common.  In  the  latter  accident  displacement  is  considerable,  and 
may  resemble  luxation  of  the  humerus  unto  the  axilla.  The  upper  frag¬ 
ment  is  somewhat  drawn  up  under  the  coraco-acromial  ligament  by  the 
subscapularis,  supra-  and  infra-spinatus  and  teres  minor,  and  the  lower 
fragment  is  drawn  in,  and  slightly  down,  by  the  pectoral  is,  teres  major 
and  latissimus  dorsi ;  the  distal  portion  of  the  broken  bone  is  drawn 
obliquely  out  by  the  deltoid,  but  sometimes  projects  near  the  coracoid 


1.  Glenoid  fossa. 

2.  Coracoid  process. 

3.  Acromion. 

3-.  Scapular  spine. 

4.  Arched  outer  border  of  same. 

5.  Axillary  border  of  scapula. 

0.  Glenoid  lig. 

7.  Coraco-acromial  lig. 

8.  Long  head  of  biceps.  Above 

are  cut. 


Fig.  109.- -Showing  the  glenoid  cavity  and  ligaments 

process,  being  pulled  up  and  in  by  the  clavicular  portion  of  the  pectoral  is 
major. 

If  the  shaft  of  the  humerus  be  broken  below  the  insertion  of  the 
peetoralis  and  teres  major  and  latissimus  dorsi,  and  above  the  insertion  of 
the  deltoid,  there  is  also  much  deformity.  If  tin*  fracture  be  an  oblique 
one,  then  the  upper  fragment  is  drawn  in  by  the  muscles  just  mentioned, 
as  attached  in  or  to  the  margins  of  the  bicipital  grooves,  and  the  lower 
fragment  is  drawn  up  and  out  by  the  deltoid.  The  limb  is  shortened,  and 
a  projection  is  formed  at  (lit'  seat  of  fracture  by  the  riding  of  the  broken 
ends  upon  each  other. 

In  transverse  fractures  just  below  the  deltoid  insertion  the  displace¬ 
ment  is  slight,  the  upper  fragment  being  drawn  a  little  forwards  by  the 
inner  head  of  the  brachial  is  antieiis  ;  but  if  oblique,  the  action  of  the  biceps 
and  brachialis  antieus  in  front  and  the  triceps  behind  draws  up  the  lower 
fragment,  eliding  it  either  backwards  or  forwards  over  I  lie  superior  frag¬ 
ment,  according  to  the  direction  of  the  fracture.  If  this  be  obliquely 
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downwards  and  forwards,  the  distal  fragment  of  the  bone  will  be  drawn 
upwards  and  backwards,  and  vice  verm. 

Fractures  of  the  humerus  just  above  the  condyles  may  be  mistaken  for 
dislocation  of  both  bones  of  tin*  forearms  backwards,  or  for  separation  of 
the  articular  epiphysis,  of  the  humerus.  If  the  fracture  bo  oblique  from 
above  downwards  and  forwards,  the  lower  fragment  is  drawn  up  and  back 
by  the  muscles  passing  over  the  elbow  joint  in  front  and  behind,  viz.  in 
the  former  situation,  by  the  brachialis  anticus,  and  in  the  latter,  by  the 
triceps.  If  the  direction  of  the  fracture  be  opposite  to  that  jitst  mentioned, 
the  lower  fragment  is  drawn  up  and  forwards  by  the  brachialis  anticus  and 
biceps,  and  the  upper  fragment  projects  back  beneath  the  tendon  of  1  lie 
triceps.  The  upper  end  of  the  lower  fragment  will  cause  a  forward  pro¬ 
jection  iii  this  case,  as  it  would  a  backward  in  the  former  injury. 

The  long  tendons  of  the  biceps  may  be  ruptured,  causing  loss  of  ’notion, 
pain,  and  effusion  into  the  joint  of  the  bursa  about  the  shoulder,  may 
enlarge  or  inflame,  and  if  they  communicate  with  the  joint  may  cause 
inflammation  of  it. 


THE  BACK  OF  THE  FOREARM  AND  HAKE. 

Directions. — The  limb  must  remain  on  its  anterior  aspect,  but  a  small 
block  must  be  placed  beneath  the  wrist  to  render  the  muscles  tense. 
Before  reflecting  the  skin  the  student  must  make  himself  familiar  with  the 
surface  markings.  He  should  recapitulate  the  bony  prominences  and 
depressions  about  the  elbow  joint,  which  are  given  in  the  beginning  of  this 
chapter,  and,  after  having  studied  the  various  landmarks,  must  reflect  the 
skin  as  directed. 

Surface  Markings  of  the  Forearm  and  Hand . — The  bony  prominences 
are  formed  by  the  radius  and  ulna.  The  upper  half  of  the  radial  shaft  is 
covered  by  muscles  and  can  only  be  felt  by  making  dee})  pressure.  Its 
head  may  be  felt  by  pressing  the  thumb  deeply  in  front  and  just  below 
the  outer  condyle,  and  posteriorly,  in  the  groove  below  the  outer  condyle 
on  the  outer  side  of  the  olecranon.  Its  lower  half  is  more  superficial  and  can 
easily  be  made  out,  especially  immediately  above  and  below  where  the  ex¬ 
tensors  cross  it.  Its  lower  extended  portion  and  styloid  process  are  quite 
subcutaneous,  the  posterior  aspect  of  the  former  being  grooved  for  the 
extensors  of  the  thumb  and  radial  side  of  the  wrist.  The  radial  styloid 
process  is  lower  and  more  anterior  than  that  of  the  ulna.  The  bony 
margins  of  the  groove  for  the  extensor  secundi  internodii  pollicis  can  be 
made  out. 

The  ulna  is  subcutaneous  in  its  whole  length,  and  its  head  can  be 
plainly  seen  and  felt  projecting  at  the  back  and  inner  side  of  the  wrist, 
especially  if  the  hand  be  pronated  and  flexed.  Its  styloid  process  is  higher 
and  posterior  to  that  of  the  radius.  This  allows  greater  adduction  of  the 
hand.  The  apex  of  the  styloid  process  is  on  a  level  with  the  inferior  radio- 
eaupal  joint,  and  the  head  is  grooved  posteriorly  for  the  extensor  carpi 
ulnaris.  A  subcutaneous  bursa  is  often  found  over  it,  and  another  oven' 
the  back  of  the  radius.  These,  when  enlarged,  have  been  mistaken  for 
effusion  into  the  synovial  sheaths  of  the  tendon. 

Bony  Mu  ri'tnys  on  the  IIV/s/  and  Hand. —  Below  the  styloid  process 
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Fin.  no.  The  relation  of  the  rioht  arm-rones  to  the  surface. 

Anterior  aspect. 

inch  below  the  styloid  process  of  the  radius.  The  unciform  process  of  the 
unciform  can  be  felt  in  t lie  palm  on  making  deep  pressure  about  half  an 
inch  below  and  to  the  outer  side  of  the  pisiform.  The  heads  of  the  meta¬ 
carpal  bones  can  be  plainly  felt,  and  are  well  seen  on  the  posterior  aspect 
during  flexion  of  the  metaearpo-phalangeal  joint.  They  form  the  promin¬ 
ences  of  the  knuckles.  The  bases,  shafts,  and  heads  of  the  phalanges  can 
usually  be  distinctly  felt. 

Muscular  J’romi  uences  and  Depressions,  and  Sl'iv  Furrows. — In’ 
front  of  the  forearm,  at  its  upper  part,  is  the  hollow  formed  by  the  muscles 
arising  from  the  outer  and  inner  condyles,  and  along  its  anterior  aspect, 
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on  the  outer  and  inner  sides,  arc?  two  laloral  depressions  corresponding’  to 
the  radial  and  ulnar  arteries,  the  outer  corresponding  to  tlu;  radial,  the 
inner  to  the  ulnar  artery.  The  inner  groove  can  be  seen  along  the  lower 
halt  of  the  forearm,  and  the  outer  one  tends  towards  the  middle  of  the 
limb  near  the  elbow.  On  the  back  of  the  forearm  and  hand,  the  subcu¬ 
taneous  veins  are  larger  and  more  numerous  than  on  the  anterior  aspect, 
and  beneath  them,  under  the  dee])  fascia,  are  the  extensor  muscles  and 
tendons,  and  the  space  between  the  radius  and  ulna  can  be  more  plainly 
felt  on  this  aspect  in  the  lower  half  of  the  forearm. 

On  the  outer  side  ot  the  palm  of  the  hand  is  a  large  projection,  formed 
by  the  muscles  of  the  thumb,  called  the  thenar  eminence,  and  on  the 
inner  side  is  the  hypo-thenar  eminence,  formed  by  the  muscles  of  the 


Fa;,  in  Diagram  of  tiik  radial  and  ulnar  nerves  and  tiiiuu  anastomoses. 

Dorsal  aspect  of  left  hand. 

little  finger,  and  between  the  two  is  a  groove,  narrow  near  the  wrist,  which 
forms  the  hollow  of  the  palm,  beneath  which  is  the  middle  portion  of  the 
palmar  fascia.  Two  oblique  and  two  transverse  lines  are  seen  in  the  palm 
which  are  usually  of  the  shape  of  the  italic  letter  M j  the  one  nearer  the 
finger  tips  corresponds  to  the  front  of  the  metacarpo-phalangeal  artieula- 
don  of  the  index  and  little  fingers,  but  is  about  a  quarter'  of  an  inch 
posterior  to  that  of  the  two  inner  digits.  There  are  also  two  lines  on  the 
•d<in  on  the  anterior  aspect  of  the  lower  end  of  the  forearm,  the  lower 
being  just  above  the  inner  and  outer  muscular  prominences  of  the  hand, 
and  corresponds  with  the  anterior  aspect  of  the  first  row  of  carpal  bones; 
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tlir  ol  her  is  ;i  1  x »iil  half  an  inch  above:  it,  and  is  more  fir  less  continuous 
with  one  on  the  hack  of  the  forearm,  and  corresponds  to  the  lower  port  ion 
of  the  radius  and  ulna.  I  he  anterior  one  corresponds  to  the  radio-carpal 
articulation,  and  the  posterior  to  the  lower  radio-ulnar  joint.  Transverse 
lines  are  seen  on  both  aspects  of  the  digits  and  thumb.  Those  on  the 
I’almar  aspects  of  the  fingers  guide  to  their  articulations;  the  first  inter- 
phalangeal  furrow  being  slightly  in  front  of  the  larger  or  proximal  trails- 
\  ei  se  groove,  and  the  joint  between  the  last  two  phalanges  is  about  a  line 
in  front  of  the  main  groove.  There  are  also  two  or  three  transverse  grooves 
near  I  lie  bases  of  t  he  fingers,  on  1  heir )  ia liner  aspects  on  a  level  wit  h  the  webs. 

II  tin*  thumb  he  placed  at  right  angles  to  the  extended  fingers,  and  a 
line  drawn  across  the  palm  level  with  its  lower  border,  it  will  very  nearly 
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PLEXUSES  ARE  SHOWN. 

correspond  with  the  superficial  palmar  arterial  arch,  a  finger’s  breadth 
above  which  (i.e.  that  is  nearer  the  wrist)  is  the  deep  arch. 

Dissection. —  After  replacing  the  limb  as  directed,  make  an  incision 
along  the  middle  of  the  posterior  aspects  of  the  forearm,  hand,  and  middle 
finger  to  the  root  of  the  nail  ;  another  across  tin1  back  of  the  hand  at  the 
heads  of  the  metacarpal  bones,  and,  if  necessary,  another  transverse  one 
near  the  elbow.  The  skin  should  be  reflected  from  the  back  of  the  thumb 
and  fingers,  and  also  from  tin*  back  of  the  forearm,  and  the  cutaneous 
vessels  and  nerves  sought  between  the  layers  of  the  superficial  fascia. 

SupKijicial  Fascia  of  the  Forearm  is  continuous  above  with  that  of  the 
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arm,  and  below  with  dial  of  flu*  hand.  Il  contains  fat  between  its  layers, 
also  the  superficial  vessels  and  nerves  and  lymphatics  which  pierce  il  lo 
wo  to  and  from  the  skin.  'I'he  superficial  veins  and  lymphatics  have  al¬ 
ready  been  described.  I  he  su  pc.rjiiual  fascia  on  the  dorsum  of  the  hand 
is  thin,  and  placed  between  the  tendons  and  vessels  and  nerves.  II  is 
continuous  above  with  the  posterior  annular  ligament,  and  below  runs 
over  the  extensor  tendons,  and  at  (he  sides  becomes  gradually  lost. 

Cutaneous  Nerves. —  1  he  posterior  hraiich  of  (he  'internal  cn  la  neon s 
nerve  descends  on  the  posterior  surface  of  the  inner  side  of  the  forearm  to 


Fig.  ii:j —Cutaneous  nerves  or  back  or  left  forearm  and  hand.  The 

SKIN  IS  LEFT  ON  THE  FINGERS. 

a  little  below  its  middle;  above  the  elbow  it  anastomoses  with  the  lesser 
internal  cutaneous,  and  above  the  wrist  with  the  dorsal  branch  of  the 
ulnar  nerve. 

The  Posterior  Branch  of  the  external  cutaneous  nerve  is  given  off 
about  the  middle  of  the  forearm,  and  passes  down  along  the  back  part  of 
its  radial  border  to  the  wrist,  supplying  the  skin  of  the  lower  third  of  the 
forearm,  and  joining  the  lower  external  cutaneous  of  the  musculo-spiral 
and  the  radial  nerve. 

1  he  Lower  External  Cutaneous  Branch  of  the  musculo-spiral  courses 
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alonj;'  the  hack  of  the  radial  side  of  the  forearm  to  the  wrist,  supplying 
the  skin  and  anastomosing  with  the  posterior  branch  of  the  external 
cutaneous  nerve. 

I  he  & Superficial  Darts  of  the  Radiol  and  Ulnar  Xerves  will  he  seen 
piercing  the  deep  fascia  .on  the  outer  and  inner  sides  of  the  limb,  below 
the  nerves  just  mentioned,  the  radial  perforating  the  fascia  higher  than 
the  ulnar,  and  about  three  inches  above  the  wrist  it  divides  into  two 
branches,  outer  and  inner. 

The  External  Era  nek  is  (lie  smaller,  and  supplies  the  skin  on  the  radial 
side  of  the  forearm  and  over  the  back  and  ball  of  the  thumb,  joining  the 
posterior  branch  of  the  external  cutaneous. 

The  Internal  Era  itch  joins  above  the  wrist  some  filaments  of  the  ex¬ 
ternal  cutaneous,  and  on  the  back  of  the  hand,  about  its  root,  forms  an 
arch  with  the  dorsal  branch  of  the  ulnar  nerve.  It  then  divides  into  four 
digital  nerves:  the  first  supplies  the  inner  side  of  the  thumb;  the  second, 
the  radial  side  of  the  index  finger  ;  the  third,  the  contiguous  sides  of  the 


Fig. 


Collateral  digital* 


The  radial  and  its  outer 
and  inner  brancln 


Anastomotic  branch 


Hie  ulnar 


lit.— Nerves  on  the  dorsum  ok  the  left  hand  and  fingers. 


The  limps  and  twigs  at  the  end  of  the  digitals  arc  shown. 


index  and  middle  fingers  ;  and  the  fourth,  the  adjacent  sides  of  the  middle 
and  ring  fingers.  The  last  of  these  anastomoses  with  filaments  from  the 
dorsal  branch  of  the  ulnar.  These  dorsal  digital  nerves  communicate  on 
the  sides  of  the  fingers  with  the  palmar  digitals  from  the  median  and 
ulnar,  and  sometimes  the  contiguous  sides  of  the  middle  and  ring  fingers 
are  entirely  supplied  by  the  radial,  and  at  other  times,  by  the  ulnar  nerve. 

Varieties. — The  dorsal  branch  of  the  radial  nerve  occasionally  supplies 
the  whole  of  the  back  of  the  hand  and  fingers,  and  sometimes  the  dorsum 
is  equally  divided  between  it  and  the  ulna. 

The  Dorsal  Cutaneous  Bra  itch  of  the  ulnar  verve  is  given  off  about 
two  inches  above  the  wrist,  and  after  perforating  the  deep  fascia  runs 
along  the  inner  side  of  the  wrist  and  hand,  and  divides  into  two  branches, 
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of  which  t  he  inner  supplies  the  ulnar  side  of  I  lie  lit  t  le  finger,  and  I  lie  outer 
divides  to  supply  the  contiguous  sides  oi  the  ring  and  little  fingers,  joining 
(lie  innermost  digital  braneh  of  the  radial. 


Digital  v.  aiul  n. 


riexue  on  dorsum  of  fingers. 


Antibvaohinl  upon" 


Had.  n.  int.  branch 


Fig.  115. — Cutaneous  veins  and  nerves  on  dorsum  op  left  hand. 

The  oblique  arches  on  the  dorsum  and  the  free  anastomoses  between  the  outer  and  inner  veins  arc  shown. 

1J  II  II.  Collateral  digital  nerves. 

Cutaneous  Veins. — The  superficial  veins  on  the  back  of  the  hand  and 
forearm  begin  in  the  venules  surrounding  the  lingers.  These  are  joined 
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Bad.  v 

Anast.  of  supf.  and  deep,  v 


Uln.  v. 


Digital  v.  and  n. 


rost.  annlr.  lig 
Uln.  n. 


Origin  of  uln.  v. 


Anast.  of  rad.  and 
uln.  n. 


Outer  branch  ol 
rod.  n.  and  v 


Digital  v.  and  n. 
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on  the  outer  and  inner  sides  by  the  dorsal  vein  of  the  thumb  and  little 
linger,  and  form  oblique  arches  on  the  dorsum  of  the  hand.  The  dorsal 
veins  of  I  lie  thumb  and  forefinger  unite  to  form  (he  radial  and  the  dorsal 
vein  of  the  little  finger  ( vena  s alvatella  of  the  old  anatomists)  forms  the 
'posterior  ulnar  vein.  This  ascends  along  the  ulnar  border  of  the  forearm 
to  below  the  elbow-bend,  and  joins  the  anterior  ulnar  vein  to  form  the 
common  ulnar  cutaneous  vein. 

The  Deep  Fascia  of  the  forearm  is  continuous  with  that  of  the  arm,  and 
below  with  the  anterior  and  posterior  annular  ligament.  It  is  a  strong, 
glistening,  aponeurotic  structure,  which  encloses  the  muscles  of  the  fore¬ 
arm,  and  from  its  inner  surface  sends  septa  between  them.  It  consists  of 
circular  and  oblique  fibres  joined  by  vertical  ones,  and  is  much  thicker  on 
the  dorsal  and  lower  part  of  the  limb  than  on  the  palmar  and  upper  parts. 
It  is  strengthened  above  and  in  front  by  expansions  from  the  biceps  and 
brachialis  anticus,  and  from  the  triceps  behind,  being  attached  to  the 
olecranon  and  posterior  border  of  the  ulna,  at  the  upper  and  inner 
side  of  the  forearm,  giving  origin  to  several  antibrachial  muscles. 
Transverse  intermuscular  septa  are  given  off  on  the  anterior  and  posterior 
aspects  of  the  forearm,  separating  the  superficial  from  the  deep  muscles, 
and  there  are  many  openings  in  it  for  the  cutaneous  vessels  and  nerves 
One,  larger  than  the  rest,  is  placed  just  below  the  front  of  the  elbow,  and 
transmits  a  largish  communicating  branch  between  the  superficial  and 
deep  veins. 

The  Posterior  Annular  Ligament  is  a  thickening  of  the  deep  fascia  of 
the  forearm,  and  extends  transversely  across  the  back  of  the  wrist.  It 
forms  a  sheath  for  the  extensor  tendons,  and  is  attached,  internally,  to  the 
ulna,  the  cuneiform  and  pisiform  bones  and  inner  piece  of  the  palmar 
fascia ;  externally,  to  the  outer  margin  of  the  radius,  and  behind,  to  the 
ridges  on  its  posterior  surface.  It  has  six  compartments  for  the  passage 
of  the  extensor  tendons,  which  will  be  subsequently  examined. 

Deep  Fascia  of  the  Bach  of  the  Hand. — This  invests  the  dorsal  interossei, 
being  continuous,  anteriorly,  with  the  fascia  or  aponeuroses  of  the  palmar 
interossei;  above,  with  the  posterior  annular  ligament ;  at  the  sides  it  is 
attached  to  the  edges  of  the  metacarpal  bones  ;  and  below  it  passes  on  to 
the  dorsum  of  the  fingers  over  the  sheaths  of  the  extensor  muscles. 

Dissection. — The  deep  fascia  must  be  removed  by  similar  incisions  to 
those  through  the  skin,  being  careful  of  the  posterior  interosseous  vessels, 
which  lie  along  the  outer  side  of  the  extensor  carpi  ulnaris  in  the  lower 
third  of  t ] ie  forearm.  The  deep  surface  of  this  fascia  will  be  found  inti¬ 
mately  blended  with  the  upper  part  of  the  muscles. 

Superficial  Muscles  of  the  Posterior  Antibrachial  Region. — There  are 
seven  muscles  in  the  superficial  layer,  most  of  which  arise  by  a  common 
tendon  from  the  outer  humeral  condyle.  They  are  placed  in  thefollowing 
order  from  without  inwards.  First,  the  long  supinator;  then,  the  long  and 
short  radial  extensors  of  the  wrist,  the  common  extensor  of  the  fingers, 
the  extensor  of  the  little  finger;  and  lastly,  the  extensor  carpi  ulnaris,  near 
the  upper  part  of  which  is  the  anconeus. 

The  Supinator  Radii  Longus  is  the  most  superficial  muscle  on  the 
radial  border  of  the  forearm.  Its  upper  two-thirds  are  fleshy,  and  its 
lower  third  tendinous.  It  arises  from  the  upper  two-thirds  of  the  external 
condyloid  ridge  of  the  humerus,  and  from  the  front  of  the  upper  part  of 
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>IG.  116.— The  larger  superficial  veins  at  rack  of  right  forearm  and  hand. 

The  deep  fascia  is  shown  beneath  the  veins. 

tendon,  which  arises  from  its  deep  surface,  and  is  inserted  into  the  base  of 
the  styloid  process  of  tlx*  radius. 

Relations. — Superjicially,  by  the  skin  and  fascia,  and  is  crossed  near  its 
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the  external  intermuscular  septum,  being  limited  above  by  the  musculo- 
spiral  groove.  The  fibres  end  about  the  middle  of  the  forearm  in  a  flat 
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Fig.  117.  — Dissection  of  the  hack  ok  forearm  and  hand  and  outside  ok  arm. 


The  posterior  dorsal  arch  aiul  intorossri  are  faintly  shown.  The  white  cross  at  middle  of  forearm  shows 
where  the  posterior  interosseous  artery  pierces  the  extensors  corns,  and  carp,  ulnaris. 
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insertion  by  the  extensors  ossis  metacarpi  pollieis  and  prim i  internodii 
pollieis.  Itsdeep  surface  is  in  relation  with  the  lower  end  of  the  humerus, 
the  extensors  car] ti  radialis  longior  and  hrevior,  the  supinator  brevis,  and 
the  insertions  of  the  pronator  teres.  Its  anterior  bur  dev  touches  the  biceps 
and  brachialis  anticus;  and  between  its  inner  border  and  brachialis  antieus, 
above  the  elbow,  are  the  musculo-spiral  nerve,  the  superior  profunda,  and 
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Fir,.  118, _ POSTERIOR  MUSCLES  OF  LEFT  FOREARM  AND  HAND. 

Tendons  of  ext.  com.  dig.  (cut)  shown  on  fingers. 


the  radial  recurrent  arteries.  In  the  forearm  the  radial  vessels  and  nerves 
are  on  its  inner  side. 

Actions. — It  assists  in  flexing  the  elbow,  and  is  a  feeble  supinator  of 
the  radius  when  it  has  been  pinnated.  Its  action  as  a  flexor  is  more  pro- 
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nounoed  after  supination  has  taken  place.  If  tlie  radius  he  fixed,  as  in 
climbing,  it  will  flex  the  elbow  and  bring  up  the  humerus  towards  the 
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Fig.  lio.— Posterior  muscles  of  the  left  forearm. 


forearm.  Duchenne,  in  his  4  Physiologic  des  Mouvements,  regards 
assisting  the  pronators,  and  calls  it  a  j! exo-pronator. 

Nerve. _ A  branch  from  the  muscnlo-spiral. 


it  as 
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Vari flies. — IIs  origin  is  sometimes  connected  to  some  of  the  surround¬ 
ing  muscles,  and  its  tendon  may  he  divided  into  two  or  three  slips,  which 
are  inserted  together  or  at  some  distance  from  each  other. 

The  Extensor  Carpi  Radialis  Longior  is  beneath  the  preceding,  and 
arises  from  the  lower  third  of  the  external  condyloid  ridge,  and  from  tin* 
intermuscular  septum.  Its  fibres  end  about  the  middle  of  the  forearm  in 
a  flat  tendon,  which  accompanies  that  of  the  extensor  carpi  brevier  beneath 
the  posterior  annular  ligament  in  agrooveon  the  back  of  the  radius  which 
is  common  to  the  two  muscles,  and  is  inserted  into  +he  radial  side  of  the 
base  of  the  second  metacarpal  bone  on  its  dorsal  aspect.  There  is  usually 
a  small  bursa  between  tlu;  tendon  and  the  bone  near  its  insertion. 

Relations. — Superficially ,  with  the  supinator  longus  and  deep  fascia  ; 
deeply,  with  the  elbow  joint,  the  extensor  carpi  brevior,  posterior  branch  of 
the  radial  nerve  and  posterior  ligament  of  the  wrist.  Its  tendon  is  crossed 
obliquely  by  the  extensor  tendons  of  the  thumb. 

Action. — It  first  extends  the  wrist  joint,  and  then  flexes  the  elbow. 
With  the  arm  raised,  as  in  climbing,  it  will  assist  the  long  supinator  in  its 
action  on  the  humerus. 

Ke rve. — The  musculo-spi  ral . 

Varieties. — Its  tendon  may  be  divided  into  two  or  three  or  more,  and 
may  be  attached  to  the  bases  of  the  second  or  third  metacarpal  bones. 
Mr.  Wood  has  described  an  additional  muscle,  an  extensor  carpi  radialis 
accessorius,  and  I  have  several  times  seen  it.  It  usually  comes  from  the 
radius  below  the  extensor  longior,  and  runs  along  the  same  groove  behind 
the  radius  on  the  outer  side  of  the  tendon  of  the  longior,  and  is  most  com¬ 
monly  inserted  into  or  near  the  base  of  the  metacarpal  bone  of  the  thumb, 
but  sometimes  into  the  first  dorsal  interosseous  muscle,  abductor  pollicis, 
or  other  part  of  the  dorsum  of  the  hand. 

The  Extensor  Carpi  Radialis  Brevior  is  beneath  the  former  muscle,  and 
is  thicker  and  shorter  than  it.  It  arises  from  the  external  condyle  of  the 
humerus  by  a  tendon  common  to  it  and  the  extensors communis  digitorum 
minimi  digit!  and  carpi  ulnaris,  from  the  external  lateral  ligament  of  the 
elbow,  from  the  intermuscular  septum,  and  from  a  strong  tendinous  expan¬ 
sion  on  its  surface.  The  fibres  end  about  the  middle  of  the  arm  in  a  flat 
tendon,  which  is  closely  connected  to  that  of  t  he  extensor  carpi  longior,  and 
passes  with  it  beneath  the  posterior  annular  ligament  in  the  same  groove 
on  the  back  of  the  radius,  but  on  its  inner  side,  and  separating  a  little  from 
its  fellow,  is  inserted  into  the  radial  side  of  tin*  base  of  the  metacarpal 
bone  of  the  middle  finger  on  its  dorsal  aspect.  There  are  usually  two 
burs*  connected  with  this  muscle,  one  at  ils  upper  part  between  it  and 
the  supinator  brevis,  and  a  smaller  one  below,  between  the  bone  and  the 
tendon  of  insertion. 

The  tendons  of  the  two  radial  carpal  extensors  of  the  wrist  passthrough 
the  same  compartment  of  the  posterior  annular  ligament,  have  but  one 
synovial  membrane,  and  are  separated  by  a  small  vertical  bony  ridge  in  the 
groove  of  the  radius  in  which  they  lie. 

Relations. — Superficially,  with  the  extensor  carpi  longior  and  thumb 
extensors,  which  latter  cross  over  it  ;  deeply,  with  the  supinator  brevis, 
tendon  of  pronator  teres,  radius,  and  wrist  joint,  t  )n  its  i ulnar  border  is 
the  ext  ensor  communis  digitorum  and  the  extensor  secundi  internodii 
tendon  at  the  back  of  tin*  wrist. 
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Actions. — It  extends  the  wrist,  but  differs  from  the  longior  in  extend - 
ing  instead  of  Hexing  the  (dhow. 

Nerve. — -The  posterior  interosseous. 

Varieties. — Its  tendon  may  divide  into  two  or  more  slips,  which  maybe 
inserted  into  two  of  the  metacarpal  bones,  or  a  slip  may  pass  to  the  fourth 
metacarpal. 

The  Extensor  Communis  Digitorum  is  placed  between  the  extensors 
carpi  brevior  and  minimi  digiti,  and  is  single  at  its  origin,  but  divided  into 
four  tendons  below.  It  arises  from  the  external  condyle  by  the  tendon 
common  to  it  and  the  other  superficial  extensors,  from  the  intermuscular 
septum,  and  from  the  deep  fascia.  Just  below  the  middle  of  the  arm  it 
sends  in  three  or  four  tendons,  which  pass  with  the  extensor  indicia  through 
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Fig.  120.— Posterior  muscles  of  the  left  forearm  and  tendons  passing 

UNDER  POST-ANNULAR  LIGAMENT. 

a  separate  partition  beneath  the  posterior  annular  ligament  and  in  the 
innermost  broad  groove  on  the  back  of  the  radius.  The  tendons  diverge 
as  they  pass  to  their  insertions.  There  is  one  synovial  membrane  for  the 
tendons  of  the  two  muscles,  'flu*  innermost  tendon  divides  into  two  after 
escaping  from  the  posterior  annular  ligament,  and  all  of  them  are  inserted 
into  the  dorsum  of  the  second  and  third  phalanges  in  the  following  way: 
opposite  the  metacarpo-phalangeal  articulation  each  tendon  becomes 
narrower  and  thicker,  and  gives  off  a  thin  fasciculus  upon  each  side  of  the 
joint ;  these,  and  the  tendon,  serve  as  the  posterior  ligament  of  the  meta¬ 
carpo-phalangeal  and  interphalangeal  articulations.  On  the  dorsum  of 
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the  first  phalanx,  the  tendon  expands  into  a  broad  aponeurosis  which  covers 
the  whole  of  the  dorsum  of  the  first  phalanx,  and  is  strengthened  here  by 
tendinous  expansions  from  the  lumbrieales  and  interossei  muscles;  this  ex¬ 
pansion  covers  the  dorsum  of  the  second  phalanx,  and  ends  upon  the  third. 
Opposite  the  first  interphalangeal  articulation  this  aponeurotic  tendon 
divides  into  three  slips,  a  middle  and  two  lateral.  The  central  is  much 
thinner  than  the  others,  and  is  inserted  into  the  base  of  the  second  phalanx; 
the  two  lateral  fasciculi,  passing  on,  unite  by  their  contiguous  margins,  and 
are  inserted  into  the  base  ot  the  dorsum  of  the  List  phalanx.  On  the 
index  and  little  fingers  the  tendons  before  dividing  are  joined  on  I  heir  inner 
sides  by  the  special  extensors  for  those  digits.  On  the  back  of  the  hand 
the  ring-finger  tendon  gives  off  two  processes,  one  on  each  side,  called  the 
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Fig.  121.  —  Tendons  and  muscles  at  back  of  the  right  hand. 


The  union  of  the  tendons  of  the  third,  fourth,  .and  fifth  fingers  is  shown.  The  insertions  of  the  first,  second, 
and  third  palmar  interossei  are  seen,  from  without  inwards,  in  the  outer  three  interosseous  spaces. 


vincula.  These  pass  obliquely  down  to  the  tendons  of  the  middle  and 
little  finders.  Inconsequence  <>f  this  condition,  the  tendon  of  the  ring- 
finger  is  held  down  as  it  were,  and  cannot  be  extended  unless  they  also  are 
extended.  The  tendon  of  this  muscle  for  (he  index  finger  is  only  united 
to  that  for  the  middle  finger  by  loose  semi-transparent  transverse  bands 
of  fibres,  and  is  free  in  its  action. 

Relations. — Superficially,  with  the  skin,  deep  fascia,  extensor  carpi 
longior  and  posterior  annular  ligament;  deeply,  with  the  supinator  brevis, 
the  extensors  of  the  thumb  and  index  finger,  the  posterior  interosseous 
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vessels  and  nerve,  (lie  posterior  ligament  of  the  wrist,  carpus,  metacarpus, 
and  phalanges  ;  by  its  outer  border ,  with  t  lie  extensor  carpi  brevier;  and  by 
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Fie,.  122. — Dorsal  aspect  of  a  finger  showing  arrangements  of  tendons. 


its  inner ,  with  the  extensor  minimi  digiti  and  extensor  carpi  ulnaris. 
Action. — It  extends  or  straightens  the  three  phalanges  from  root 


to 
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tip  and  separates  the  lingers  from  each  other, 
phalanx  whilst  the  two  olliers  are  Hexed,  and 
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distal  phalanges  wlu*n  the  proximal  is  bent.  It  assists  the  other  extensors 
of  the  wrist  and  elbow  it  the  fingers  have  been  extended.  Some  writers 
sav  that  it  only  extends  the  first  phalanx. 

Nerve. — The  posterior  interosseus. 

Varieties. — -These  consist  in  a  deficiency  or  excess  of  its  tendons  of 
insertion  and  of  its  muscular  substance.  Sometimes  there  are  two  tendons 
to  each  finger,  and  sometimes  even  three  to  each,  but  more  commonly 
the  increase  is  limited  to  the  index  and  little  fingers,  or  only  to  one  of 
them. 

The  Extensor  Minimi  Digiti  is  the  smallest  muscle  on  the  back  of  the 
forearm,  ft  is  on  the  innerside  of  the  extensor  communis,  with  which  it 
is  generally  connected,  and  appears  to  be  but  a  portion  of  it.  It  arises 
by  a  thin  tendinous  slip  from  the  common  tendon,  and  from  the  inter¬ 
muscular  septa.  Its  tendon,  which  begins  in  the  lower  quarter  of  the  arm, 
runs  through  a  separate  compartment  beneath  the  posterior  annular  liga¬ 
ment  behind  the  inferior  radio-ulnar  joint,  between  the  two  bones  of  the 
forearm,  and  divides  into  two  on  the  back  of  the  fourth  metacarpal  bone, 
and  at  the  metacarpo-phalangeal  articulation  joins  the  tendon  of  the  corn- 


Fig.  124. — Dissection  of  outer  border  of  right  wrist  and  hand. 


mon  extensor,  which  goes  to  the  little  finger,  being  at  first  on  its  ulnar 
side  and  rather  superficial  to  it.  The  tendons  of  the  two  muscles  spread 
into  a  broad  aponeurosis,  which  is  inserted  into  the  second  and  third 
phalanges  of  the  little  finger,  similarly  to  the  common  extensor  tendons  of 
the  other  fingers. 

Relations.  —  Superficially ,  with  the  skin  and  extensors  communis 
digitorum  and  carpi  ulnaris  ;  and  deeply ,  with  the  supinator  brevis,  extensors 
of  the  thumb,  posterior  ligaments  of  the  wrist  and  of  the  phalangeal  joints. 
To  it  s  inner  border  is  the  extensor  carpi  ulnaris,  and  to  its  outer  the 
tendons  of  the  extensor  communis  digitorum. 

Action. — It  extends  the  little  finger  and  then  the  wrist  and  elbow,  and 
in  consequence  of  the  tendon  being  split,  the  inner  piece  can  straighten  the 
little  finger  in  spite  of  the  junction  of  the  outer  piece  with  the  common 
extensor. 

Nerve. — The  posterior  interosseus. 

Varieties. — It  may  be  entirely  absent  or  may  resemble  the  extensor 
communis,  or  the  indicis,  in  an  increase  of  its  tendons  of  insertion. 
Frequently  an  additional  tendon  is  inserted  into  the  ring-finger. 
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The  Extensor  Carpi  Ulnaris  is  tlu;  most  internal  of  the  muscles  on  the 
back  of  t  lie  forearm.  It  urines  by  the  common  tendon  from  the  external 
humeral  condyle,  from  the  deep  fascia,  intermuscular  septa,  and  from  the 
middle  third  of  the  posterior  border  of  the  ulna  below  the  anconeus.  Its 
fibres  end  in  a  tendon  which  is  on  its  posterior  surface  and  passes  through 
a  groove  on  the  back  of  the  ulna,  in  a  separate  partition  beneath  the  pos¬ 
terior  annular  ligament,  and  is  inserted  into  the  ulnar  side  of  the  base  of 
the  metacarpal  bone  of  the  little  linger,  on  its  dorsal  aspect. 


Triceps  tendon 
Coronoid  process 


Insertion  of  anconeus 


Tendon  of  ext.  carp,  ulnaris  and 
part  of  its  sheath 

OF  LEFT  ULNA. 


Relations. — Superficially ,  with  the  skin  and  fascia  ;  and  deeply,  with 
the  extensors  of  the  thumb  and  ulna.  On  its  outer  side  in  the  lower 
third  of  the  arm  are  the  posterior  interosseous  vessels  and  the  extensor 
minimi  digiti,  and  the  ulna  is  to  its  inner  side. 

Actions. — It  extends  the  wrist  on  its  ulnar  side  and  adducts  the  hand  ; 
it  can  then  extend  the  elbow. 

Nerve. — Posterior  interosseus. 

Varieties. — It  is  often  connected  with  the  abductor  minimi  digiti  — 
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sometimes  joins  the  extensors  on  tlie  dorsum  of  t lie  little  finger.  This 
slip  has  been  named  the  ulnar  is  (jninti. 

The  Anconeus  is  a  small  triangular  muscle  behind  and  below  the  elbow 
joint,  and  seems  to  be  a  continuation  of  Ihe  outer  portion  of  the  triceps. 
It  arises  by  a  separate  tendon  from  the  back  of  the  outer  condyle  of  the 
humerus  and  on  t  he  ulnar  side  of  t  he  common  extensor  tendon  ;  the  fibres 
then  diverge,  the  upper  ones  passing  t  ransversly  and  the  lower  obliquely,  to 
be  inserted  into  the  outer  side  of  the  olecranon  and  upper  third  of  the 
posterior  surface  of  the  shaft  to  the  ulna. 

Relations. — Superficially ,  is  a  strong  fibrous  expansion  from  the 


Fig.  1 20.  — Diagram  of  the  synovial  sheatiis  of  the  extensor  tendons  of  the 

LEFT  HAND  AND  THE  MARKINGS  ON  THE  DORSUM  OF  THE  FINGERS. 

triceps;  vra.dple.eply)  are  the  elbow  joint,  the  orbicular  ligament,  the  recur¬ 
rent  interosseous  vessels,  the  ulna,  and  a  small  part  of  the  supinator 
brevis. 

Action.^ Its  transverse  fibres  assist  the  triceps  in  extending  the 
elbow,  but  its  obliqae  ones  may  possibly  help  in  flexing  the  elbow. 

Nerve.  —  Post erior  ini erosseus. 

Dissection. — Divide  the  extensors  communis,  minimi  digit  i,  and  carpi 
uhiaris  just  below  their  origins,  and  reflect  them,  and  observe  the  branches 
of  the  posterior  interosseous  artery  and  nerve  going  to  these  muscles.  The 
transverse  intermuscular  sept  tun  separat  ing  the  superficial  and  deep  muscles 
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must  also  be  removed  wil  l)  care,  arid  the  muscles,  vessels,  and  nerves  freed 
from  any  loose  fat  and  cellular  tissue.  The  muscles  must  be  carefully 
separated,  and  a  slender  port  ion  of  the  posterior  interosseous  nerve,  which 
is  benefit h  t he  extensor  secundi  internodii,  about  the  middle  of  the  forearm, 
must  not  be  injured. 

Deep  Muscular  Layer.— There  are  five  small  muscles  in  this  layer; 
three  are  special  extensors  of  the  thumb,  and  one  of  the  forefinger,  and 
there  is  one  supinator  of  t  he  forearm,  the  supinator  brevis,  which  surrounds 
the  upper  part  of  the  radius;  and  below  this  fire  the  three  thumb  muscles 
in  the  following  order  from  above  downwards:  first,  the  extensor  ossis 


metaearpi  pollieis;  then  the  extensor  primi  internodii;  and  then  the 
secundi  internodii.  The  extensor  indicis  is  on  the  back  of  the  ulna. 

The  Extensor  Ossis  Metacarpi  Pollieis  (. Abductor  Longus  Pollieis)  is 
the  largest,  highest,  find  most  external  of  the  thumb  extensors.  It  is 
immediately  below  the  supinator  brevis,  with  which  it  is  soniet  hues  blended, 
l!  arises  from  an  elongated  depression  on  the  radial  side  of  the  posterior 
surface  of  the  shaft  of  the  ulna,  below  the  origin  of  the  supinator  brevis 
;md  the  insertion  of  the  anconeus,  from  the  back  of  the  interosseous  liga- 
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ment,  and  from  the  middle  third  of  the  posterior  surface  of  the  radial  shaft. 
This  attachment  is  lower  than  that  from  the  ulna.  Its  tendon  passes 
obliquely  down  and  out  with  that  <>f  the  extensor  primi  internodi i,  in  a 
groove  on  the  outer  sideot  the  styloid  process  of  the  radius, and  is  inserted 
mainly  into  the  out  er  side  of  the  base  of  the  metacarpal  bone  of  t  he  thumb, 
and  by  a  slip  into  the  outer  side  and  dorsum  of  the  trapezium. 

Relations. — Superficially,  with  the  deep  fascia,  the  common  tendon  of 


Fig.  1 28. — Ten  dons  and  arteries  at  hack  of  left  hand. 

1.  Tendon  of  flex.  long.  poll.  2.  Frinecps  pollicis  a.  3.  Itadialis  indicia.  4  4.  Metacarpal  arteries.  The  carpal 
arch  is  show  n.  The  dorsal  digital  veins  are  shown  on  the  little  Anger,  and  on  the  middle  the  expansions  from 
iuterossei  and  lumbricales. 


origin  of  the  extensors  and  the  branches  of  tin*  posterior  interosseous  artery 
and  nerve,  which  cross  it  ;  deeply ,  with  the  ulna,  radius  interosseous  mem¬ 
brane,  and  the  tendons  of  the1  extensors  carpi  longior  and  brevier,  which  it 
obliquely  crosses,  and  at  the  outer  side  of  the  wrist  it  crosses  the  radial 
artery.  Between  its  tipper  border  and  the  supinator  brevis  is  the  posterior 
interosseous  artery,  and  its  lower  border  is  in  relation  with  the  extensor 
primi  internodii. 
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Avium. — II  moves  t lie  thumb  back  from  the  palm  by  extending  if s 
metacarpal  bone.  11  can  then  extend  the  wrist  on  the  radial  side.  This 
and  the  other  two  extensors  ot  ihe  thumb  can,  when  the  thumb  has  been 
drawn  in  towards  the  palm,  assist  in  supinating  the  forearm  in  conse¬ 
quence  of  the  oblique  direction  of  their  tendons. 

Nerve. — Post erior  interosseous. 

1  unci (c. s'.—  This  muscle  is  subject  to  much  variation,  which  consists  in 
the  splitting  up  oi  it  or  its  tendon  into  separat  e  parts.  It  may  be  inserted 
either  doubly  into  the  first  metacarpal  bone  or  partly  into  the  trapezium, 
or  into  the  abductor  or  opponens  pollieis  muscles.  Sometimes  the  extensor 
primi  internodii  is  fused  with  it.  1  have  seen  it  muscular  or  fleshy  at  the 
metacarpal  bone  of  the  thumb. 

The  Extensor  Primi  Internodii  Pollieis  is  tlie  smallest  muscle  of  this  set. 
It  arises  from  the  posterior  surface  of  the  shaft  of  the  radius  for  about  an 
inch,  and  from  a  corresponding  portion  of  the  back  of  the  interosseous 
membrane.  Its  fibres  end  in  a  tendon  which  passes  through  the  same 
groove  on  the  outer  side  of  the  styloid  process  of  the  radius  with  the  pre¬ 
ceding  muscle,  and  is  inserted  into  the  base  of  the  first  phalanx  of  the 
thumb  on  its  dorsal  aspect. 

Relations. — It  lies  between  the  extensor  ossis  on  the  outer  and  the 
extensor  secundi  on  the  inner  side.  In  front  is  the  interosseous  membrane, 
and  behind  is  the  deep  fascia.  Its  tendon  crosses  the  radial  artery  at  the 
wrist,  also  its  dorsalis  and  princeps  pollieis  branches.  The  posterior 
cutaneous  branches  of  the  radial  nerve  cross  the  extensors  of  the  thumb 
and  index  finger.  The  end  of  the  posterior  interosseous  artery  and  the 
posterior  or  perforating  branch  of  the  anterior  are  in  anterior  relation  with 
this  and  the  two  following  muscles. 

Action. — It  extends  the  proximal  phalanx  of  the  thumb,  and  then  the 
wrist  joint. 

Varieties. — This  muscle  is  sometimes  absent,  being  fused  with  the 
extensor  ossis  metacarpi.  In  other  instances  it  is  more  or  less  joined  with 
the  extensor  secundi  internodii.  A  common  variety  is  the  interposition  of 
an  additional  extensor  between  the  secundi  internodii  and  the  indicis. 
With  the  double  tendon  of  insertion  into  both  thumb  and  index  finger, 
this  resembles  a  muscle  which  normally  is  present  in  the  dog  and  many 
carnivora  ( extensor  i ndico-pollicis). 

Nerve. — Post  erior  interosseous. 

'The  Extensor  Secundi  Internodii  Pollieis  is  much  larger  than  the  primi, 

and  partly  covers  its  origin.  II  arises  from  the  posterior  surface  of  the 
ulnar  shaft  for  two  or  three  inches  below  the  extensor  ossis  and  anconeus, 
and  from  the  back  of  the  interosseous  membrane  below  for  about  an  inch. 
Its  tendon  occupies  a  deep  oblique  narrow  groove*  in  the  middle  and  pos¬ 
terior  surface  of  the  lower  end  of  the  radius,  and  is  contained  in  a  separate 
partition  beneath  the  posterior  annular  ligament.  It  then  obliquely 
crosses  the  radial  extensors  of  the  carpus,  being  separated  by  a  triangular 
interval  from  tin*  other  thumb  extensors,  in  which  is  the  radial  artery, and 
is  inserted  into  the  base  of  the  terminal  phalanx  of  the  thumb. 

Relations.  Superficially,  with  the  same  parts  as  tin*  other  thumb 
extensors,  and  deeply ,  with  the  ulnar,  radius,  interosseous  membrane, 
posterior  ligament  of  wrist,  radial  vessels,  metacarpal  bone  of  thumb,  and 
back  of  t  he  finger  joint s. 
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Action.  It  extends  the  second  phalanx,  and  then  the  metacarpal  bone 
and  wrist  joint. 

Nerve. — The  posterior  interosseus. 

Variety. — It  may  have  the  extensor  primi  internodii  more  or  less 
united  with  it. 

The  Extensor  Indicis.  or  Indicator,  is  along  narrow  muscle  on  the  inner 
side  of,  and  parallel  with,  the  preceding.  Its  origin  is  from  the  posterior 
surface  of  the  ulna  for  three  or  four  inches,  usually  below  the  middle,  and 
internal  to  the  preceding  muscles,  also  from  the  interosseous  membrane. 
Its  tendon  accompanies  the  extensor  communis  in  the  same  compartment 
of  the  annular  ligament,  and  joins  on  its  ulnar  side  the  tendon  of  the 
common  extensor,  which  goes  to  the  index  linger,  opposite  the.  lower  end  of 
the  corresponding  metacarpal  bone.  It  is  inserted  into  the  second  and  third 
phalanges  of  the  index  finger,  in  the  manner  mentioned  when  describing  the 
extensor  communis  digitorum. 

Relations. — In  front  is  the  interosseous  membrane,  behind  is  the  dee]) 
fascia,  inside  is  the  ulna,  and  outside  the  extensor  secundi  internodii.  It 
crosses  the  radial  artery  at  the  outer  side  of  the  wrist,  also  its  branches  to 
the  thumb. 

Nerve.  —  The  posterior  interosseous. 


Fig.  1  lmj. — The  muscles  ox  the  back  and  outer  side  of  the  right  forearm. 

The  insertions  of  the  long  and  short  extensors  of  the  carpus  are  shown  beneath  the  tendon  of  the  secundi. 


Action. — It  can  extend  the  forefinger  even  when  the  others  are  bent. 
It  assists  the  common  extensor  in  drawing  the  hand  backwards. 

Varieties. — An  extra  short  extensor  is  sometimes  present.  It  is  most 
often  connected  with  the  index  finger,  and  Albinus  named  it  the  extensor 
brevis  indicis.  Its  origin  varies  much,  and  may  come  from  the  radius  or 
from  a  carpal  or  metacarpal  bone,  and  its  insertion  may  be  into  one  or 
more  of  the  digits,  making  an  extensor  brevis  diejitoruni. 

Dissect  ion . — Detach  ihe  anconeus  from  its  origin,  and  divide  and  reflect 
Ihe  supinator  longus  and  radial  extensors.  The  supinator  brevis  will  then 
be  exposed  and  must  be  cleaned. 

The  Supinator  Radii  Brevis  is  a  broad,  hollow,  cylindrical  muscle, 
surrounding  the  upper  third  of  Ihe  radius.  It  arises  from  the  external 
condyle  of  the  hum*  unis,  from  the  external  lateral  ligament  of  the  elbow, 
from  the  orbicular  ligament  of  the  radius,  from  the  ridge  on  the  ulna  which 
passes  obliquely  down  from  the  back  of  Ihe  lesser  sigmoid  cavity,  from  the 
triangular  depression  in  front  of  it,  and  from  a  tendinous  expansion  which 
covers  the  muscle.  The  fibres  pass  obliquely  down,  the  upper  forming  a 
sling  around  ihe  radial  neck  above  ihe  tuberosity,  and  are  attached  to  Ihe 
back  of  its  inner  surface;  Ihe  middle  fibres  are  attached  to  the  outer 
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edge  of  the  tuberosity,  and  t lie  lower  to  the  oblique  line  of  tin*  radius  ns 
low  down  as  the  insertion  of  the  pronator  teres.  It  is  pierced  by  the 
posterior  interosseous  nerve. 

Relations. — Superficially, wit  lit  he  supinator  longus,  superficial  extensors 
and  radial  vessels  and  nerves  ;  deeply,  with  the  elbow  joint,  the  interosse¬ 
ous  membrane  and  the  radius.  Its  lower  border  is  separated  from  the 


Tirrif-h.  ants. 


Triceps 

Ulnar  n. 
2.  Olecranon. 


Ext.  min.  dig, 


Origin  o£  dorsal  branch 
of  nln.  n. 

Ext.  second,  intnod.  poll. 


Ext.  indicif 
Dorsal  branch  of  uln.  n 

Digital  branches  of  uln.  n  .. 

Tendons  of  ext.  com.  dig 


Mus.-spi  .supplying  triceps 
and  giving  off  the  radial 
and  piercing  sup.  brev. 


Snptr.  long. 

Anconeus  and  its  nerve 


Ext.  com.  dig. 


Ext.  carp.  rad.  long. 
Dost,  intoss.  u. 


Ext.  carp.  rad.  iircv. 
Ext.  oss.  met.  poll. 

Ext.  primi.  intnod.  poll. 

Dost.  aim.  lig. 


Fig.  1:10. — Dissection  of  deep  muscles  and  nerves  at  hack  of  right  forearm. 
The  gangliform  enlargement  oil  the  posterior  interosseous  is  shown  at  the  back  of  the  wrist. 


extensor  ossis  metacarpi  by  the  posterior  interosseous  artery.  Its  upper 
border  is  in  contact  with  the  orbicular  ligament. 

Action. — If  the  hand  be  pronated  it  will  supinate  the  radius. 

Nerve. — The  posterior  interosseus. 

Varieties. — At  (lit1  place  where  the  posterior  interosseous  nerve 
i  tierces  it,  it.  may  be  more  or  less  divided,  and  sometimes  a  slip  of  it  may 
be  inserted  into  the  biceps  tendon  or  radial  tuberosity.  C'ruveilhier  and 
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Gruber  have  named  a  short  set  of  fibres  between  the  upper  part,  of  the 
radius  and  the  annular  ligament  the  tensor  ligamenti  orbicularis  anterior. 

The  Posterior  Interosseous  Artery  is  a  branch  of  the  common  interos¬ 
seous  from  the  ulna,  and  passes  backwards  through  the  space  between  the 
upper  border  of  the  interosseous  membrane  and  the  oblique  ligament, 
and  passing  between  the  extensor  brevis  and  extensor  ossis  metacarpi, 
descends  between  the  superficial  and  deep  muscular  layers  (giving  branches 
to  them)  to  the  lower  third  of  the  forearm,  where  it  is  more  superficial, 
and  lies  along  the  outer  side  of  the  tendon  of  the  extensor  carpi  ulnaris  ; 
it  then  passes  to  the  back  of  the  wrist,  where  it  anastomoses  with  the 
anterior  interosseous  and  posterior  carpal  branches  of  the  radial  and  ulnar 
arteries. 


The  collateral  digitals  are  shown  between  the  fingers. 


y car  its  orenn  it  gives  oft  an  vnierosseous  recurrent  blanch.  This  is 
usually  a  large  vessel  and  ascends  on  or  through  the  supinator  brevis,  but 
beneath  the  anconeus  and  between  the  olecranon  and  external  condyle, 
nnrl  anastomoses,  after  supplying  these  muscles  and  the  elbow  joint,  with 
the  posterior  articular  branch  of  the  superior  profunda,  the  anastomotica 
magna,  recurrent  radial  and  posterior  ulnar  recunent. 

The  Posterior  Interosseous  Nerve  is  the  larger  of  the  terminal  branches 
of  the  musculo-spiral,  is  given  off  in  front  of  the  external  condyle,  and 
passes  through  the  supinator  brevis  to  the  back  ot  the  foreaim,  and 
emerging  from  its  lower  border  passes  between  the  superficial  and  deep 
muscles  to  the  middle  of  the  forearm,  where  it  is  much  diminished  in 
size.  It  then  descends  on  the  back  of  the  interosseous  membrane  beneath 


HUMAN  M OTlPHOL OU  Y. 


212 

the  extensor  secundi  to  the  back  of  the  carpus,  where  ihere  is  a  reddish 
gangliform  enlargement  beneath  the  extensor  communis,  from  which 
filaments  are  distributed  to  the  ligaments  and  articulations  of  the  carpus. 
T(  supplies  all  the  muscles  of  the  deep  layer  and  those  of  the  superficial 
with  the  exception  of  the  supinator  longus,  extensor  carpi  longior,  anconeus 
and  sub-anconeus,  which  are  supplied  directly  from  the  musculo-spiral. 

The  Radial  Artery  at  the  Back  of  the  Wrist.— In  this  situation  the 
artery,  with  its  veins,  winds  below  the  radius  and  across  the  back  of  the 
carpus  io  enter  the  palm  at  the  first  interosseous  space  and  between  (he 
heads  of  the  first  dorsal  interosseous  muscle.  It  first  lies  rather  deeply 
on  the  external  lateral  ligament  of  the  wrist,  being  crossed  by  the  extensors 
of  the  thumb,  but  afterwards  it  is  more  superficial  and  is  crossed  by  the 
extensor  secundi.  Superficial  to  it  in  this  situation  are  the  skin,  sub¬ 
cutaneous  veins  and  some  filaments  of  the  radial  and  external  cutaneous 
nerves.  Its  branches  in  this  situation  are  small,  but  numerous.  They 
are  the  posterior  carpal,  dorsal  interosseous,  dorsales  pollicis,  and  dorsalis 
indicis. 

The  Posterior  or  Parsed  Carpal  Branch  is  given  off  from  the  radial 
beneath  the  thumb  extensors,  and  crossing  the  carpus  to  the  inner  border 
of  the  hand,  anastomoses  with  the  posterior  carpal  of  the  ulna  to  form  the 
posterior  carpal  arch.  From  this  arch  branches  ascend  to  anastomose 
with  the  termination  of  the  anterior  interosseous  artery  and  with  the 
posterior  interosseus.  Others  descend  to  the  metacarpal  spaces,  and  run 
along  the  inner  side  of  the  dorsum  of  the  hand  and  little  finger.  The 
vessels  which  lie  between  the  metacarpal  bones  are  three,  and  are  properly 
named  the  dorsal  interosseous  arteries.  Those  for  the  third  and  fourth 
interosseous  spaces  run  down  on  the  corresponding  interossei  muscles  and 
divide  at  the  cleft  of  the  fingers  into  two  collateral  digital  vessels,  which 
run  along  the  contiguous  sides  of  the  dorsum  of  the  digits.  At  the  carpal 
ends  of  the  interosseous  spaces  they  anastomose  with  the  perforating 
arteries  from  the  dee])  palmar  arch,  and  near  the  heads  of  the  metacarpal 
bones  they  join  the  digital  branches  of  the  superficial  palmar  arch. 

The  First  Dorsal  Interosseous  or  Metacarpal  branch  arises  beneath 
the  thumb  extensors,  sometimes  with  the  posterior  carpal  artery,  and  runs 
on  the  second  dorsal  interosseous  muscle,  anastomosing  behind  with  its 
corresponding  perforating  branch  from  the  dee])  palmar  arch,  and  in  front 
with  the  digital  branch  of  the  superficial  arch,  and  supplies  the  adjoining 
sides  of  tin'  index  and  middle  fingers  on  their  dorsum. 

The  Dorsales  Pollicis  are  two  small  vessels,  which  arise  separately,  or 
by  a  common  trunk,  near  the  base  of  the  metacarpal  bone  of  the  thumb 
and  extend  along  the  sides  of  the  dorsal  aspect  of  the  thumb,  supplying  it 
and  anastomosing  with  its  palmar  digitals. 

'Fhe  Dorsalis  Indicis  is  a  small  branch  along  the  radial  side  of  the 
dorsum  of  the  index  finger.  It  gives  some  twigs  to  the  abductor  indicis 
and  anastomoses  with  the  palmar  digitals. 

Pi  reel  ions. — The  posterior  interosseous  nerve  should  be  dissected  out 
of  |  he  supinator  brevis,  and  t he  attachments  of  t his  muscle  reflect ed,  so  as 
more  thoroughly  to  understand  them  and  its  relations.  'Fhe  different 
compartments  beneath  the  posterior  annular  ligament  should  be  opened, 
and  the  tendons  with  their  synovial  sheaths  examined;  and  when  this  has 
been  done,  the  offset  from  the  gangliform  enlargement  of  the  posterior 
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interosseous  nerve  may  be  move  fully  traced.  The  dorsal  interossei 
muscles  should  then  be  cleaned  and  studied,  and  I  lie  posterior  perforating1 
arteries  dissected  out  between  their  heads  of  origin,  and  the  anterior 
perforating  defined  near  their  insertions. 

There  are  nix  separate  partitions  bet  ween  t  he  posterior  annular  ligament 
and  the  posterior  aspect  of  the  lower  ends  of  the  radius  and  ulna.  They 
are  from  within  outwards.  1.  A  groove  for  the  tendons  of  the  extensor 
ossis  and  primi  internodi i,  on  the  outer  side  of  the  styloid  process  of  the 
radius.  2.  Another  for  the  tendons  of  the  extensors  carpi  radialis  longior 
and  brevier,  behind  the  styloid  process.  3.  A  deeper,  narrower,  oblique 
groove  for  the  extensor  secundi.  4.  A  groove  for  the  extensors  communis 
and  indicis.  5.  One  for  the  extensor  minimi  digiti,  which  is  between  the 
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Dors  indicis 
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Fig.  132. — Right  dorsal  interossei  and  radial  artery. 

The  metacarpal  artery  represents  the  posterior  or  dorsal  arterial  arch. 


radius  and  ulna.  G.  For  the  tendon  of  the  extensor  carpi  ulnaris  o'n  the 
hack  of  the  ulna. 

The  Dorsal  Interossei  muscles  are  four  and  are  larger  than  the  palmar. 
They  are  pen ni form  muscles  and  arise  by  two  heads  from  the  adjacent 
sides  of  the  fifth  metacarpal  bones,  but  more  extensively  from  that  side  of 
the  metacarpal  bone  which  corresponds  to  the  side  of  their  insertion ,  which 
is  into  the  bases  of  the  first  phalanges,  and  into  the  expansion  of  the 
common  extensor  tendon.  Between  the  heads  of  origin  of  each  muscle  is 
a  small  triangular  interval,  through  which  a  posterior  perforating  branch 
from  the  deep  palmar  arch  passes  to  anastomose  with  the  dorsal  interossei 
arteries. 

lhe  First  Dorsal  Interosseous  or  Abductor  Indicis  is  larger  than  the 
rt‘st.  It  is  fiat  and  triangular,  and  arises  by  two  heads,  separated  by  a 
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si  iglit  fibrous  arch,  1 1 » r« m*> li  which  I  he  radial  artery  passes  from  the  dorsum 
to  the  palm  of  the  hand.  Its  enter  head  arises  from  the  upper  half  of 
the  ulnar  border  of  the  metacarpal  bone  of  the  thumb,  and  its  inner  from 


Fig.  134.— Dissection  to  show  the  tendons  on  the  back  of  the  hand  and  the 
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b. 


Fig.  135.  Dorsal  interossrt  or’  right  ring  finger. 

(I  and  cl'.  Tendon  to  first  and  second  phalanges,  e.  Tendon  ol  ext.  comm.  dig. 


Fascia  to  first 
phalanx 


I  n  toss. 


r.  Fascia  to  second  and 
third  phalanges,  also 
expansions  from 
Itimbricales 


Metacarpal 


nearly  the  whole  length  of  the  radial  border  of  the  second  metacarpal.  Its 
tendon  is  inserted  into  the  radial  side  of  the  base  of  the  first  phalanx  of 
the  index  finger,  and  by  an  expansion  anterior  to  its  bony  insertion  into 
the  outer  side  of  the  tendon  of  the  common  extensor. 
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The  Second  and  Third  Dorsal  Interossei  are  inserted,  (he  former  into 
(In1  outer  side  of  (he  base  of  (he  lirst '.phalanx  of  the  middle  finger,  and  the 
latter  into  its  inner  side.  The  fourth  muscle  is  inserted  into  the  inner 
side  of  the  base  of  the  first  phalanx  of  (he  ring.  They  all  have  similar 
tendinous  expansions  to  that  of  the  first  muscle.  These  are  connected 
with  the  respective  outer  or  inner  sides  of  the  corresponding  tendon  of 
the  common  extensor. 

Actions. — They  are  adductors  of  the  fingers,  from  a  line  drawn  longi¬ 
tudinally  through  the  centre  of  (lie  middle  finger.  They  assist  the 
extensors  of  the  digits,  but  when  the  fingers  are  slightly  bent  they  assist 
in  completing  this  action.  John  Hunter,  and  more  recently  Cleland,  have 
said  that  these  muscles  flex  the  first  phalanges  and  extend  the  two  distal 
ones,  whereas  Quain  and  Thomson  say  that  the  interossei,  assisted  by  the 
lumbricales,  flex  the  first  phalanges,  and  at  the  same  time,  by  their  union 
with  the  common  extensor  tendon,  extend  the  other  phalanges.  Duchenne 
states  that  the  interossei  extend  the  second  and  third  phalanges,  and 
partly  flex  the  first.  He  also  thinks  that  the  extensor  communis  acts 
almost  entirely  on  the  first  phalanges.  The  student  will  note  that  the 
thumb  and  little  finger  have  no  dorsal  interosseous  muscle  having  special 
abductors,  and  not  therefore  requiring  an  interosseous  abductor. 

Variations . — The  Interossei  are  sometimes  double  in  one  or  more  of 
the  spaces. 


THE  FRONT  OF  THE  FOREARM. 

Dissection. — Place  the  limb  with  the  palm  uppermost,  and  make  an 
incision  along  the  middle  of  the  front  of  the  forearm  to  just  beyond  tin* 
wrist,  and  at  the  lower  end  of  this  incision  make  a  transverse  one,  and 
reflect  the  skin  inwards  and  outwards,  being  careful  of  the  many  cutane¬ 
ous  vessels  and  nerves  beneath  it.  The  skin  should  be  reflected  from  one 
of  the  fingers  in  order  to  be  able  to  follow  the  description  that  will  be 
given  of  the  flexor  tendons. 

The  superficial  fascia  of  the  forearm  is  continuous  above  with  that  of 
the  arm,  and  below  gets  much  thinner,  and  is  continuous  with  that  of  tin1 
hand.  Between  its  layers  are  (he  cutaneous  vessels  and  nerves,  and 
superficial  lymphatics,  and  in  its  meshes  there  is  a  varying  quantity  of 
fat.  It  is  most  distinct  opposite  the  bend  of  the  elbow,  where  the  veins 
are  numerous  and  large. 

Position  of  the  Cutaneous  Vessels  a  mi  Nerves. — Most  of  these  have 
already  been  seen  in  part.  The  continuation  of  the  internal  cutaneous  nerve 
will  be  found  near  the  anterior  ulnar  vein  on  the  inner  side,  and  on  the 
outer,  accompanying  the  radial  vein,  is  the  superficial  part  of  the  musculo¬ 
cutaneous  nerve.  Near  the  wrist,  in  the  mid-line  of  the  forearm,  is  (lie 
slender  palmar  cutaneous  branch  of  (he  median.  It  is  to  the  inner  side 
of  the  tendon  of  the  flexor  carpi  rad  ia  I  is,  and  the  palmar  cutaneous  branch 
of  the  ulna  lies  over  the  ulnar  artery,  close  outside  the  pisiform  bone. 
The  ulnar  has  usually  another  cutaneous  branch,  which  is  given  off  just 
above  the  wrist. 

Cutaneous  Veins. — The  superficial  veins  in  this  region  are  the  radial, 
median  and  ulnar.  They  commence  chiefly  from  an  arch  on  tin*  back  of 
the  hand,  which  receives  (lie  posterior  or  superficial  digital  veins.  The 
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radial  and  ulnar  commence  at  the  outer  and  inner  sides  of  iliis  arch,  hut 
the  median  is  derived  from  small  branches  near  the  wrist  on  the  palmar 
surface  of  the  hand  and  lower  part  of  the  forearm. 

Ulnar  Vein*. — These  are  anterior  and  posterior.  The  latter  has  been 
dissected  with  the  back  of  the  forearm,  and  traced  to  its  junction  with  the 
anterior  ulnar  to  form  the  basilic. 

The  Anterior  Ulnar  vein  commences  on  the  anterior  aspect  of  the 
hand  and  wrist,  on  its  inner  side,  and  ascends  along  the  ulnar  portion  of 
the  forearm  to  just  below  the  elbow,  where  it  is  joined  by  the  posterior 
ulnar  vein,  and  forms  the  basilic.  It  communicates  with  the  median  in 
front,  and  the  posterior  ulnar  behind. 

The  Radial  Vein  arises  from  small  venous  radicles  on  the  dorsal  sur¬ 
face  of  the  thumb,  index  linger,  and  radial  side  of  the  hand,  by  branches 
communicating  with  the  vena  salvatella.  These  unite  and  form  a  large 
vessel  (the  radial  vein),  which  ascends  along  the  outer  side  of  the  forearm, 
receiving  many  branches  from  both  its  surfaces,  to  the  elbow,  where  with 
the  median  cephalic  it  forms  the  cephalic  vein. 

The  Median  Vein  collects  the  blood  from  the  palmar  surface  of  the 
hand  and  middle  of  the  forearm,  joining  the  radial  and  anterior  ulnar 
veins.  Just  below  the  bend  of  the  elbow  it  receives  a  communicating 
branch  from  the  deep  veins  of  the  forearm,  and  divides  into  an  outer  or 
median  cephalic,  and  inner  or  median  basilic,  the  former  uniting  with  the 
radial  to  form  the  cephalic  vein,  and  the  latter  with  the  trunk  formed  by 
the  union  of  the  anterior  and  posterior  ulnar  veins,  to  form  the  basilic. 

Cutaneous  Nerves. — The  anterior  branch  of  the  external  or  musculo¬ 
cutaneous  passes  down,  usually  beneath  the  median  cephalic  vein,  along 
the  radial  border  of  the  forearm  to  the  ball  of  the  thumb.  It  com¬ 
municates  with  the  anterior  filament  of  the  internal  cutaneous  and  with 
the  palmar  cutaneous  of  the  median.  It  is  in  front  of  the  radial  artery, 
and  some  filaments  pierce  the  fascia  and  accompany  the  radial  to  the  back 
of  the  wrist,  and  supply  the  wrist  joint.  Just  below  the  middle  of  the 
forearm  it  gives  off  one  or  two  branches  to  its  posterior  aspect,  which 
reach  nearly  to  the  wrist,  and  communicate  with  the  radial  and  lower 
external  cutaneous  branch  of  the  musculo- spiral. 

The  Radial  Nerve  runs  along  the  front  of  the  outer  side  of  the  fore¬ 
arm  to  the  junction  of  its  middle  and  lower  third.  It  is  at  first  rather  to 
the.  outer  side  of  the  radial  artery,  and  about  three  inches  above  the  wrist 
pierces  the  deep  fascia  at  the  outer  border  of  the  forearm,  and  divides  into 
two  branches,  outer  and  inner.  These  supply  the  back  of  the  radial  side 
of  the  hand  and  fingers,  and  have  been  dissected  with  that  region. 

The  Anterior  Brandt  of  the  Internal  Cutaneous  Nerve  passes  partly 
in  front  and  partly  behind  the  median  basilic  vein  on  the  anterior  surface 
of  the  ulnar  side  of  the  forearm,  supplying  the  skin  as  far  as  the  wrist, 
and  joining  a  cutaneous  branch  from  the  ulnar  and  the  external  cutaneous. 

The  Superficial  Cutaneous  Branch  of  the  Ulnar  pierces  the  deep 
fascia  near  the  wrist  and  communicates  with  tin*  preceding. 

Bireclions. — After  cleaning  these  structures  and  tracing  them  to  where 
they  pierce  the  deep  fascia,  the  student,  having  studied  the  anterior  annu¬ 
lar  ligament,  must  reflect  the  deep  fascia  by  incisions  similar  to  those 
through  which  he  reflected  (lie  skin,  and  must  study  ils  various  processes 
and  attachments.  The  anterior  annular  ligament  has  to  be  left  for  the 
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present,  but  the  cutaneous  vessels  and  nerves,  with  tlie  exception  of  the 
palmar  cutaneous  branches  of  the  median  and  ulnar,  are  to  be  reflected. 
At  the  upper  part  of  the  forearm  the  deep  fascia  will  be  found  intimately 
blended  with  the  muscles  which  arise  from  its  under- surface. 
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I'm.  130.  Cutaneous  nerves  and  veins  op  pront  of  right  arm. 

The  median  vein  is  seen  piercing  the  deep  fascia,  and  the  bifurcation  of  the  digital  nerves  is  dissected  out 

below  the  palmar  fascia. 

The  Aponeurosis  or  Deep  Fascia  of  the  forearm  is  a  strong  glistening 
membranous  investment,  which  forms  a  general  sheath  for  the  muscles  of 
this  region,  and  from  its  deep  surface  gives  off  intermuscular  septa,  which 
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separate  and  enclose  the  various  muscles.  Like  that  of  the  arm,  it  is 
composed  principally  of  circular  fibres  strengthened  by  longitudinal  and 
oblique  ones,  which  descend  from  the  humeral  condyles,  from  the  olecranon, 
and  from  the  semilunar  or  bicipital  fascia. 

The  anterior  part  of  this  aponeurosis  y t lie  part  now  being  dissected)  is 
much  weaker  than  the  posterior,  and  is  continued  below  into  the  anterior 
annular  ligament  of  the  wrist.  Near  the  elbow  it  is  stronger  than  in  the 
middle  of  the  forearm,  and  receives  fibrous  expansions  from  the  biceps 
and  brachialis  antieus.  hi  the  hollow  just  below  the  elbow-bend  there  is 
a  small  oval  aperture,  which  transmits  a  short  communicating  branch  be¬ 
tween  the  superficial  and  deep  veins  of  the  forearm.  A  little  above  the 
wrist  it  forms  a  sheath  for  the  tendon  of  the  palinaris  longus,  which 
pierces  it,  passing  over  the  annular  ligament  to  the  palmar  fascia.  Longi¬ 
tudinal  white  lines  indicate  the  position  of  the  intermuscular  septa,  and 
separating  the  superficial  from  the  deep  flexors  is  a  horizontal  process 
which  is  given  off  from  this  fascia:  this  is  stronger  below  than  above, 
where  it  usually  consists  of  thin  connective  tissue.  It  is  pierced  close  to 
the  outer  side  of  the  pisiform  bone  by  the  ulnar  vessels  and  nerve. 

The  Anterior  Annular  Ligament  is  a  deep  thickened  portion  of  this 
dee})  fascia,  in  front  of  the  wrist.  It  is  a  strong  fibrous  band  arching  over 
the  front  of  the  carpus,  and  completing  the  dee})  groove  on  the  front  of 
the  carpal  bones  into  a  canal,  beneath  which  the  flexor  tendons  pass.  Its 
attachments  will  be  subsequently  dissected.  Its  upper  margin  is  con¬ 
tinuous  with  the  deep  fascia  of  the  forearm,  and  receives  fibres  from  the 
tendon  of  the  flexor  carpi  ulnaris;  and  its  lower  margin  is  connected  with 
the  palmar  fascia. 

Position  of  Parts. — In  front  of  the  elbow  is  a  depression  which  has 
already  been  partly  dissected.  In  this  space,  from  within  outwards,  the 
student  must  define  the  ulnar  recurrent  artery,  median  nerve,  the  brachial 
artery  giving  off  the  radial  and  ulnar,  the  tendon  of  the  biceps,  and  the 
musculo-spiral  nerve.  On  the  outer  side  will  be  found  the  supinator 
longus,  and  in  the  lower  half  of  the  forearm,  between  it  and  the  flexor  carpi 
radialis,  is  the  radial  artery.  On  the  inner  side  will  be  found  the  super¬ 
ficial  flexors  and  pronators,  and  at  the  lower  part  of  the  forearm,  between 
the  flexor  carpi  ulnaris  and  the  flexor  sublimis  digitorum,  will  be  seen  the 
ulnar  artery  and  nerve.  These  pass  over  the  anterior  annular  ligament. 

Hollow  in  Front  of  the  Elbow.  Boundaries. — This  space  corresponds 
to  the  popliteal  hollow  at  the  back  of  the  knee.  It  is  a  triangular  interval 
with  the  base  above,  which  corresponds  to  a  transverse  line  just  above  the 
condyles.  Its  outer  side  is  formed  by  the  supinator  longus,  and  its  inner 
by  the  pronator  radii  teres.  It  is  covered  in  by  the  skin  and  superficial 
and  deep  fasciae,  and  its  floor  is  formed  by  parts  of  the  brachialis  antieus 
und  supinator  brevis. 

Contents. — This  hollow  contains  the  brachial  artery  and  its  venae 
comites,  and  radial  and  ulnar  branches,  the  median  and  musculo-spiral 
nerves,  recurrent  radial  and  anterior  ulnar  recurrent  arteries,  the  tendon 
°f  the  biceps,  some  fat,  and  one  or  two  lymphatic  glands. 

Position  of  Parts. —  In  the  midline  is  the  brachial  artery,  which 
divides  opposite  the  coronoid  process  of  the  ulna  into  (lie  radial  and  ulnar. 
I'he  median  nerve  is  on  the  inner  side  of  the  artery,  but  distant  from  it 
below  about  half  an  inch.  The  biceps  tendon  is  on  the  outer  side  going 
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to  the  radius;  and  slill  more  external,  lying  upon  the  supinator  brevis,  and 
partly  concealed  by  the  supinator  longus,  is  the  musculo-spiral  nerve. 
The  radial  recurrent  artery  is  near  the  museii lo-spiral  on  the  outer  side, 
and  the  anterior  ulnar  recurrent  is  internal  to  the  median  nerve.  The 
lymphatic  glands  lie  on  the  sides  of  tin;  brachial  artery,  and  one  just 
below  its  bifurcation  between  the  radial  and  ulnar. 

Muscles  on  the  Front  of  the  Forearm. — These  are  divided  into  a 
superficial  and  deep  layer.  There  are  five  in  the  superficial  layer  which 
arise  from  the  inner  humeral  condyle  mostly  by  a  common  tendon.  They 


are  the  superficial  flexors  and  pronators,  and  from  within  outwards  are 
the  pronator  teres,  flexor  carpi  radialis,  palmaris  longus,  flexor  carpi 
ulnaris  •  and  deeper  and  bigger  than  any  of  these  is  the  flexor  sublimis 
diidtorum.  These  are  the  superficial  muscles  of  the  anterior  brachial 

region. 

The  Pronator  Radii  Teres  is  the  most  external  of  the  group,  and  arises 
by  two  heads.  The  larger  and  more  superficial  comes  from  the  upper 
part  of  the  inner  Condyle,  from  the  common  tendon,  intermuscular  sept  urn, 
;md  deep  fascia.  The  second  head  is  a  thin  fasciculus,  deeply  placed, 
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and  arises  from  the  inner  margin  of  tire  eoronoid  process  of  the  ulna, 
below  the  eoronoid  origin  of  the  flexor  sublimis  digitorum,  and  joins  the 
larger  slip  at  an  acute  angle.  Between  these  two  slips  the  median  nerve 
enters  the  forearm.  The  fleshy  belly  formed  by  the  union  of  the  heads 
passes  obliquely  down  and  out  across  the  forearm,  and  ends  in  a  flat  tendon 
which  turns  over  the  outer  margin  of  the  radius,  and  is  inserted  into  a 
rough  surface,  an  inch  in  length,  at  the  middle  of  the  outer  surface  of  the 
radial  shaft. 

Relations— Anteriorly  are  the  deep  fascia,  the  supinator  longus,  and 
the  radial  vessels  and  nerve;  posteriorly  are  the  brachialis  anticus, 
flexor  sublimis  digitorum,  the  ulnar  artery  and  median  nerve;  the  small 
head  of  origin  of  the  muscle  being  placed  between  the  vessel  and  nerve. 
Its  inner  border  is  in  contact  with  the  flexor  carpi  radialis,  and  its  outer 
border  forms  the  inner  boundary  of  the  triangular  hollow  at  the  elbow-bend, 
and  is  in  close  relation  with  the  median  nerve. 

Actions. — It  assists  in  bringing  the  radius  forwards  over  the  ulna, 
and  thus  pronating  the  hand;  but  if  the  radius  be  fixed,  it  brings 
that  bone  towards  the  humerus  and  flexes  the  elbow.  In  climbing  it 
may  assist  to  bring  the  humerus  towards  the  forearm,  thus  helping  to 
raise  the  body. 

Nerve.  — The  median. 


Varieties. — Its  eoronoid  head  may  be  absent,  or  it  may  very  rarely 
exist  as  a  separate  muscle,  inserted  into  the  front  of  the  radius  higher  up 
than  the  rest  of  the  usual  muscle.  Sometimes  a  slip  arises  from  the 
intermuscular  septum  above  the  inner  condyle,  or  from  the  supra-condvloid 
process  when  that  is  present ;  and  this  peculiarity  may  be  associated  with 
the  deviation  of  the  brachial  artery,  accompanied  by  the  median  nerve 
beneath  the.  bony  process.  It  may  have  a  third  head  of  origin  from  the 
biceps  or  from  the  brachialis  anticus.  The  eoronoid  head  may,  instead  of 
joining  the  other  head  of  the  pronator  teres,  be  connected  with  the  flexor 
carpi  radialis  or  palmaris  longus. 

1  he  Flexor  Carpi  Radialis  (irises  from  the  inner  condyle  by  the  common 
tendon,  from  the  intermuscular  septa  and  from  the  deep  fascia.  It  is 
aponeurotic  and  slender  at  its  commencement,  but  increases  as  if  descends, 
and  ends  about  the  middle  of  the  forearm  in  a  flat  tendon,  which  forms 
the  lower  two-thirds  of  the  muscle.  This  passes  beneath  the  anterior 
annular  ligament  in  a  special  compartment  at  its  outer  side,  runs  through 
a  groove  on  the  palmar  aspect  of  the  trapezium  (which  is  converted  into  a 
canal  by  a  fibrous  sheath  and  lined  by  a  synovial  membrane),  and  is  inserted 
into  the  base  of  the  metacarpal  bone  of  the  index  finger  on  its  palmar 
and  outer  aspects,  and  frequently  by  a  slip  into  the  metacarpal  bone  of 
the  middle  finger. 

Rrlat  ions. —Superficially,  wi  t  h  the  skin  and  deep  fascia;  deeply,  wit  h 
tile  flexors  sublimis  and  longus  pollicis  and  wrist  joint.  Its  inner  border 
is  m  relation  with  the  palmaris  longus  above ,  and  the  median  nerve  below, 
and  its  outer  border  with  the  pronator  radii  teres  above,  and  radial  vessels 

OCiOV.K 


Action.— It  flexes  the  wrist  on  the  radial  side  and  inclines  the  hand 
outwards,  and  continuing  to  contract  it  flexes  (he  elbow.  It  may  assist 
tne  pronator  teres  in  climbing. 

Aerve. — The  median. 
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Varieties. — It  may  be  absent  in  one  or  both  arms,  or  there  may  be  an 
extra  muscle,  named  by  Wood  the  Flexor  Carpi  radialis  brevis  or  pro - 
fundus.  This  is  present  about  six  times  in  seventy  subjects.  It  is  placed 
beneath  the  flexor  carpi  radialis,  and  arises  usually  from  the  outer  side  of 
the  radius  above  the  pronator  quadratus,  and  below  the  flexor  pollicis,  and 
is  inserted  into  the  base  of  the  middle  metacarpal  bone  and  os  magnum, 
but  many  varieties  have  been  described  both  with  respect  to  its  origin 
and  insertion.  Its  origin  may  be  connected  by  an  additional  slip  with 
the  coronoid  process  of  the  ulna,  or  with  the  tendon  of  the  biceps  or 
semilunar  fascia,  and  its  insertion  may  be  into  the  trapezium,  or  into  the 
third  or  fourth  metacarpal  bone,  as  well  as  into  the  second.  The  coronoid 
slip  of  the  pronator  teres  may  be  connected  with  it. 

The  Palmaris  Longus,  the  smallest  muscle  of  this  group,  is  a  slender 
fusiform  muscle  arising  from  the  inner  condyle  by  the  common  tendon 
and  from  the  intermuscular  septa,  and  ends  in  a  long  slender  flattened 
tendon,  which  is  inserted  into  the  palmar  fascia  near  the  middle  of  the 
wrist,  and  sometimes  joins  the  short  muscles  of  the  thumb  by  a  tendinous 
slip.  Its  tendon  pierces  the  deep  fascia  of  the  forearm,  and  passes  over 
the  anterior  annular  ligament,  to  which  it  is  connected. 

Relations.— Superficially ,  with  the  deep  fascia  ;  internally,  with  the 
flexor  carpi  ulnaris,  and  the  median  nerve  is  close  to  the  inner  and  posterior 
side  of  the  tendon  just  above  the  wrist ;  externally,  with  the  flexor  carpi 
radialis. 

Action. — It  is  a  tensor  of  the  palmar  fascia,  and  can  also  flex  the 
wrist  and  elbow,  assisting  the  other  muscles  having  similar  actions. 

Nerve. — The  median. 

Varieties. —  It  is  a  vei-y  variable  muscle,  and  is  absent  in  about  ten 
per  cent,  of  subjects.  Its  fleshy  belly  is  sometimes  very  long,  or  it  may 
occupy  the  middle  of  the  muscle,  its  extremity  being  tendinous,  or  it  may 
be  muscular  at  its  lower  end,  its  upper  portion  being  tendinous.  Occa¬ 
sionally  there  is  a  second  palmaris  longus  placed  on  the  inner  side  of  the 
] (receding,  one  muscle  having  the  ordinary  shape,  while  the  other  has  one 
of  the  forms  just  described.  The  second  palmaris  ends  below  usually  in 
the  annular  ligament,  deep  fascia,  or  partly  in  the  small  muscles  of  the 
little  linger.  The  origin  of  the  ordinary  palmaris  may  pass  up  to  the 
triceps  muscle. 

The  Flexor  Carpi  Ulnaris. — The  innermost  muscle  of  this  group  arises 
by  two  heads  connected  by  a  tendinous  arch,  between  which  the  ulnar 
nerve  passes  down  and  the  posterior  ulnar  recurrent  artery  runs  up.  One 
head  arises  from  the  inner  condyle  of  the  humerus  by  the  common  tendon; 
the  other  from  the  inner  margin  of  the  olecranon  and  by  an  aponeurosis 
from  the  upper  two-thirds  of  the  posterior  border  of  the  ulna  (this  aponeu¬ 
rosis  is  intimately  connected  with  the  deep  fascia  of  the  limb),  and  from 
the  intermuscular  septum.  The  fibres -end  in  a  shortish  tendon  on  the 
anterior  part  of  the  lower  half  of  the  muscle,  and  is  inserted  into  the 
pisiform  bone,  anti  is  prolonged  by  tendinous  or  ligamentous  bands  to  the 
anterior  annular  ligament,  to  the  base  of  the  fifth  metacarpal  and  unciform 
bones,  and  to  the  muscles  of  the  little  finger.  There  is  sometimes  a  small 
bursa  between  it  and  the  pisiform. 

Relations. — -Superficially,  with  the  deep  fascia,  with  which  it  is  closely 
connected;  deeply,  with  the  flexor  sublimis  and  profundus,  the  pronator 
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quadrat  us,  and  the  ulnar  vessels  and  nerve.  Its  outer  or  radia  I  border  is 
in  relation  above  with  the  palmaris  longus,  and  in  its  lower  two-thirds  with 
the  ulnar  vessels  and  nerve.  Its  tendon  pierces  the  anterior  annular 
ligament . 

Actions  —  It  flexes  the  wrist  on  its  ulnar  side,  and  draws  the  hand 
inwards,  it  then  bends  the  elbow  joint.  Acting  from  below,  it  assists  the 
previous  muscles  in  climbing. 

Groove. — The  ulnar. 

Varieties. — Sometimes  there  is  a  supernumary  muscle  passing  from 
the  inferior  fourth  of  the  anterior  surface  of  the  ulna  to  the  unciform,  and 
i  occasionally  some  muscular  fibres  pass  transversely  from  the  internal 
condyle  to  the  ulna  just  above  the  ulnar  nerve.  At  times  its  tendon  gives 
:  fibres  to  the  anterior  annular  ligament. 

The  Radial  Artery  is  one  of  the  two  terminal  branches  into  which  the 
biac-hial  di\ idt  s.  It  appeals  from  its  direction  to  be  the  continuation  of 
the  brachial,  though  it  is  not  so  large  as  the  ulnar.  It  passes  along  the 
front  of  the  outer  side  of  the  forearm  to  the  lower  end  of  the  radius,  below 
which  it  winds  round  the  outer  border  of  the  wrist,  and  at  the  back  of  the 
space  between  the  metaearpals  of  the  thumb  and  forefinger  passes  forwards 
into  the  palm  of  the  hand  and  crosses  to  its  inner  side  to  join  the  deep 
branch  of  the  ulnar  artery  and  form  the  deep  palmar  arch. 

In  the  forearm  it  extends  from  opposite  the  radial  neck  to  the  anterior 
part  of  the  styloid  process,  being  to  the  inner  side  of  the  radial  shaft  above, 
and  in  front  of  it  below.  A  line  drawn  from  the  centre  of  the  elbow  to 
the  fore  part  of  the  radial  styloid  process  will  indicate  its  position. 

It  is  more  superficial  than  the  ulnar,  and  its  upper  part  is  rather  deeper 
than  its  lower.  In  front  of  it  are  the  skin,  superficial  and  deep  fasciae, 

:  anfl  h  is  slightly  overlapped  above  by  the  supinator  longus.  Behind  it 
aie  the  tendon  of  the  biceps,  the  supinator  brevis,  and  pronator  radii  teres, 
the  radial  head  of  the  flexor  sublimis,  the  flexor  longus  pollicis,  the  pronator 
quadratus,  and  the  lower  end  of  the  radius.  It  is  between  the  supinator 
longus  and  the  pronator  teres  in  its  upper  third,  and  in  its  lower  between 
the  tendons  of  the  flexor  carpi  radialis  and  supinator  longus.  Accompanying 
veins  lie  on  its  sides  and  join  by  branches  over  the  artery.  The  radial 
nerve  runs  along  the  outer  side  of  the  vessel  in  the  middle  third  of  its 
course,  and  some  twigs  of  the  musculo-cutaneous  nerve  cross  along  the 
lower  part  of  the  vessel  as  it  winds  round  the  wrist.  It  is  separated 
bom  the  supinator  brevis  by  some  fatty  tissue.  The  pulse  is  usually  taken 
at  the  lower  part  of  the  radial  artery  just  above  the  wrist. 

Branches. — In  the  forearm  the  radial  gives  off  the  following  branches: 

he  radial  recurrent,  superficialis  volae,  anterior  carpal,  and  several  mus- 

I  cular. 

The  Radial  Recurrent  varies  much,  in  size,  and  is  the  first  branch, 
cing  given  off  immediately  below,  the  elbow.  It  passes  transversely  out- 
I  wards,  and  then  upwards  between  the  branches  of  the  musculo-spiral  nerve, 
resting  on  the  supinator  brevis,  and  is  then  between  the  supinator  longus 
<md  brachialis  anticus.  It  supplies  the  upper  part  of  tin*  muscles  at  the 
"''iter  side  of  the  limb,  and  anastomoses  in  front  of  the  outer  condyle  with 
11  terminal  branches  of  the  superior  profunda  arterv.  A  branch  of 
jiuoflei ate  size  is  given  off  from  the  lower  side  of  this  artery  to  anastomose 
W)th  the  posterior  interosseous  recurrent. 
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The  Muacnl-ar  branches  supply  the  muscles  on  the  radial  side  of  the 
forearm. 

The  Superficial  is  Voice  is  given  off  usually  just  where  the  radial  is  about 
to  wind  round  the  wrist.  It  is  variable  in  size,  in  its  place  of  origin,  and 
in  most  instances  ends  in  (lie  muscles  of  the  thumb,  but  in  others  it  is 
larger,  and  passes  between  the  thumb  muscles,  supplying  them,  and  anas- 

Biceps 


Bicip.  fascia 


Rad  recur. 

Sup.  long.  | 

Rad.  nerve 
Had.  origin  of  flex. 

sub.  (cut.) 


Tend,  of  pron.  teres,  «Bpk_| 


Ilad.  art. 

Flex.  prof,  dig. 
Ext.  carp.  rad.  long. 


Rad.  nerve 
Ext.  carp.  rad.  brev. 


Brach.  ant. 

Brach.  art. 
A-  Med.  nerve 


Origin  of  pron.  teres 
and  flexors 


Ulnar  recurrents 


Ulnar  nerve 

Large  median  art. 
Anast.  (rare)  of  mod. 
and  ulnar  nerves 

Ulnar  art. 


Flex.  rad.  dig.  cut. 


Flex,  carpi,  uln. 


Flex,  carpi,  rad.  Tulin,  long. 

Flu.  138.— Vessels  and  deep  muscles  of  the  right  forearm. 

The  flex,  carpi  rad.  and  palm.  long,  rest  on  the  out  flex.  sub.  digit. 


tonioscs  w  ith  the  end  of  the  ulnar  artery  completing  the  superficial  pahn.u 
arch.  It  may  be  as  large  as  the  continuation  of  the  radial. 

The  Anterior  Carpal  is  small  and  is  given  off  near  the  lower  border  of 
the  pronator  quadrates,  and  runs  inwards  in  front  of  the  radius.  It  joins 
the  anterior  carpal  from  the  ulnar,  and  forms  an  arch  in  front  ol  and  above 
the  radio-carpal  articulation,  from  which  branches  descend  and  supply  the 
wrist  joint. 
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Varieties  of  the  Radial  Artery. — This  vessel  is  less  subject  to  varia¬ 
tion  than  the  ulnar,  but  may  deviate  as  to  its  origin,  course,  or  branches. 
Its  origin  varies  in  the  proportion  of  about  one  to  eight  cases.  It  more 
commonly  is  given  off  high  up,  but  very  rarely  lower  than  usual.  The 
upper  part  of  the  brachial  is  a  more  frequent  source  of  origin  than  the 


Fig.  139.— Eight  superficial  palmar  arch  and  lower  parts  of  radial 

AND  ULNAR  ARTERIES. 

5  indicates  the  digitnls  before  bifurcation  into  tlio  collateral  digitals,  and  6  points  to  the  latter.  Tlio  tendon  of 
M'f  flex.  long',  poll,  is  shown  on  the  thumb,  the  transverse  and  X-shaped  hands  of  the  tendinous  sheaths  are 
shown  on  the  index  and  the  tendons  of  the  flexors  sub.  and  prof,  on  the  other  digits. 


axillary.  It  deviates  less  frequently  than  the  ulnar,  but  has  been  found 
lying  over  the  deep  fascia  instead  of  beneath  it,  or  on  the  surface  of  the 
supinator  longus  instead  of  near  its  inner  border,  and  as  it  turns  to  the 
buck  of  the  wrist  it  has  been  seen  to  pass  over  instead  of  under  the 
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extensor  tendons.  When  there  are  vasa  aberrantia  from  the  braehial  or 
axillary  arteries  tliey  commonly  end  in  the  radial  or  one  of  its  branches. 
Other  peculiarities  of  the  radial  have  been  given  in  describing  the  anoma¬ 
lies  of  the  axillary  and  brachial  arteries. 

Peculiarities  of  the  Branches . — The  radial  recurrent  may  be  very 
large,  or  represented  by  several  small  branches.  If  Hie  radial  itself  be 
given  off  from  the  brachial,  its  recurrent  branch  has  been  seen  passing 
beneath  the  biceps  tendon,  and  in  other  cases  of  the  origin  of  the  radial 
high  up,  the  recurrent  vessel  comes  from  (lie  brachial  trunk,  or  from  the 
ulna;  and  more  rarely  from  the  interosseous. 


Fie.  i  in.  l > io j-: i*  m r sci.i'.s  or  i'okeau.m.  Knurr  side. 


The  Superficial  Volar  is  often  very  small,  and  ends  in  the  thumb 
muscles  without  joining  the  palmar  arch  or  any  of  the  digital  arches.  In 
cases  where  it  is  enlarged  it  gives  one  or  two  digital  branches  and  ma)  oi 
may  not  anastomose  with  the  superficial  arch.  It  may  arise  h'om  the 
radial  an  inch  and  a  half  higher  than  usual.  1  he  radial  very  freijuentiv 
gives  off  a  communicating  branch  to  the  superficial  arch  near  the  low ei 
border  of  the  abductor  pollicis. 

The  Carpal  and  Interosseous  or  Metacarpal  branches  of  the  radial 
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may  ho  small,  and  I  heir  place  be  supplied  by  (lie  perforating  branch  of  the 
anterior  interosseous. 

'1  he  first  Dorsal  Interosseous  or  Metacarpal  is  often  large  enough  to 
furnish  the  collateral  digital  between  the  index  and  middle  fingers. 

Dissection. — Divide  the  flexor  carpi  radialis  and  pal inaris  longus  near 


Fig 


Brachial 

Anast.  mag. 
Ext.  irtmus. 
septum 


Ulnar 


Bicip.  fascia 
Biceps  tendon 

Radial 


1!  ndiiil 
Sup.  vol;e 


Digital 

9.  Radis,  iudicis 


l.5.  Colltl.  digi- 
tal  . 


I.— Arteries  of  left  forearm  and  hand.  Superficial  dissection. 


>  B ,  Is.  Digital  ami  collaterals.  M  oscular  and  cutaneous  branches  are  given  off  in  the  course  of  the  vessels,  and 
the  relations  ol  the  tendons  to  the  arteries  are  shown  at  the  wrist. 


then  "Dgins  and  reflect  them,  noticing  small  branches  of  the  median  nerve 
and,  ulnar  artery  entering  their  under-surface. 

I  he  Flexor  Sublimis  Digitorum  or  Perforatus  is  the  largest  of  the 
^upnflcial  layer.  It  is  broad  and  flat,  and  arises  by  three  beads.  One 
it.ai  comes  from  the  internal  humeral  condyle  by  the  common  tendon, 
loin  the  internal  lateral  ligament  of  the  elbow,  and  from  the  intermuscular 
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septum.  The  second  head  arises  from  the  inner  side  of  the  coronoid  pro¬ 
cess  of  the  ulnar,  above  the  ulnar  origin  of  the  pronator  teres.  The  third 
head  take  s  origin  by  a  thin  flat  portion  from  the  oblique  line  of  tin*  radius 
and  from  the  anterior  border,  extending  from  the  tubercle  to  the  insertion 
of  the  pronator  teres.  The  fibres  pass  down  vertically  and  divide  about 
the  middle  of  the  forearm  into  four  tendons,  which  pass  beneath  the 
anterior  annular  ligament  in  pairs,  the  anterior  pair  consisting  of  the 
tendons  for  the  middle  and  ring  fingers,  and  the  'posterior  of  those  for  the 
index  and  middle  fingers.  The  tendon  for  the  little  finger  is  smaller  than 
the  rest.  It  is  inserted  into  the  sides  of  the  second  phalanges  after 
piercing  the  profundus  digitoruin  ;  its  arrangement  will  be  completed  in 
the  dissection  of  the  hand. 

Relations. — In  the  forearm,  superficially ,  with  the  superficial  muscles 
and  deep  fascia  ;  posteriorly,  with  the  flexor  profundus,  flexor  longus  pollicis, 
median  nerve  and  ulnar  vessels  and  nerve.  It  is  crossed  near  its  radial 
origin  bv  the  radial  artery. 

Actions. —  It  bends  the  second  phalanges  and  can  then  bring  the  first 
phalanges  towards  the  palm,  as  it  is  bound  to  them  by  the  flexor  sheaths.  It 
can  also  flex  the  wrist  and  elbow  joints. 

Nerve. — The  median. 

Varieties. — Its  radial  origin  is  occasionally  absent,  and  the  body  of  the 
muscle  may  be  subdivided  so  that  there  is  a  distinct  fleshy  belly  for  each 
tendon.  This  occurs  most  frequently  with  the  portion  on  the  radial  and 
little  finger  sides.  The  little  finger  tendon  may  be  absent,  and  there  may 
be  a  small  extra  tendon  to  the  index  finger.  It  may  be  connected  to  the 
flexor  profundus  or  flexor  longus  pollicis  by  a  muscular  slip.  An  additional 
small  muscle,  the  radio-carpal  is,  arising  from  the  outer  border  of  the 
radius,  generally  above  (he  pronator  quadrates,  and  being  inserted  variably 
into  the  trapezium,  os  magnum,  or  some  other  carpal  bone,  or  into  one  of 
the  metacarpals,  has  been  observed. 

The  Ulnar  Artery  is  the  larger  of  the  two  branches  of  the  brachial,  and 
passes  along  the  front  of  the  inner  side  of  tne  forearm,  across  the  anterior 
annular  ligament  on  the  outer  side  of  the  pisiform  bone,  into  the  palm, 
and  forms  the  superficial  palmar  arch,  being  sometimes  joined  by  a 
branch  from  the  radial.  It  crosses  obliquely  inwards  and  is  deep  at  the 
upper  part,  but  superficial  in  its  lower  half. 

Relations  in  the  Forearm .-  It  is  deep  in  its  upper  half,  and  describes  a 
slight  curve,  the  convexity  of  which  is  directed  outwards.  In  front  of  it 
are  the  superficial  flexors,  excepting  the  carpi  ulnaris.  It  is  crossed  by  the 
median  nerve,  and  in  its  outer  half  has  only  the  superficial  and  deep  fascia3 
in  front  of  it.  Behind  are  the  brachial  is  antieus  and  flexor  profundus 
digitoruin.  On  its  inner  side  are  the  flexor  carpi  ulnaris,  the  ulnar  nerve 
in  its  lower  two-thirds,  and  the  median  for  about  an  inch  near  the  bend  of 
the  elbow.  On  its  outer  side  are  the  flexor  sublimis  and  the  median 
nerve.  Two  vena;  comites  are  placed  on  the  sides  of  the  vessel  and 
joined  by  transverse  branches  in  front  and  behind  if.  The  ulnar  nerve 
and  its  palmar  branch  accompany  the  vessel  over  the  anterior  annular 
ligament,  but  the  trunk  of  the  nerve  is  on  the  inner  side  and  rather  pos¬ 
terior  to  the  vessel.  A  small  twig  of  the  ulnar  nerve  descends  on  the 
artery  to  the  palm  of  the  hand,  sending  filaments  around  the  vessel.  It 
continued  down  to  the  flexor  profundus  by  a  thin  layer  of  membrane. 
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Branches. —  In  the  forearm  the  ulnar  gives  off  the  anterior  and  pos¬ 
terior  recurrents,  common  interosseous,  muscular  branches,  anterior  and 
posterior  carpal,  and  metacarpal  branches. 

The  A  nterior  Ulnar  Recurrent  Branch  is  given  off  just  below  the  elbow, 
usually  with  the  posterior  recurrent,  and  passes  up  and  in  between  the 
brachialis  anticus  and  pronator  teres,  supplying  them,  and  anastomoses  in 


Brachial 


Annst.  mag.  — . 


U  In.  recur. 

Ulnar 
Common  intoss. 


Ant.  intoss. 


Bifurcation 

Radial 


Ulnar 

Deep  branch  of 
ulnar 


14.  Deep  interosseous 
13.  Anterior  interosseous  cut 
Digital 


Fio.  142. — Arteries  of  left  forearm  and  hand.  Deep  dissection. 


front  of  the  inner  condyle  with  the  inferior  profunda,  and  the  anastomotiea 
Magna. 

The  Posterior  Ulnar  Recurrent  is  larger  than  the  anterior,  may  be  given 
off  with  the  preceding,  or  may  arise  somewhat  lower  down.  It  passes  in 
and  back  beneath  the  flexor  subliinis,  and  ascends  in  the  interval  between 
tlie  inner  condyle  and  olecranon,  beneath  and  between  the  two  heads  of  the 
flexor  carpi  ulnaris.  It  supplies  the  joint  and  parts  of  the  neighbouring 
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muscles  and  t lie  nerve  itself,  and  anastomoses  with  I  he  inferior  profunda, 
anastomotica  inagna,  and  over  the  olecranon,  with  the  posterior  interos¬ 
seous  recurrent. 

The  common  Interosseous  is  the  largest  branch  of  the  ulnar,  and  is  a 
short  thick  trunk  about  an  inch  long,  being  given  off  immediately  below 
the  radial  tuberosity.  It  passes  to  the  back  of  the  forearm  above  the 
upper  border  of  the  interosseous  membrane,  and  divides  into  an  anterior  and 
posterior  interosseous  branch.  These  will  be  subsequently  dissected. 

Muscular  branches  from  the  ulnar  supply  the  muscles  along  the  inner 
side  of  the  forearm,  and  some  of  them  pierce  the  interosseous  ligament  to 
supply  parts  of  the  extensor  muscles. 

The  Anterior  Carpal  is  a  very  small  vessel,  which  passes  across  the 
front  of  the  carpus  beneath  the  flexor  profundus,  and  inosculates  with  the 
anterior  radial  carpal,  forming  an  arch  which  supplies  the  carpal  bones  and 
articulations,  and  anastomoses  above  with  the  anterior  interosseous,  and 
below  with  the  recurrent  branches  from  the  deep  palmar  arch. 

The  Metacarpal  artery  may  be  a  branch  of  the  posterior  carpal,  or  may 
be  given  off  from  the  ulnar  near  its  lower  end,  arising  as  a  separate 
vessel. 

The  Posterior  Carpal  is  very  small,  and  is  given  off  just  above  the  pisi¬ 
form  bone,  and  turns  back  under  the  Flex.  Carp.  Ulnaris  along  the  meta¬ 
carpal  bone  to  the  little  finger,  being  its  inner  dorsal  branch. 

Varieties. — -This  may  effect  its  origin,  course,  size,  and  branches. 

Origin. — About  once  in  thirteen  cases  it  varies  in  its  origin,  and,  with 
one  exception,  in  which  it  arose  two  or  three  inches  below  the  elbow,  it 
was  given  off  either  from  the  axillary  or  brachial,  but  very  frequently 
from  the  latter.  Gruber  in  a  case  of  high  origin  of  this  vessel  noticed  a 
transverse  branch  connecting  it,  opposite  the  elbow,  with  the  brachial. 

Course. — Its  position  is  more  variable  t  han  that  of  the  radial.  When 
arising  high  up  it  nearly  always  is  superficial  to  the  superficial  flexors  (one 
exception  has  been  noted),  but  is  beneath  the  dee})  fascia ;  it  may,  how¬ 
ever,  be  subcutaneous.  In  one  case  of  high  origin  it  divided  subcu¬ 
taneously  into  the  superficial  and  deep  branch.  When  the  vessel  is 
subcutaneous,  it  may  continue  in  that  position  or  become  sub-aponeurotic 
lower  down,  and  be  distributed  in  the  usual  manner.  The  vessel  from 
which  the  high  ulnar  comes  afterwards  divides  into  the  radial  and  common 
interosseous,  the  latter  being  usually  a  branch  of  the  ulnar.  It  is  there¬ 
fore  probable  that  this  unusual  arrangement  is  a  consequence  of  an  early 
obstruction  of  the  ulnar  artery  below  flu*  origin  of  (lie  interosseous,  and 
the  development  of  a,  superficial  vasa  aberrans  which  unites  the  part  of 
the  ulnar  below  the  obstruction  with  the  axillary  or  brachial. 

In  these  abnormalities  the  interosseous  comprises  the  portion  of  the 
ulnar  above  the  obstruction  as  well  as  the  ordinary  interosseous  branch, 
and  this  view  is  borne  out  by  (he  fact  that  the  recurrent  ulnar  branches 
come  from  it. 

Its  size  may  vary  and  is  often  accompanied  by  opposite  and  compensa¬ 
ting  divisions  in  the  radial. 

Branches. — Both  ulnar  recurrents  have  been  seen  to  come  from  the 
lower  part  of  the  brachial,  and  they  frequently  arise  from  the  ulnar  by  a 
common  trunk. 

The  Common  Interosseous  may  arise  from  the  brachial,  and  much  more 
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rarely  from  the  axillary,  and  the  anterior  and  posterior  interosseous  vessels 
are  sometimes  derived  separately  from  the  ulnar.  Occasionally  the  branches 
of  the  anterior  interosseous  are  numerous  and  large,  this  condition  being 
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Fig.  1  i:!.  Nerves  and  arteries  ok  right  forearm  and  hand. 
Superficial  dissection. 

The  ulnar  artery  is  seen  just  above  the  wrist  to  the  radial  side  of  the  nerve.  Some  of  the  muscular  branches  of 

the  median  and  musculo  spiral  are  shown. 

usually  associated  with  a  deficiency  in  the  radial  or  ulnar  arteries.  The 
most  important  of  these  variations  is  the  enlargement  of  the  median 
branch  ot  the  anterior  interosseous. 
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1  lie  Median  Artery,  or  Comes  Nervi  Mediant,  is  occasionally  very  large 
and  may  be  regarded  as  a  reinforcing  vessel.  It  usually  comes  from  the 
anterior  int erosseous,  but  sometimes  from  I  he  ulnar,  and  very  rarely  from  the 
brachial.  It  accompanies  the  median  nerve  beneath  the  anterior  annular 
ligament  into  the  palm,  and  usually  ends  by  joining  the  superficial  arch. 


Ext.  cuts. 


Digitals  nnd  muscular 
of  median 


Fro.  144.— Dissection  op  the  larger  nerves  oe  the  right  upper  limb. 

An  unusual  communication  between  the  median  and  musculo-cutaneous  is  represented. 

Sometimes  it  gives  off  digital  branches,  and  in  other  cases  it  joins  digital 
vessels  coming  from  other  sources. 

The  Ulnar  Nerve  enters  (lie  forearm  between  the  inner  condyle  and 
olecranon,  and  a  1  so  between  the  two  heads  of  the  flexor  carpi  ulnaris,  and 
descends  in  a  straight  course  along  the;  ulnar  side  of  the  forearm,  internal 
to  the  artery,  resting  on  the  flexor  profundus,  its  upper  half  being  covered 
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by  the  flexor  carpi  ulnaris,  and  its  lower  half  being  on  the  outer  side  of  the 
muscle  beneath  the  skin  and  fascia.  It  is  some  distance  from  the  upper  third 
of  the  ulnar  artery,  but  is  close  along  its  inner  side  for  its  lower  two-thirds. 
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:  Fjg.  145.— Nerves  and  arteries  of  right  forearm  and  hand.  Deep  dissection. 

•  The  cut  tendons  of  tlio  flex.  carp,  rad.,  sup.  long.,  and  radial  extensors  are  seen  ;  also  the  deep  branch  of  ulnar 
nerve,  forming  an  arch  in  the  palm.  The  anterior  interosseous  nerve  is  shown. 


It  crosses  the  anterior  annular  ligament  on  the  radial  side  of  I  he  pisiform 
hone  a  little  internal  and  posterior  to  the  artery,  and  then  divides  into 
a  superficial  and  deep  palmar  branch. 
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Its  branches  in  the  forearm  are  articular,  muscular,  anterior,  and 
posterior  cutaneous,  the  latter  being  given  off  about  two  inches  above  the 
wrist. 

The  Articular  branches  are  upper  and  lower.  The  former  consist  of 
several  small  filaments  and  supply  the  elbow  joint,  being  given  off  in  tin- 
groove  between  1  he  inner  condyle  and  olecranon.  The  latter  supply  the 
wris*  joint. 
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Fig.  MO.  — External  aspect  ok  right  forearm,  showing  branches  of 
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The  Muscular  branches  are  two,  one  for  the  flexor  carpi  ill  navis,  the 
other  for  the  inner  half  of  the  flexor  profundus  digitorum.  The  former 
enters  the  upper  part  of  the  muscle.  Both  are  given  off  near  the 
elbow. 

The  Cutaneous  branches  are  anterior  and  posterior.  The  latter  lias 
been  dissected  with  the  back  of  the  forearm,  and  the  former  arises  about 
the  middle  of  the  forearm  and  divides  into  a  superficial  and  deep  branch. 
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The  Superficial  pierces  1  he  deep  fascia  near  the  wrist,  supplies  the  skin 
and  joins  a  branch  of  the  internal  cutaneous  nerve.  This  branch  is  fre¬ 
quently  absent.  The  deep  branch  lies  on  the  ulnar  artery  and  twining 
around  the  vessel  ends  in  the  skin  of  the  pa  I  in,  anastomosing-  wit  h  filaments 
of  the  median  and  ulnar  nerves. 

Varieties. — Usually  the  ulnar  nerve  gives  off  no  branches  in  the  arm, 
but  sometimes  small  branches  have  been  seen  to  supply  the  inner  head  of 
the  triceps.  Gruber  has  noticed  the  nerve  passing  in  front  of  the  inner 
condyle  in  three  cases.  And  Turner  has  recorded  an  instance  in  which 
this  nerve  gave  two  branches  to  the  flexor  sublimis  digitorum.  llcnle 
says,  that  the  usual  anastomosis  between  the  median  and  ulnar  digitals  may 
be  wanting.  I  have  seen  cases  in  which  the  junction  between  these  digital 
nerves  has  been  sparse. 

The  Median  Nerve  passes  into  the  forearm  between  the  two  heads  of 
the  pronator  teres  and  separates  it  from  the  ulnar  artery  by  the  deep  head 
of  that  muscle,  and  courses  down  the  front  of  the  forearm  between  the 
sublime  and  deep  flexors.  Near  the  wrist  it  is  superficial,  lying  beneath 
the  fascia,  between  the  tendons  of  the  flexor  sublimis  and  flexor  carpi 
radialis,  to  the  inner  side  of  the  palmaris  tendon.  It  enters  the  palm 
beneath  the  anterior  annular  ligament  resting  on  the  flexor  tendons.  It 
is  here  somewhat  enlarged  and  of  a  reddish  colour,  and  divides  into  two 
nearly  equal  branches  which  are  external  and  internal. 

Branches. — In  the  forearm  these  are  muscular,  anterior  interosseous, 
and  palmar  cutaneous. 

The  Mu, scalar  branches  are  given  off  near  the  elbow,  but  that  to  the 
pronator  teres  often  arises  above  the  joint.  They  supply  all  the  superficial 
muscles  except  the  flexor  ulnnris,  and,  indirectly,  the  median  by  its 
anterior  interosseous  branch,  supplies  the  deep  layer,  except  the  inner 
two  divisions  of  the  flexor  profundus. 

The  Anterior  Interosseous  nerve  is  the  longest  branch  of  the  median, 
is  given  off  at  the  upper  part  of  the  forearm,  and  accompanies  the  anterior 
interosseous  artery  on  the  interosseous  membrane,  supplying  the  deep 
muscles,  namely,  the  flexor  carpi  ulnnris,  the  flexor  longus  pollicis,  pronator 
quadratics,  and  the  outer  half  of  the  profundus  digitorum.  It  lies  between 
;  the  flexor  longus  pollicis  and  profundus  digitorum,  and  ends  in  the  pronator 
quadrat  us. 

The  Palmar  Cutaneous  Branch  arises  at  the  lower  part  of  the  forearm, 
pierces  the  deep  fascia  j list  above  the  annular  ligament,  and  crossing  the 
ligament,  supplies  the  skin  about  the  middle  of  the  palm,  then  divides 
mto  two  branches,  the  outer  of  which  supplies  the  skin  over  the  ball  of  the 
thumb,  and  joins  the  external  cutaneous  nerve  or  radial.  The  inner 
branch  supplies  the  skin  of  the  palm,  anastomosing  with  the  palmar 
i  cutaneous  of  the  ulnar. 

J  he  Radial  Nerve  is  the  smaller  of  the  two  terminal  branches  of  the 
musculo-spiral,  and  it  is  given  off  in  front  of  the  external  condyle,  beneath 
'he  supinator  longus  and  a  little  external  to  the  radial  artery.  In  the 
"addle  third  of  the  arm  it  is  in  close  relation  with  the  outer  side  of  the 
artery  beneath  the  supinator  longus,  and  about  three  inches  above  the 
"nst  it  passes  beneath  the  posterior  border  of  the  tendon  of  tin*  long 
'■"puiator,  pierces  the  deep  fascia,  and  divides  inloan  external  and  internal 
"auch.  No  branches  are  given  from  the  radial  while  it  is  sub-aponeurotic. 
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These  branches  have  been  described  with  the  dissection  of  the  back  of  the 
forearm,  but  it  may  be  here  mentioned  that  the  internal  branch  communi¬ 
cates  above  the  wrist  with  the  branch  from  (lie  external  cutaneous  nerve. 

Dissection. — To  expose  the  deep  layer  of  muscles,  divide  the  pronator 
teres  or  draw  it  to  the  radial  side  of  the  forearm.  The  other  flexors  should 
be  divided  about  their  middle,  being  careful  of  the  median  nerve  between 
the  sublime  and  deep  flexors.  Clean  the  muscles  and  define  the  anterior 
interosseous  vessels  and  nerve,  and  the  carpal  arteries.  The  deep  hori¬ 
zontal  process  of  fascia  must  be  removed  to  expose  these  structures. 


Fig.  i  n.— Deepest  layer  of  thk  forearm  muscles.  Right  side. 

Deep  Muscles  of  the  A  nterior  Brachial  Region. — There  are  but  three 
muscles  in  this  layer.  The  flexor  profundus  digitorum,  lying  on  the  ulnar 
side  ;  the  flexor  longus  pollicis,  on  the  radial  side;  and  the  pronator  quad¬ 
bit  ns  is  between  the  bones  near  their  lower  ends, and  beneath  the  tendons 

of  the  others.  _  _ 

The  Flexor  Profundus  Digitorum  or  Perforans  is  a  large  thick  muscle 
arising  from  the  .upper  two-thirds  of  the  anterior  and  inner  surfaces  "1  the 
shaft  of  the  ulna  enclosing  the  insertion  of  the  brachialis  antic  us  above, 
and  below  extending  to  near  the  pronator  quadrat  us.  It  also  takes  origin 
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from  a  depression  on  the  inner  side  of  the  coronoid  process,  and  by  a 
strong  aponeurosis  from  the  upper  two-thirds  of  the  posterior  border  of 
the  ulna,  and  from  the  ulnar  half  of  the  interosseous  membrane.  These 
fibres  form  a  fleshy  belly  of  large  size,  which  ends  in  four  tendons  that 
pass  under  the  annular  ligament  beneath  the  tendons  of  the  flexor  sublimis, 
and  after  piercing  the  sublimis,  are  inserted  into  the  bases  of  the  last 
phalanges.  The  tendon  for  the  index  huger  is  separated  from  the  others 
above  the  wrist,  the  rest  being  connected  together  by  tendinous  slips  and 
cellular  tissue  as  far  as  the  palm. 
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Relations . — Superficially,  with  the  flexor  sublimis,  flexor  carpi  ulnaris, 
tnedian  nerve,  and  ulnar  vessels  and  nerves;  deeply ,  with  the  ulna,  inter¬ 
osseous  membrane,  and  pronator  quadratus;  its  inner  border  is  in  relation 
with  the  flexor  carpi  ulnaris  ;  and  its  outer  or  radial  border  with  the  flexor 
longus  pollicis.  the  anterior  interosseous  vessels  and  nerve  intervening. 

Actions.  It  flexes  the  distal  phalanges,  and  then  bends  the  wrist,  but 
it  does  not  act  on  the  hist  phalanges  after  the  second  have  been  bent  by 
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I he  flexor  sublimis,  unless  the  second  be  previously  fixed.  It  first  flexes 
the  joint  between  the  middle  and.  metacarpal  phalanges,  then  the  last 
phalangeal  joint,  and  thirdly  the  lnetacarpo-phalangeul  articulation;  but 
the  latter  can  be  fixed  by  the  extensors,  while  the  inter-phalangeal  joints 
are  bent  by  the  superficial  and  deep  flexors. 

Nerve. — The  inner  half  by  the  ulnar,  and  outer  half  by  the  anterior 
interosseous. 

Varieties. —  It  may  partly  arise  from  the  inner  humeral  condyle,  or  from 
the  radius,  or  may  have  a  distinct  slip  from  thecoronoid  process  of  the  ulna. 
It  is  pretty  often  connected  with  the  flexor  sublimis  or  longus  pollicis. 
The  slip  from  the  coronoid  process  often  constitutes  a  supplementary  or 
accessory  muscle,  which  variously  joins  one  of  the  perforating  tendons. 


Fm.  l  la.  Diagram  or  iiik  .muscular  attachments  on  the  j'UONt  of  the  right 

FOREARM. 

The  orbicular  ligament  and  interosseous  membrane  are  represented. 

Thu  Flexor  Longus  Pollicis  arises  from  the  upper  t  wo-t birds  of  the  ant erior 
grooved  surface  of  the  radius  from  the  oblique  line  to  the  upper  edge  of 
the  pronator  quadratus,  also  from  the  adjoining  part  of  the  interosseous 
ligament,  and  sometimes  by  a  round  fleshy  and  tendinous  slip,  distinct 
from  the  rest  of  the  muscle,  from  the  inner  part  of  the  coronoid  process  of 
the  ulna.  This  slip  is  internal  to  the  attachment  of  the  braehialis ant ieiis. 
The  fleshy  fibres  end  in  a  flattened  tendon  which  passes  beneath  the 
annular  ligament  and  between  the  heads  of  the  flexor  brevis  pollicis,  then 
enters  an  osseo-fibrous  canal,  and  is  inserted  into  the  base  of  the  last 
phalanx  of  the  thumb. 
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Relations.  Superficially,  wit  h  the  flexor  sublimis,  flexor  carpi  rndialis, 
supinator  longus  and  radial  vessels;  </e<}>t//,  with  the  radius,  interosseous 
membrane  and  pronator  quadratus.  Its  ulnar  border  is  in  relation  with 
the  flexor  profundus  digitoruni,  the  anterior  interosseous  vessels  and 
nerve  intervening. 

Actions. — It  at  first  bends  the  distal  phalanx,  then  the  proximal,  and 
can  afterwards  flex  (he  wrist,  drawing  it  somewhat  inwards  in  consequence 
of  its  oblique  direction. 

Nerve. — The  anterior  interosseous. 


I’cct.  major  insertion 


Internal  surface 


Inti,  border 


Epitrocldea  and 
origin  of  [iron,  teres 
Trochlea 


Great  tuberosity 
Lesser  „ 
Surgical  neck 


v  Teres  major  insertion 


Deltoid  insertion 


Alitr.  border 


Nutrient  foramen 


Ext.  carp.  rail, 
long,  and  suptr. 
j  long. 

Ext.  condyloid  ridge 
Corohoid  fossa 
Epicoudylc 
Ext.  condyle 


Fig.  150.— Lett  hu.uerus.  Anterior  surface. 


1  clviehes. — In  two*-fifths  of  the  subjects  dissected  by  Macidister,  lie 
;  f'Uiid  a  second  or  accessory  tendon  for  the  thumb.  This  may  arise  from 
fine  inner  condyle,  the  coronoid  process  or  from  the  flexor  sublimis.  The 
J  ex°r  longus  pollicis  may  be  connected  by  a  slip  with  the  sublime  or  deep 
exor  or  the  pronator  teres.  A  tendon  of  insertion  into  the  index  finger 
*  has  also  been  noticed. 

I  he  Pronator  Quadratus  is  a  Hat  quadrilateral  muscle,  passing  trans- 
veiselv  across  the  front  of  the  lower  part  of  the  radius  and  ulna,  ll  arises 
mm  the  oblique  line  on  the  lower  fourth  of  (lie  anterior  surface  of  tlm 
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ulna,  and  from  part  of  the  bone  below  it;  also  from  the  anterior  border  of 
the  ulna,  and  from  a  strong  aponeurosis  which  covers  the  inner  third  of 
the  muscle.  The  fibres  pass,  some  transversely,  and  others  obliquely  out 
to  be  inserted  into  the  lower  fourth  of  the  anterior  surface  and  external 
border  of  the  radius,  where  it  is  rather  narrower. 

Relations. — Superficially,  with  the  flexor  profundus,  flexor  longus 
pollicis,  flexor  carpi  radialis  and  radial  vessels  ;  deeply,  with  the  radius 
ulna,  interosseous  membrane  and  interosseous  vessels  and  nerve  ;  along  its 
lower  border  is  the  anterior  carpal  arch  ;  and  above  its  upper  the  anterior 
interosseous  artery  passes  to  the  back  of  the  forearm. 

Action. — The  radius  is  moved  forwards  over  the  ulna  and  the  hand 
pronated  by  this  muscle. 

Nerve. — Anterk >r  Int erosseous. 

Varieties. — It  is  very  rarely  absent,  but  may  be  subdivided  into  two  or 
three  layers,  or  it  may  extend  further  up  on  the  forearm  bones  than  usual. 
It  maybe  prolonged  down  on  the  carpus,  either  on  the  radial  side  as  a 
radial  carpal,  or  on  the  ulnar  as  an  ulnar  carpal  vessel. 

The  Anterior  Interosseous  Artery  is  a  branch  of  the  common  inter¬ 
osseous  of  the  ulna,  and  runs  down  in  front  of  the  interosseous  membrane 
in  company  with  the  anterior  interosseous  nerve.  A  thin  aponeurotic 
arch  connects  it  to  the  interosseous  ligament.  It  lies  usually  between  the 
flexor  longus  pollicis  and  flexor  profundus,  but  may  run  in  the  substance 
of  the  latter  muscle.  It  gives  off’  muscular  twigs  to  the  deep  muscles 
and  the  nutrient  arteries  of  the  radius  and  ulna  which  run  towards  the 
elbow.  At  the  upper  border  of  the  pronator  quadratus  a  branch  descends 
in  front  of  that  muscle,  and  anastomoses  with  recurrent  branches  from  the 
anterior  carpal  and  deep  palmar  arches.  The  continuation  of  the  artery 
pierces  the  interosseous  membrane,  passing  behind  the  pronatus  quadratus, 
and  descends  to  the  back  of  the  wrist  to  anastomose  with  the  posterior 
interosseous  artery  and  the  posterior  carpal  branches  of  the  radial  and 
ulnar. 

The  Median  Artery  is  a  long  branch  of  the  anterior  interosseous.  It 
accompanies  the  median  nerve,  supplying  it.  and  ends  in  the  flexor  sublimis, 
or  passes  beneath  the  annular  ligament  to  the  palmar  arch. 

The  Varieties  of  the  Median  Artery  have  been  given  in  describing 
those  of  the  ulna. 

The  Anterior  Interosseous  Nerve  comes  from  the  median,  gives 
lateral  branches  to  the  deep  flexors,  and  ends  in  the  under-surface  of  the 
pronator  quadratus. 

Directions. — The  student  should  examine  the  insertion  of  the  brachialis 
anticus  and  biceps,  and  the  attachments  of  the  other  muscles  connected 
with  the  forearm  bones.  He  should  note  the  change  in  the  direction  of 
the  biceps  tendon,  its  anterior  surface  becoming  external  and  vice  versa, 
and  observe  how  the  supinator  brevis  surrounds  its  insertion.  He  should 
also  define  the  bursa  between  the  tendon  and  the  forepart  of  the  radial 
tubercle,  and  see  if  there  be  a  sesamoid  bone  in  the  tendon.  The  anasto¬ 
moses  about  the  elbow  should  now  be  more  thoroughly  dissected. 

Anastomoses  around  the  Elbow  Joint. — In  front  of  the  inner  condyle, 
the  anterior  terminal  twig  of  the  inferior  profunda,  and  part  of  theanasto- 
motiea  magna  join  the  anterior  ulnar  recurrent ;  behind  the  same  condyle, 
the  posterior  terminal  branch  of  the  inferior  profunda  and  a  twig  of  the 
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anastomotiea  magna  anastomose?  with  the?  posterior  ulnar  recurrent;  in 
front  of  the  outer  condyle,  the  superior  profunda  joins  the  radial  re¬ 
current  ;  behind  this  condyle  and  between  it  and  the  olecranon,  the 
posterior  articular  branch  of  the  superior  profunda  unit  es  with  the  posterior 
interosseous  recurrent,  and  part  of  the  superior  profunda  joins  the  anasto- 
raotica  magna.  There  is  also  an  anastomotic  arch  above  the  olecranon 
between  the  anastomotiea  magna,  posterior  ulnar  recurrent,  and  posterior 
interosseous  recurrent. 

The  student  will  observe  that  the  anastomotiea  magna  has  most  to  do, 
and  is  only  not  engaged  in  this  free  anastomosis  in  the  front  of  the  outer 
condyle. 

TILE  PALM  OF  THE  II AND. 

Dissection .- — Make  a  longitudinal  incision  along  the  middle  of  the  palm, 
and  one  transverse  to  it  along  the  webs  of  the  fingers,  and  reflect  the  skin 
in  and  out,  being  careful  of  the  palmaris  brevis  beneath  the  inner  flap  and 
the  palmar  cutaneous  branches  of  the  median  and  ulnar  nerves.  The 
palmar  fascia  and  palmaris  brevis  should  be  cleaned,  and  the  transverse 
ligament  at  the  roots  of  the  fingers  must  be  preserved.  Just  above  the 
digital  commissures,  between  the  processes  of  the  palmar  fascia,  the  digital 
vessels  and  nerves  will  be  perceived.  Those  for  the  outer  side  of  the  index 
finger  and  the  inner  side  of  the  little  finger  become  apparent  rather  farther 
back  than  the  others.  Between  the  digital  vessels  and  nerves  the  lumbri- 
cales  muscles  will  be  observed. 

The  skin  and  subcutaneous  fatty  tissue  must  be  carefully  removed 
from  the  fingers  and  thumb  by  an  incision  along  the  middle  of  each,  so 
that  the  sheaths  of  the  flexor  tendons,  the  cutaneous  ligaments,  and  the 
collateral  digital  vessels  and  nerves  and  lymphatics  may  be  exposed. 

Cutaneous  Ligaments  of  the  Phalanges. — Prof.  Cleland,  in  1867,  in 
the  ‘  Report  of  the  Proceedings  of  the  British  Association,’ stated  ‘that 
strong  ligaments,  hitherto  undescribed,  extend  from  the  sides  of  the 
phalanges,  near  the  phalangeal  articulations,  and  are  inserted  into  the 
skin,  helping  to  retain  (he  different  parts  of  the  integument  in  the  posi¬ 
tions  which  they  are  adapted  to  occupy.’  He  also  describes  them  in  the 
‘Journal  of  Anatomy,’  vol.  xii.  p.  5. 

These  ligaments  are  very  constant  structures  ;  those  at  the  first  digital 
mterphalangeal  joint  are  well  developed,  and  also  those  at  the  inter- 
phalangeal  joint  of  the  thumb  ;  and  a  similar  though  distinct  arrangement 
can  be  seen  at  the  distal  joints  of  the  fingers  and  toes.  At  the  first  inter- 
phalangeal  articulation  a  strong  band  of  fibres  arises  from  the  lateral  ridge 
°f  the  first  phalanx  in  the  distal  half  of  its  extent,  some  of  them  within 
and  some  without  the  grasp  of  the  ligament um  vaginale,  and  joining  this 
band  are  a  few  fibres  coming  from  ihe  lateral  prominence  of  the  base  of 
the  second  phalanx.  This  band  passes  down  behind  the  digital  artery 
and  nerve,  and  its  fibres  spread  out  on  reaching  the  skin,  those  on  the 
palmar  aspect  turning  over  to  the  mid-line  of  the  finger.  A  smaller 
decussating  band  is  situated  behind  this,  and  it  arises  from  the  lateral 
ridge  of  the  second  phalanx  and  passes  up  by  (lie  side  of  the  first  phalanx 
to  its  insertion  into  the  skin. 

At  the  last  joint  of  the  fingers  (he  chief  band  passes  up  from  the 
ateral  prominence  at  the  base  of  (he  last  phalanx,  and  is  strengthened  by 
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fibres  from  the  rough  expansion  of  the  distal  extremity  of  the  phalanx, 
while  others  pass  directly  to  the  skin  behind  this  band.  The  general 
result  of  tli is  arrangement  may  be  described  as  being  the  formation  of  a 
fibrous  sept  um  on  each  side  of  each  finger,  lying  immediately  behind  the 
palmar  digital  branches  of  artery  and  nerve,  and  their  chief  use  seems  to 
be  to  keep  in  their  places  the  parts  of  the  integument  at  the  backs  of  the 
joints  during  flexion  and  extension,  and  to  prevent  bagging  of  the  skin  at 
the  sides  of  the  joints  during  flexion.1 

Cutaneous  Nerves  of  the  Palm. — These  come  from  the  median  and 
ulnar  nerves,  which  give  some  unnamed  filaments  to  the  skin,  and  the  two 
palmar  cutaneous  nerves. 

The  Palmar  Cutaneous  of  the  Median  crosses  the  anterior  annular 
ligament  in  two  branches;  the  inner  extends  to  near  the  middle  of  the 
palm,  joining  the  palmar  branch  of  the  ulnar,  and  the  outer  gives  branches 
ro  the  skin  over  the  thenar  eminence,  and  anastomoses  with  the  anterior 
branch  of  the  external  cutaneous  nerve. 

The  Palmar  Cutaneous  Bra  nch  of  the  ulnar  crosses  the  anterior  annular 
ligament  on  the  ulnar  artery,  entwining  round  it,  and  accompanying  it  to 


Fig.  151. — Cutaneous  ligaments  of  fingers  (Cleland). 


the  palm,  supplying  the  skin  and  joining  the  corresponding  branches  of  the 
median  nerve. 

The  Palmaris  Brevis  is  a  thin  quadrilateral  subcutaneous  muscle,  about 
two  inches  wide  on  the  ulnar  side  of  the  hand.  Its  fibres  are  collected 
into  separate  bundles,  and  arise  by  tendinous  fasciculi  from  the  annular 
ligament  and  middle  piece  of  the  palmar  fascia.  Its  fleshy  fibres  pass 
horizontally  to  lx*  inserted  into  the  skin  over  the  hypothenar  eminence. 

Relations.  —Superficiality  with  the  skin,  to  which  it  is  closely  adherent 
at  its  inner  part  ;  dee  pity  with  the  inner  piece  of  the  palmar  fascia,  which 
separates  it  from  t  he  ulnar  vessels  and  nerves,  and  from  the  muscles  of  the 
little  finger. 

Action.  It  draws  the  skin  of  the  inner  side  of  the  hand  towards  the 
centre  and  deepens  the  hollow  of  the  palm. 

Nerve. — The  ulnar. 

Varieties. — It  is  sometimes  entirely  absent,  and  occasionally  blends 
with  the  flexor  brevis  minimi  digiti.  There  is  considerable  variation  in 
its  breadth,  thickness,  the  strength  of  its  fibres,  and  also  their  length  and 
direction.  It  sometimes  consists  of  only  a  few  scattered  fibres. 

1  Those  li ‘laments  were  described  by  a  German  before  Dr.  Cleland  s  first  description, 
bui,  nut  so  completely  us  by  him.  See  an  early  number  of  the  Jahresberichte  fiir  Aunt, 
mill  l‘/i ‘/sir.lni/ir,  edited  by  Holman  and  Schwalbe. 
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Directions.— Reflect  this  muscle  inwards,  so  as  to  completely  expose 
the  palmar  fascia. 

The  Palmar  Fascia  or  Aponeurosis  invests  the  muscles  and  tendons 
in  a  common  sheath,  and  consists  of  a  central  and  two  lateral  parts.  The 
central  portion  is  a  triangular,  strong,  thick,  whitish  glistening  structure 
with  its  apex  near  the  wrist,  and  its  base  towards  the  lingers.  It  binds 
down  the  tendons  and  nearly  covers  the  palm  at  its  lower  end.  Its  apex 
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Km.  lo2.-  Palm  Ait  fascia  of  lef' 


OFT  II A  Nil. 


1S  attached  to  the  lower  border  of  the  annular  ligament  and  receives  the 
expanded  tendon  of  the  palmaris  longus.  Its  base  divides  opposite  the 
e.i  .  of  the  metacarpal  bones  into  four  processes  for  the  fingers.  Each 
S  jp  or  process  divides  into  two  others,  which  enclose  the  tendons  of  the 
uper  cial  and  deep  flexors,  and  are  attached  to  the  glenoid  ligament  and 
s  o  t  ie  first  phalanges,  also  to  the  edges  of  the  metacarpal  bones,  and 

It  '1 
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to  the  deep  transverse  ligament  which  connects  them  together  near  their 
heads,  forming  four  arches  under  which  the  flexor  tendons  pass.  Some 
strongish  transverse  fibres  (tin*  superficial  transverse  ligament)  connect 
these  processes  at  their  point  of  separation,  and  beneath  them  pass  the 
digital  vessels  and  nerves  and  the  tendons  of  the  lumbricales.  Each 
process  of  the  fascia  sends  a,  few  superficial  longitudinal  fibres  to  the  skin 
between  the  finger  clefts.  The  superficial  surface  of  this  fascia  is  closely 


Flex.  carp.  pin. 
Ulnar  art.  and  nerve 

Palmar  fascia 
Sup.  palm,  arch 


Digital  arts, 
and  nerves' 
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Had.  art. 


Sup.  volte 


Prlnceps  poll, 
and  rad.  indicia 


Collat.  digital 
nerves 


Fig.  ISIS.— Superficial  palmar  region,  left  hand. 

The  palmar  fascia  is  supposed  transparent,  showing  the  arch  dotted.  The  flexor  sheaths  are  preserved. 


united  to  the  skin  by  many  fibrous  bands,  and  gives  origin  by  its  inner 
margin  to  the  palmaris  brevis.  Us  deep  surface  covers  the  superficial 
palmar  arch,  the  tendons  of  I  lie  flexors  with  their  synovial  sheaths,  and 
the  branches  of  the  median  and  ulnar  nerves.  On  each  side  this  central 
piece  gives  off  a  vertical  septum  which  is  continuous  with  the  aponeurosis 
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of  the  interossei  muscles,  and  which  separates  the  lateral  from  the  middle 
palmar  muscles. 

The  Lateral  Portions  of  the  Palmar  Fascia  are  thin  fibrous  laminae, 
covering  on  the  radial  side  the  muscles  of  the  thumb,  and  on-the  ulnar 
side  those  of  the  little  finger.  They  are  continuous  with  the  middle  piece 
of  the  palmar  fascia,  and  with  the  dorsal  fascia  on  the  inner  and  outer 
sides  of  the  borders  of  the  hand. 

Dissection. — One  of  the  processes  of  the  palmar  fascia  should  be  traced 


Tendons  of  ext.  primi 
and  secnndi  intnod.  poll. 
Groove  between  two  beads 
of  the  flex.  brev.  poll. 

Sesamoid 
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Sesamoid  bone 


PiG.  154.— Dissection  of  the  palm  and  fingers  to  show  the  muscles,  vessels, 

NERVES,  AND  TENDONS  OF  THE  LATTER, 

ThteCn°donfnn8t2f.  5s1 2, I1  a,T  Sh°"'n  °n  d'C‘hT\r‘  :l  fr  t,lc  palra-  11,0  clipital  arteries  on  the  index  the 
the  Httle  flnger  ''  P’  ht’  proeesses  ol  tllu  she,lth  on  U,u  rl"g.  and  the  venous  plexus  and  skin  markings  on 


1.  Insertion  of  lnmbricales. 

2,  3.  Insertion  of  palmar  interossei. 

4.  Insertion  of  first  dorsal  inter¬ 
osseous. 

ft.  Tendon  of  second  dorsal  int;  r- 
osseous. 

•5.  Tendon  of  third  dorsal  inter¬ 
osseous. 


7.  Tendon  of  fourth  dorsal  inter¬ 
osseous. 

S.  Vaginal  lignmcnb  of  first  pha¬ 
lanx. 

0.  Oblique  bands  of  first  phalanx. 

10.  Transverse  band. 

11.  Oblique  band. 


12.  Vaginal  ligament  of  second 

phalanx. 

13.  Oblique  bands  of  second  pha¬ 

lanx. 

14.  Sesamoid  of  index  finger. 

15.  Inner  sesamoid  of  thumb. 

16.  Tendon  of  flex.  sub.  dig. 

17.  Tendon  of  flex.  prof.  dig. 
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to  its  termination  by  inserting  the  scalpel  beneath  it  opposite  the  head  of 
one  metacarpal  bone  and  dividing  it  longitudinally.  Its  attachments,  as 
described,  can  then  be  made  ont.  The  sheath  of  the  flexor  tendons  should 
also  be  studied  along  one  or  two  of  the  fingers  by  slitting  it  up  carefully 


Fig.  155. — Flexor  tendons  in  situ  -,  the  sheath  reelected. 

in  the  mid-line  to  the  linger  tips.  The  processes  from  the  sheaths  to  the 
tendons  and  the  vascular  fringes  of  the  synovial  lining  must  be  examined. 
A  blowpipe  may  be  cautiously  inserted  between  the  tendons  and  the 


Fig.  1 5G.  Flexor  tendons  and  their  attachments  and  processes. 


1.  Flex.  sub. 

2.  Flex,  profund. 

3.  Sheaths  of  tendons 

reflected. 

4.  Vincula  access, 
o  and  (>.  Lig.  brew 


3rd  Phalanx 


2nd  pha  Unix 


1st  phalanx 


synovial  sheath,  and  the  latter  demonstrated  after  being  distended  with 
air. 

The  Sheaths  of  lie  Flexor  Tendons. — The  tendons  of  the  flexor  sub- 
limis  and  profundus  are  kept  in  position  along  each  of  the  digits  by  a 
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fibrous  sheath  which  is  partly  formed  by  the  processes  of  the  palmar  fascia. 
Opposite  the  middle  of  the  tirst  and  second  phalanges  the  sheaths  consist 
of  strong  tendinous  transverse  bands  ( lujamenta  vatjinalia),  which  are 


Iig.  157.  Digital  lymphatics  and  their  plexuses,  showing  the  ulnar  side  of 

A  FINGER  AND  THE  ANASTOMES  ACROSS  THE  DORSUM. 

attached  to  the  lateral  margins  of  the  palmar  surfaces  of  the  phalanges. 
Opposite  the  inter-phalangeal  joints  the  sheath  is  thin,  but  is  strengthened 

O 


Fig.  158. — Collateral  digital  nerves  of  finger. 


by  oblique  decussating  fibres.  Some  slender  loose  tendinous  bands  pass 
from  the  floor  of  the  sheath  to  the  deep  surfaces  of  both  tendons  ( vincula 


Fig.  159. — Lymphatics  of  radial  side  of  a  right  finger. 

Two  large  brandies  and  their  anastomoses  and  plexuses  are  shown. 


accessorici  tendinuvi).  Behind  each  tendon,  near  its  insertion,  a  short 
membranous  structure  fixes  its  corresponding  tendon  (o  the  front  of  flic 
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phalanx  above  that  into  which  it  is  inserted  (ligamenta  brevia).  Each 
tendinous  sheath  has  a,  synovial  membrane  which  in  the  palm  passes 
between  the  tendons.  In  the  sheaths  these  synovial  membranes  form 
slender  and  long  vascular  folds  between  the  tendons  and  the  bones  (vincula 
vasculosa ).  The  thinness  of  the  sheaths  opposite  the  joints  permits  of  free 
flexion  and  extension. 

Dissection. — The  student  should  now  dissect  out  the  digital  vessels 
and  nerves  and  lymphatics  of  one  finger.  These  will  be  fully  described 
further  on,  but  the  accompanying  figures  will  guide  him  in  his  dissection. 
He  should  then  remove  the  palmar  fascia  carefully,  so  as  to  expose  the 
superficial  palmar  arch,  and  the  branches  of  the  median  and  ulnar  nerves, 


Fig.  100. — The  left  superficial  palmar  arch. 

after  having  cleaned  the  sheath  of  one  finger,  and  having  become  familiar 
with  the  arrangement  of  the  flexor  sheath  in  its  entirety. 

Superficial  Palmar  Arch. — The  ulnar  artery  passes  obliquely  outwards 
to  the  thumb  muscles,  where'  it  sometimes  joins  the  superficialis  volae  from 
the  radial,  and  commonly  inosculates  with  theradialis  indicis  branch  of  the 
same  vessel,  thus  completing  the  palmar  arch.  The  convexity  of  this  arch 
is  towards  the  fingers,  and  its  position  will  be  pretty  accurately  indicated 
by  a  line,  drawn  across  the  hand  corresponding  to  the  lower  margin  of  the 
thumb  when  that  is  at  right  angles  with  the  lingers.  The  deep  palmar 
arch  is  about  a  finger’s  breadth  nearer  the  wrist. 

Relations. — It  is  siiperjicud ,  being  covered  by  the  skin,  palmar  fascia, 


1.  Ulnar  artery. 

2.  Supfl.  art'll. 

3.  4.  and  5.  Digitals. 
i!6.  Collatl.  digitals. 

8.  Radial. 

9.  Same  passing  out  and  back. 
10.  Snpfl.  yol at. 

3 1 .  Radialis  indicis. 

12.  Frinceps  pollicls. 
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and  pahnaris  brevis  at  the  inner  side;  behind  it  are  the  anterior  annular 
ligament,  the  muscles  of  the  little  finger,  the  tendons  of  the  flexor  sub- 
limis  and  profundus,  and  the  branches  of  the  median  and  ulnar  nerves. 
Vente  comites  accompany  the  ulnar  artery,  as  also  does  the  ulnar  nerve  for 
a  short  part  of  its  course. 

Branches. — .Some  small  twigs  to  the  palm  of  the  hand  are  given  off 
from  the  concavity  of  the  arch.  A  small  profunda  branch  comes  from  it 
as  soon  as  the  artery  enters  the  palm,  and  the  digital  branches  are  given 
off  from  the  convexity  of  the  arch. 

The  Deep  Communicating  or  Profunda  Brandi  is  small  and  passes 
deeply  inwards  with  the  deep  branch  of  the  ulnar  nerve,  between  the 
abductor  and  flexor  brevis  minimi  digit!  near  their  origins.  It  joins  the 
termination  of  the  radial  artery  near  the  inner  border  of  the  hand  to  form 
the  deep  palmar  arch. 


1.  Ulnar. 

2.  Slip.  volte. 

3.  Radial. 

4.  Deep  arch.  Belmv  it 

is  the  supfi. 

5.  Digitals. 

G.  Tnterossei. 

7.  Coll,  digitals. 

8.  Prill  ceps  poll. 

9.  Rad.  ind. 


Flu.  I  til.— Diagram  of  the  palmar  arches. 

The  Digital  Branches  are  four,  and  supply  the  inner  side  of  the  little 
finger,  the  adjoining  sides  of  the  three  inner  fingers,  and  the  inner  side 
°f  the  index  linger,  on  their  palmar  aspects.  The  contiguous  sides  of  the 
index  finger  and  thumb  are  supplied  by  the  radial  artery.  The  branch 
which  supplies  the  inner  side  to  the  hand  and  little  finger  is  undivided, 
but  the  others  bifurcate  near  the  finger  webs  to  furnish  the  collateral 
(  igitul  arteries.  In  the  hand  these  vessels  lie  at  first  superficial  to  the 
'  xoi  tendons,  and  are  accompanied  by  the  digital  nerves,  which  they 
occasionally  pierce  ;  but  as  they  pass  forwards  with  the  nerves  to  the  finger 
Is  ihey  lie  between  them,  and  are  there  joined  by  the  interosseous 
ranches  of  the  deep  palmar  arch.  The  artery  for  the  inner  side  of  I  he 
1  '  e  finger  has  its  communicating  branch  for  the  interosseous  about  the 
inn  die  ot  the  hand.  On  the  sides  of  t lie  fingers  the  digital  arteries  lie. 
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beneath  t lie  nerves,  and  about  the  middle  of  the  last  phalanx  the  two 
vessels  of  each  finger  form  an  arch,  from  the  convexity  of  which  twigs  are 
given  off  to  supply  the  ball  of  the  finger.  These  vessels  give  branches  to 
the  skin  of  the  finger,  the  tendons  and  their  sheaths,  and  also  supply  the 
phalangeal  articulations  and  the  periosteum.  There  is  an  arch  close  behind 
each  joint  from  which  twigs  go  to  each  articulation,  and  on  the  dorsum  of 


Scsiimoui 


Fig.  102.— Superficial  dissection  of  the  right  palm. 


the  last  phalanx,  near  the  root  of  the  nail,  is  another  arch  which  supplies 
the  matrix  of  the  nail.  These  palmar  digitals  anastomose  with  the  dorsal 
digitals  which  come  from  the  interosseous  branches  of  the  radial. 

°  The  Median  Nerve  in  the  Palm. — In  this  situation  the  nerve  is  enlarged, 
flattened  and  reddish,  and  divides  into  two  nearly  equal  branches,  dhe 
external  branch  supplies  some  of  the  thumb  muscles  and  digital  branches 
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to  the  thumb  and  index  finger.  The  internal  branch  supplies  the  con¬ 
tiguous  sides  of  the  index  and  middle,  and  of  the  middle  and  ring  fingers. 

The  Branch  of  the  Thumb  Muscles  is  short  and  divides  to  supply  the 
abductor,  opponens,  and  outer  head  of  the  flexor  brevis  pollicis,  the  other 
thumb  muscles  being  supplied  by  the  ulnar  nerve. 

The  Digital  Branches  are  five.  The  first  and  second  are  distributed 
to  the  outer  and  inner  borders  of  the  thumb,  the  external  branch  joining 
the  radial  nerve.  The  third  digital  passes  along  the  radial  side  of  the 
index  finger  and  supplies  the  first  lumbricalis  muscle.  The  fourth 


Ant.  intoEs.  n.  Ulnar  n. 

r 


Sup.  long. 
Flex.  long,  poll.' 

Flex.  carp.  rad 
Rad.  a 

Median  nerve' 


Digital  of  median  n. 
Thumb  muscles 


Muscular  branch  of  median 
Nerve  to  lutnb. 


12.  Add.  poll. 
11.  Lunib.  cut 


17,  24.  Digital  nerves  of 
median. 


Ulnar  art. 

Dorsal  branch  of  ulnar  nerve 

Flex.  carp.  uln. 

Palmar  branch  of  ulnar  nerve 

Deep  branch  of  ulnar 

Digital  branches  of  ulnar  nerve 

Muscles  of  little  finger 

Deep  branch  of  ulnar  nerve 
In  toss,  (palmar) 

Flex,  tends,  cut. 

Lumb.  cut. 


Digitals  of  ulnar  nerve 


Fig.  163. ---Nerves  of  right  hand.  Deep  dissection. 

The  pronator  ipiadratus  is  cut  to  show  the  ant.  intoss,  nerve. 


bifurcates  at  the  web  to  supply  the  adjacent  sides  of  the  index  and  middle 
lingers  and  the  second  lumbricalis.  The  fifth  supplies  the  contiguous 
sides  of  the  middle  and  ring  fingers  and  joins  a  branch  of  the  ulnar  nerve. 

On  the  Fingers  the  nerves  are  superficial  to  the  arteries  and  extend 
to  the  last  phalanx,  where  they  divide  into  a  palmar  and  dorsal  branch. 
The  former  supplies  the  ball  of  the  finger,  and  the  latter  the  nail  pulp. 
Each  nerve  near  the  base  of  the  first  phalanx  gives  off  a  dorsal  branch 
■which  joins  the  dorsal  digital  nerve,  and  runs  along  the  side  of  the  dorsum 
of  the  finger  ending  in  the  skin  over  the  last  phalanx. 
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The  Ulnar  Nerve  in  the  Palm. — This  nerve  divides  on  nr  near  the 
annular  ligament  into  a  superficial  and  deep  branch.  The  superficial 
palmar  branch  supplies  the  palmaris  brevis  and  the  skin  on  the  inner  side 
of  the  hand,  and  ends  in  two  digital  branches,  the  inner  of  which  supplies 
the  ulnar  side  of  the  little  finger,  and  the  outer  innervates  the  adjoining 
sides  of  the  little  and  ring  fingers  and  communicates  with  the  median.1 

The  Deep  Palmar  Branch  accompanies  the  deep  branch  of  the  ulnar 
artery  and  will  be  subsequently  dissected.  It  can  now  be  seen  to  pass 
between  the  abductor  and  flexor  brevis  minimi  digiti,  and  to  give  twigs  to 
the  muscles  of  the  little  finger. 

At  the  sides  of  the  fingers  the  digital  branches  of  the  ulnar  nerve  have 
a  similar  arrangement  to  those  of  the  median.  Lymphatics  accompany 
the  digital  vessels  and  nerves. 

Dissection. — Divide  the  ulnar  artery  just  below  the  origin  of  its  deep 
branch,  and  sever  it  from  its  connection  with  the  superficialis  volae,  or 
radialis  indicis,  and  reflect  the  superficial  palmar  arch  towards  the  fingers. 
Divide  the  median  and  ulnar  nerves  just  below  the  annular  ligament  and 


Kir.  104.  -Diagrams  of  the  commonest  arrangements  of  the  palmar 

SYNOVIAL  SHEATHS. 

No.  2  appears  to  be  tlie  more  usual  form. 


throw  them  forwards.  Make  a  longitudinal  incision  through  the  centre 
of  the  anterior  annular  ligament,  preserving  the  origins  of  the  muscles  of 
the  thumb  and  little  finger,  and  reflect  it.  The  arrangement  of  the  flexor 
tendons  can  now  be  followed  out. 

Flexor  Tendons.—  Beneath  the  anterior  annular  ligament  the  tendons 
of  the  superficial  and  deep  flexors  are  surrounded  by  a  loose  and  large 
common  synovial  membrane,  which  projects  above  the  ligament  into  the 
forearm,  and  downwards  into  the  palm,  sending  an  offset  into  the  digital 
sheaths  of  the  thumb  and  little  fingers. 

The  Synovial  Sheaths. — There  are  considerable  variations  in  the 
arrangement,  extent,  and  communications  of  the  sheaths  of  the  long 
flexors  in  the  palm.  The  description  about  to  be  given,  and  which  is 
diagrammatically  represented  in  the  accompanying  woodcut,  is  about,  the 
most  common,  but  the  student  may,  by  carefully  inserting  the  blowpipe, 

'  Sometimes  the-  ulnar  supplies  two  and  a  half  fingers,  and  the  median  the  other  t«o 
and  a  half. 
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distend  these  sheaths  with  air,  or  by  injecting  water,  render  them  more 
apparent. 

the  C  ommon.  Synovial  Sheath  of  the  Flexor  Sublimis  and  Profundus 
extends  fiom  rather  more  than  an  inch  above  (he  annular  ligament,  where 


Fig.  165.— Synovial  sheaths  of  the  palm  and  digits,  and  distribution  of 

MEDIAN  AND  ULNAR  NERVES  OP  RIGHT  HAND. 

it  is  separated  from  the  sheath  of  the  flexor  longus  pollicis  by  the  median 
nene,  to  about  the  middle  of  the  palm,  where  it  becomes  broader  and 
forms  three  prolongations.  The  first  and  second  invest  the  tendons  of 


Fig. 


166. — Antero-posterioii  vertical 
insertions  of  flex.  prof. 


SECTION  THROUGH  A  FINGER  TO  SHOW 
AND  EXTENSOR  COMMUNIS. 


the  index  and  middle  fingers,  and  the  third  ,  ,  ..  ,  .  ,  e 

the  ring  and  little  fingers  third  is  common  to  the  tendons  of 

«heathVmsMA  °f  th6  \leX0Vt  um!/US  Polllcis-~^  see  this  the  skin  and 
heath  must  be  removed  carefully  from  the  tendon,  if  this  have  not  been 
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already  done.  It  extends  rather  less  than  an  inch  above  the  anterior 
annular  ligament,  and  downwards  to  near  the  insertion  of  the  muscle. 

The  Digital  Synovial  Sheaths  for  the  index,  middle,  and  ring  lingers 
commence  in  cul-de-sacs  a  little  on  the  palmar  side  of  the  metacarpo¬ 
phalangeal  articulation,  and  extend  to  the  middle  of  the  last  phalanges. 
The  student  will  again  note  the  vincula  vasculosa  which  pass  between 
the  tendons,  uniting  them  to  each  other  and  to  the  anterior  aspect  of  the 
phalanges. 

Tendons  of  the  Flexor  Sublimis  Digitorum. — Beneath  the  anterior 


i}Ce,oc,  Czk/iY\ 


-SiA-fifr-  f-cna-y 

CiJut^L 

J/rdiC.zt'Juad- 
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Fio.  167.— Beep  dissection,  showing  the  flexor  Iendons  of  the  fingers  and 

THEIR  ACCESSORY  PROCESSES. 

The  first  and  second  phalanges  of  the  middle  and  ring  fingers  have  been  removed,  except  the  base  of  the  second 

phalanx  ol’  the  middle  finger. 


1 .  First  dorsal  interosseous. 

2.  First  palmar 

ii.  Second  dorsal  ,, 

4.  Third  „  » 

5.  Second  palmar  „ 

G.  Fourth  dorsal  „ 

7  Third  palmar 

8-8.  Middle  part  of  ext.  com. 

a  a  !i  Lateral  parts  of  ext.  com. 

lii’  10.  Union  of  the  lateral  parts  of 
ext.  com. 

11.  Flex.  snh. 


12.  Vincula  accessoria  of  flex.  sub. 
LI.  Lig.  breve  of  flex.  sub. 

14.  Vincula  accessoria  of  flex.  prof, 
la.  Lig.  breve  of  flex.  prof. 

1G.  First  lumbrical. 

17.  Interlacement  of  its  fibres  be¬ 
fore  splitting, 
is.  Insertion  of  flex.  prof, 
lit.  E\]  mnsion  from  second  dorsal 
intoss,  to  corresponding  ex¬ 
tensor. 


20.  Tendon  of  second  lumbrical 

joining  that  of  second  dorsal* 
and  both  becoming  continuous 
with  the  lateral  portions  of 
ext.  com. 

21.  Tendon  of  third  lumbrical  join¬ 

ing  that  of  second  palmar 
intoss., and  both  joining  inner 
lateral  part  of  ext.  com.  The 
opened  flexor  sheath  is  jhown 
just  above  11. 
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annular  ligament  the  tendons  of  the  sublimis  are  superficial  to  those  of 
the  profundus,  and  instead  of  being  arranged  in  pairs,  as  in  the  forearm, 
all  four  are  nearly  on  the  same  level.  As  they  pass  onwards  they  diverge] 
and  opposite  the  middle  of  the  first  phalanges  each  tendon  divides,  leaving 
a  fissured  space,  between  which  one  of  the  tendons  of  the  flexor  profundus 
passes,  then  the  tendons  of  both  sublime  and  deep  flexors  enter  the 
osseo-aponeurotic  digital  sheath,  the  tendon  of  the  profundus  being 
concealed  by  that  of  the  sublimis.  The  tendons  of  the  sublimis  having 
transmitted  those  of  the  profundus,  expand  a  little  to  form  a  grooved 
channel  for  the  accompanying  deep  flexor  tendon,  and  are  re-united  by 
their  margins  behind  it.  The  two  divisions  then  unite,  and  divide  a 
second  time,  to  be  inserted  by  two  processes  into  the  sides  and  forepart 
of  the  second  phalanges,  about  their  middle. 

Directions.  Cut  through  the  tendons  of  the  flexor  sublimis  just 
above  the  wrist,  and  throw  them  towards  the  fingers.  Remove  the  con¬ 
nective  tissue  from  the  tendons  of  the  deep  flexor,  and  from  the  lumbri- 
cales  muscles  between  its  tendons. 

The  Tendons  of  the  Flexor  Profundus  Digitorum. — It  will  be  recollected 
that  in  the  forearm  the  tendon  of  this  muscle  for  the  index  finger  was  dis¬ 
tinct,  but  at  the  lower  border  of  the  annular  ligament  there  are  four  distinct 
tendons  which  diverge,  and  pass  through  the  slips  in  the  tendons  of  the 
ilexor  sublimis  to  be  inserted  into  the  bases  of  the  last  phalanges,  where 
they  are  a  little  expanded.  Between  the  tendons  of  the  deep  flexor  the 
lumbncales  muscles  arise.  Between  the  tendons  of  both  flexors  and  the 
phalanges  are  the  small  ligamentct  hrevia ,  which  have  already  been  described. 
There  is  one  for  each  tendon  to  connect  it  with  the  capsule  of  the  inter- 
phalangeal  joint,  and  with  the  anterior  part  of  the  phalanx  just  behind 
the  bone  into  which  it  is  inserted.  The  ligament  fixing  the  profundus  is 
anterior  to  but  smaller  than  that  for  the  sublimis. 

The  Lumbricales  Muscles  are  four  small  fleshy  fasciculi,  accessory  to 
the  flexor  profundus.  They  arise  by  fleshy  fibres  from  the  tendon  of  the 
profundus  near  the  annular  ligament.  The  first  and  second  take  origin 
trom  the  radial  side  and  palmar  surface  of  the  tendons  for  the  middle  and 
mdex  fingers  ;  the  third  from  the  contiguous  sides  of  the  tendons  of  the 
middle  and  ring  fingers  ;  and  the  fourth  from  the  adjoining  sides  of  the 
endon  of  the  ring  and  middle  fingers.  They  pass  to  the  radial  sides  of 
e  corresponding  digits,  and  opposite  the  metacarpo-phalangeal  joint 
each  tendon  ends  m  a  broad  aponeurosis,  which  is  inserted  into  the 
endinous  expansion  of  the  extensor  communis  digitorum,  in  front  of  the 

8  muscle*  TIlis  expansion  covers  the  dorsal 
aspect  of  the  first  or  metacarpal  phalanx. 

nJ!daiWm-~l'he7  T  subcutane°us  between  the  processes  of  the 
a  mar  fascia,  but  in  the  middle  of  the  palm  they  are  covered  by  the 

BenTth  f/'uctures  wh,L'h  bave  already  been  reflected  in  this  dissection, 
dec,,  I  T"1  T.10  (  e°P  arch  and  interosseous  vessels  and  muscles,  and 
arii  f  H:S  °  the  rduar  nerve.  It  will  be  noticed  that  the  outer  two 
tendons  tendons’  but  the  mner  two  are  connected  each  with  two 

of  the  fn'S'  !!>ry  deX  dlsf  ] d uilanges,  and  acting  with  the  flexors 

the  metacarpo-phalangeal  joints,  when  the 

1  JOWtH  of  the  dlglts  are  kept  straight  by  the  extensor.  Hunter, 
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and  latterly  Cleland,  say  that  these  and  the  dorsal  interossei  Hex  the 
first  phalanges  and  extend  the  last  two,  and  this  view  is  supported  by 
Prof.  Allan  Thomson  in  the  last  edition  of  Quain’s  ‘Anatomy.’ 

Nerves. — The  two  outer  lumbricales  are  supplied  by  the  median;  the 
two  inner  by  the  ulnar  nerve. 

Varieties. — These  frequently  occur.  Sometimes  there  are  only  three, 
the  fourth  being  absent,  and  in  rare  cases  there  are  five  or  six.  One  finger 
(most  frequently  the  third  or  fourth)  has  sometimes  two  inserted  into  it,  or 
one  muscle  may  be  inserted  into  two  fingers.  The  fourth  has  been  noticed 
to  supply  the  place  of  the  fourth  tendon  of  the  flexor  profundus,  the  first 
may  arise  from  the  tendon  of  the  flexor  longus  pollicis  or  from  a  supple¬ 
mentary  muscle  of  the  forearm.  The  second  may  have  two  heads  of 
origin.  The  third  and  fourth  may  have  only  one  head  of  origin,  instead 
of  two  from  the  radial  side  of  the  tendons  for  the  third  and  fourth  fingers. 
It  is  rare  to  see  them  inserted  into  the  ulnar  side  of  the  phalanx.  J  he 
first  and  second  may  both  be  inserted  into  the  first  phalanx  of  the  middle 
finger. 


1.  Flex.  sub. 

2.  Flex,  profund. 

3.  Sheaths  of  tendons 

reflected. 

4.  Vincula  access. 

5  and  C.  Dig.  brer. 


Fig  l G8. —  Flexor  tendons  and  their  attachments  and  processes. 

Tendon  of  the  Flexor  Longus  Pollicis. — This,  after  escaping  from  the 
annular  ligament,  passes  out  between  the  heads  of  the  flexor  brevis 
pollicis,  and  is  inserted  into  the  base  of  the  last  phalanx  of  the  thumb. 
The  common  synovial  membrane  surrounds  it  beneath  the  annular  ligament, 
and  commonly  sends  a  prolongation  into  its  digital  sheath. 

Dissection. — Cut  through  the  tendons  of  the  flexor  profundus  above 
the  wrist,  and  throw  them,  with  the  lumbricales,  towards  tin*  fingers,  being 
careful  of  two  slender  vessels  and  nerves  entering  the  two  inner  lumbricales. 
The  deep  palmar  arch,  the  deep  branch  of  (he  ulnar  nerve,  and  file  palmar 
interossei  muscles  will  be  exposed.  The  muscles  of  the  thumb  and  little 
finger  are  to  be  cleaned  and  defined. 

Muscles  of  the  Thumb. — Of  the  four  short  muscles  comprising  this 
group,  the  most  superficial  is  the  abductor  pollicis;  beneath  it  is  the 
opponens  pollicis,  and  to  the  inner  side'  of  the  latter  is  the  flexor  brevis 
pollicis.  The  adductor  pollicis  passes  from  the  middle  metacarpal  bone 
to  the  first  phalanx  of  the  thumb. 

The  Abductor  Pollicis  is  a  thin  flat  muscle  about  an  inch  wide,  and  is 
immediately  beneath  the  skin.  It  arises  from  the  radial  side  and  upper 
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part  of  the  anterior  annular  ligament,  and  from  the  ridge  of  the  os  trapezium, 
and  passes  down  and  out  to  be  inserted  by  a  Hat  thin  tendon  into  the  outer 
or  radial  side  of  the  base  of  the  first  phalanx  of  the  thumb. 


Fig.  109. — Vertical  transverse  sec¬ 
tion  OF  FINGER  THROUGH  MIDDLE 
OF  SECOND  PHALANX. 


Fig.  170.— Dorsal  aspect  of  a  fin¬ 
ger  SHOWING  ARRANGEMENT  OF 
TENDONS. 


Fig.  171. — Lateral  view  of  a  finger,  the  extensor  tendon  raised. 

Relations. — Superficially  with  the  palmar  fascia  ;  deeply,  with  the 
opponens  pollicis,  being  separated  from  it  by  a  thin  aponeurosis  ;  inside , 
’t  is  separated  by  a  narrow  interval  from  the  flexor  brevis  pollicis,  and  it 

s 
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is  often  connected  at  its  origin  with  a  slip  from  the  extensor  ossis  metacarpi 
tendon. 

Action. — It  draws  the  metacarpal  bone  of  the  thumb  outwards,  i.e. 
from  the  other  digits ;  and  this  being  done  it  may  aid  the  flexor  brevis 
pollieis  in  flexing  the  metacarpo-phalangeal  articulation. 

Ne n >e. — T1 1  e  median . 

Varieties. — It  is  frequently  divided  into  an  outer  and  inner  part  which 
Soenunerring  considered  as  normal.  It  sometimes  has  accessory  slips 
from  the  opponens  pollieis,  or  from  the  styloid  process  of  the  radius. 

Dissection. — Divide  the  abductor  about  its  middle  and  reflect  it.  A 
slight  cellular  interval  will  lie  found  between  the  inner  border  of  this 
muscle  and  the  flexor  brevis,  which  isill  be  a  guide  to  the  point  of  sepa¬ 


ls  r  a.  172. — Muscles  and  tendons  or-  the  right  palm.  Superficial  dissection. 

ration  between  them.  The  opponens  and  flexor  brevis  will  now  be 
exposed. 

The  Opponens  Pollieis  is  a  small  triangular  muscle  placed  beneath  and 
partly  above  the  preceding.  It  arises  from  the  palmar  surface  of  the 
trapezium,  from  its  ridge,  and  from  the  annular  ligament,  and  passes  down 
and  out  to  be  inserted  into  the  whole  length  of  the  metacarpal  bone  of  the 
1  h umb  at  its  radial  border,  and  partly  into  its  ant erior  aspect. 

lielii.tions.  So  i  terji  cm  it  //,  with  the  abductor  pollieis  ;  deeply,  wit  li  t  he 
( rapezio-metaearpal  joint  ;  / aside,  wit  h  I  lie  flexor  brevis  pollieis;  and  oat- 
side  is  the  abductor  pollieis. 

Action. —  It  draws  the  metacarpal  bone  of  the  thumb  towards  the  palm, 
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and  turns  it  so  that  (lie  ball  of  the  thumb  can  be  applied  to  the  ball  of  each 
of  the  fingers. 

Nerve. — The  median. 

Varieties. — It  may  be  smaller  or  larger  than  usual,  and  may  be  more 
or  less  blended,  or  more  distinctly  separated  than  usual  from  the  neighbour¬ 
ing  muscles.  It  may  be  inserted  into  the  external  sesamoid  bone  of  the 

t  humb. 

The  Flexor  Brevis  Pollicis  is  the  largest  of  this  group,  and  consists  of 


Fig.  173. — Diagram  of  the  attachments  of  the  thumb  and  little  finger 

MUSCLES  OF  LEFT  HAND. 


two  portions  at  its  origins  which  are  anterior  and  posterior,  and  which 
transmit  the  tendon  of  the  longus  pollicis. 

The  Anterior  Outer  or  more  Superficial  part  arises  from  the  palmar 
surface  of  the  trapezium,  and  outer  two-thirds  of  the  annular  ligament  at  its 
lower  part. 

The  Posterior  Inner  or  Beeper  Portion  arises  from  the  palmar  surface 
of  the  trapezoid,  os  magnum,  bases  of  the  second  and  third  metacarpal 
bones,  and  sheath  of  the  tendon  of  the  flexor  carpi  radialis.  The  fleshy 


rt.  Add.  poll. 

b.  Aponeurotic  expansion 
from  add.  to  tendon  of 
long  extensor. 

c.  Tendon  of  ext.  secundi. 

d .  Head  of  flex,  brevis,  inner. 

Cl 

Fig.  174.— Insertion  of  thumb  muscles.  Internal  view. 

fibres  unite  and  form  a  single  muscle  which  divides  into  two  pieces  to  be 
inserted  by  small  tendons  on  the  inner  and  outer  sides  of  the  base  of  the 
first  phalanx  of  the  thumb,  the  outer  portion  joining  the  insertion  of  the 
abductor  pollicis,  and  the  inner  that  of  t  he  adductor.  A  sesamoid  bone 
18  found  in  each  tendon  as  it  crosses  the  metacarpo-phalangeal  joint, 
t  hese  little  bones  play  over  the  grooved  surface  of  the  first  metacarpal  bone. 
1  he  outer  head  of  origin  is  joined  by  a  strong  fasciculus  from  the  inner 
head. 


2<iO 
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Action. — It  flexes  the  mot acarpo-phalangeal  joint  of  the  thumb,  and 
assists  the  opponens  in  drawing  the  thumb  inwards  and  forwards  towards 
the  palm. 

Relations. — Superficially ,  with  the  fascia* ;  deeply,  with  the  adductor 
pollicis  and  tendon  of  the  flexor  carpi  radialis;  externally,  with  the 


Tend,  of  ext.  secuudi  interned,  poll. 


opponens  pollicis  ;  internally,  with  the  tendon  of  the  flexor  longus  pollicis. 
The  radial  artery  issues  from  beneath  its  inner  head. 

Nerve.-- The  outer  head  is  supplied  by  the  median  nerve,  and  the 
inner  head  by  the  ulnar. 


Varieties. — It  is  subject  to  variation  especially  with  regard  to  its 
deeper  head  of  origin,  a  part  of  which  may  be  more  or  less  connected  with 
the  adductor  pollicis. 

The  Adductor  Pollicis  is  the  deepest  of  this  group,  and  is  triangular  at 
its  base,  and  arises  from  the  lower  two-thirds  of  the  palmar  aspect  of  the 
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metacarpal  bone  of  the  middle  finger,  and  the  fibres  pass  out  and  converge 
to  be  inserted  with  the  inner  tendon  of  tin*  flexor  brevis  pollicis  into  the 
ulnar  side  of  the  base  of  the  first  phalanx  of  the  thumb,  and  into  the  inner 
sesamoid  bone. 

Relations. — Superficially,  with  the  flexor  brevis  pollicis,  and  the 
tendons  of  the  flexor  profundus,  and  lumbricales;  deeply,  with  the  first 
dorsal  interosseous  and  the  second  and  third  metacarpal  bones,  and  corre¬ 
sponding  palmar  interosseous  muscles,  from  which  it  is  separated  by  a 
strong  aponeurosis.  Its  upper  border  is  in  relation  with  the  deep  head  of 
the  flexor  brevis. 

Action. — It  approximates  the  thumb  to  the  fingers,  and  applies  it  to 
the  radial  border  of  the  hand. 


The  tendons  of  the  flexor  sublimis  and  flex.  long.  poll,  are  cut. 

Nerve. — The  ulnar. 

Varieties. — It  may  vary  in  its  extent  of  origin  in  inverse  proportion  to 
that  of  the  flexor  brevis  pollicis. 

Muscles  of  the  Little  Finger.— The  palmaris  brevis  having  already  been 
removed,  tire  three  short  muscles  of  this  region  will  now  have  to  be  cleaned 
and  defined. 

The  Abductor  Minimi  Digiti  is  the  most  internal,  and  arises  by 
tendinous  fibres  from  the  pisiform  bone  and  from  an  expansion  of  the 
tendon  of  the  flexor  carpi  ulnaris,  and  is  inserted  by  a  flat  tendon  into 
the  ulnar  side  of  the  base  of  the  first  phalanx  of  the  little  finger,  sending 
an  offset  to  the  extensor  tendon  on  the  back  of  the  phalanx. 
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Relations. — Superficially,  with  the  inner  piece  of  the  palmar  fascia, 
and  the  palmaris  brevis;  deeply,  with  the  flexor  ossis  metacarpi;  outside, 
with  the  flexor  brevis  minimi  digiti. 

Action. — It  removes  the  middle  finger  from  the  rest,  and  can  then 
flex  the  metacarpo-phalangeal  joint. 

Nerve. — The  ulnar. 

1  arieties. — It  is  sometimes  partly  divided  into  two  or  three  slips,  and 
is  occasionally  united  with  the  flexor  brevis. 

1  he  Flexor  Brevis  Minimi  Digiti  is  on  the  same  plane  as  the  preceding 
muscle,  but  at  its  radial  side,  and  is  separated  at  its  origin  from  the 
abductor  muscle  by  a  small  interval  through  which  the  deep  branch  of  the 
ulnar  nerve  and  artery  pass  into  the  palm.  It  arises  from  the  tip  of  the 


1.  Ant.  aim.  lig. 

2.  Insertion  of  palm.  long. 

3.  Abd.  poll. 

4.  Opp.  poll. 

5,5.  Flex.  brev.  poll. 

6.  Aild.  poll. 

7.  Abd.  indicis. 

8.  Abd.  min.  dig. 

0.  Oppns.  min.  dig. 

10.  Flex.  brev.  min.  dig. 

11.  Tendons  of  Hex.  subs,  and 

profds. 

12.  Tend.  flex.  long.  poll. 

13.  Lumbricales. 

14.  Splitting  of  subls.  tendon. 

15.  Tendon  of  profds. 

10.  Annular  or  transverse  ligtfl. 

17.  Crucial  bands  or  ligaments. 

18.  Vaginal  ligament  of  tendons. 


Fig.  178.— Showing  the  flexor  tendons,  the  palmar  interossei,  and  a 

DIFFERENT  DISSECTION  ON  EACH  FINGER. 


a.  Pisiform.  5,  c.  Line  of  carpo- phalangeal  joints,  dd.  First  phalanges,  ee.  Second  phalanges. 

//.  Third  phalanges. 


unciform  process  of  the'  unciform,  and  slightly  from  the  front  of  the 
annular  ligament,  and  is  inserted  by  a  thin  tendon  into  t  he  base  of  the  first 
phalanx  of  the  little  linger  in  connection  with  the  abductor  pollicis. 

Relations. — Superficially,  with  the  inner  piece  of  the  palmar  fascia  of 
the  palmaris  brevis  ;  deeply,  with  the  opponens,  and  between  it  and  the 
abductor  are  the  deep  branches  of  the  ulnar  artery  and  nerve. 

Action. —  It  flexes  t  he  metacarpo-phalangeal  joint. 

Nerve. — The  ulnar. 

Varieties. —  It  is  sometimes  absent,  and  then  the  abductor  is  large. 

The  Opponens,  or  Adductor  Minimi  Digiti,  is  placed  beneath  the  others, 
and  is  triangular,. and  resembles  the  opponens  pollans  in  being  attached 
to  the  shaft  of  the  metacarpal  bone.  It  arises  from  the  unciform  process 
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of  the  unciform  bone  and  contiguous  part  of  the  annular  ligament,  and  its 
fibres  pass  down  and  in,  to  be  inserted  along  the  ulnar  margin  of  the 
metacarpal  bone  of  the  little  finger  along  its  whole  length. 

Relations. — It  is  beneath  the  preceding  muscles,  and  its  deep  surface  is 
in  relation  with  the  interossei  of  the  fourth  metacarpal  space;  with  the 
fifth  metacarpal  bone,  the  flexor  tendons  of  the  little  finger;  the  deep 
branches  of  the  ulnar  artery  and  nerve  also  pass  beneath  it. 

Nerve.  — 1 The  ulnar. 

Action. —  It,  raises  the  fifth  metacarpal  bone,  and  draws  it  towards  the 
others,  deepening  tin1  palm  of  the  hand. 

Varieties.- — These  are  similar  to  those  of  the  opponens  pollicis. 

Dissection . — Cut  through  the  origins  of  the  flexor  brevis  pollicis,  and 
reflect  it  to  expose  the  deep  palmar  arch  and  the  deep  branch  of  the 


3.  Opp.  poll. 

4.  Flex.  brev.  poll. 

5.  Add.  poll. 

fi.  Abd.  indicis  or  first  dorsal 
intoss. 

7.  Opp.  min.  dig. 

8  8.  Palmar  intoss. 

!).  Division  of  snbls.  tendon. 
10.  Flex,  snbls.  tendon. 


Fig.  170. — The  flexor  tendons  cut,  showing  deeper  muscles. 

a,  6,  c,  (7,  e,f,  as  in  previous  figure.  1.  Ant.  aim.  lig.  2.  Insertion  of  palm.  long.  Right  hand. 


ulnar  nerve  which  accompanies  it,  and  trace  out  their  offsets.  Note  the 
connection  of  the  fascia  or  aponeurosis  covering  the  palmar  interossei  with 
the  transverse  ligament  joining  the  heads  of  the  metacarpal  bones. 

The  Radial  Artery  in  the  Hand. — This  vessel  enters  the  palm  between 
the  first  two  metacarpal s  at  the  first  interosseous  space,  passing- between  the 
heads  of  the  first  dorsal  interosseous  muscle,  or  abductor  indicis.  It  then 
transversely  crosses  the  palm,  to  reach  the  base  of  the  metacarpal  bone 
°f  the  little  finger,  where  it  joins  the  communicating  branch  from  the 
ulnar  artery  to  form  the  deep  palmar  arch.  It  is  accompanied  by  venae 
comites. 

Ihe  Deep  Palmar  Arch  extends  from  the  upper  end  of  the  first  inter¬ 
osseous  space  to  the  base  of  the  fifth  metacarpal  bone.  Its  convexity  is 
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Fig.  180.  Palmar  aspect  of  right  hand. 

Outline  diagram  from  Cossar  Ewart.  Part  of  the  superfi<‘ial  arch  giving  oh  digitals  is  seen  on  the  ring  fiugei. 
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directed  forwards,  and  it  is  higher  up  and  more  posterior,  i.e.  nearer  I  he 
carpal  bones,  than  the  superficial  arch,  it  is  deeply  placed,  resting  upon 
the  carpal  ends  of  the  metacarpal  bones  and  the  interossei  muscles,  and  is 
covered  by  the  long  flexor  tendons  of  Ihe  fingers,  the  lumbricales,  the 
muscles  of  the  lit t le  finger,  and  partly  by  tin1  flexor  brevis  pollicis. 

The  Branches  of  the  Deep  Arch,  are  the  princeps  pollicis,  radialis 
indicis,  recurrent,  perforating  and  interosseous. 


Median  _ 

Flex.  carp.  rad.  It* 


Alidtr.  poll,  j 


Princeps  pollicis 


Flex.  carp.  uln. 
Ulnar  a. 

Lnar  n. 


Supfl.  palm,  arch 
Muscles  of  little  finger 

Ulnar  digtl.  n. 

9,  10,  11.  Digital  arteries 

3,  3'.  Tendons  of  flex, 
subs. 

Ulnar  colltl.  digtl. 


Fig.  18!. -Superficial  dissection  of  the  arteries  and  nerves  of  the 

RIGHT  HAND. 

S.  19, 20,  and  21  are  the  palmar  collateral  digitals.  The  tendon  of  the  palmaris  lougus,  the  palmar  is  brevis,  and 

tin*  palmar  fascia  are  cut. 


-ihese  are  the  princeps  pollicis  and 


Digital  Branches  of  the  Radial. 
radialis  indicis. 

•  w  {JrinceP8  Dollicis  is  given  off  just  as  the  radial  turns  to  the  deep 
)’//,  ot  \he  Palrn-  Ifc  losses  along  the  inner  side  of  the  metacarpal  bone 
lum  between  this  and  the  flexor  brevis  pollicis,  and  between  the 
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abductor  pollieis  and  tirst  dorsal  interosseous,  to  the  base  of  the  first 
phalanx,  where  it  divides  into  the  two  collateral  branches  of  the  thumb. 
1  lu'se  run  along  the  sides  of  its  palmar  aspect,  and  form  an  arch  on  the 
under-surface  of  t  he  last  phalanx,  from  which  branches  supply  the  skin  and 
cellular  tissue  of  the  thumb  and  anastomose  with  tin*  dorsales  poll icis. 

1  he  Radudis  1  iidtci s  arises  close  to  the  preceding,  passing  over  the 
first  dorsal  interosseous  muscle,  and  between  it  and  t  lie  adductor  poll  icis, 
and  beneath  the  Hexor  brevis,  to  the  radial  side  of  the  index  ringer  as  far 
as  its  end,  where  it  joins  the  digital  branch  of  the  superficial  palmar  arch. 


1.  Radial  a. 

2.  Sup.  volie  (cut). 

3.  Doreal  continuation  of  radial. 

4.  Princeps  pollieis. 

5.  Plnar  a. 

C.  Digita’s  to  inside  of  little 
finger. 

7.  Deep  arch. 

S.  Intoss.  a. 

9.  Digitals  (cut). 

10  and  11.  Collatl.  digitals. 


Fig.  182.—  Left  deep  palmar  arch  and  its  branches  and  anastomoses. 

The  supfl.  arch  is  cut,  and  only  the  deepest  muscles  arc  shown.  The  anastomoses  on  the  dibits  and  between  the 
carpals  of  radial  and  ulnar,  and  the  recurrents  of  the  deep  arch,  are  depicted.  The  first  dorsal  and  three 
palmar  interossei,  the  abductor  and  flexor  brevis  min.  dig.  are  shown. 

It  is  usually  connected  at  the  free  or  anterior  border  of  the  adductor 
pollieis  with  the  superficial  palmar  arch  and  with  the  princeps  pollieis. 

Recurrent  Branches  go  from  the  convexity  of  the  arch,  and  anastomose 
with  the  anterior  carpals  of  the  radial  and  ulnar  arteries,  and  supply  the 
carpal  bones  and  joints. 

'l'lie  Perforatim/  Arteries  are  three  ;  they  pass  between  the  heads  of 
the  three  inner  dorsal  interossei,  and  anastomose  with  the  dorsal  inter¬ 
osseous  arteries. 

The  Palmar  I ntdrosseoas  are  usually  three,  but  there  may  be  four. 
They  lie  in  the  three  inner  metacarpal  spaces  running  forwards  on  the 
corresponding  interossei  muscles,  which  they  supply,  as  well  as  the  two  or 
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three  inner  lurnbricales.  At  the  clefts  of  the  fingers  they  anastomose 
with  the  digital  branches  of  the  superficial  arch.  These  vessels  vary  much 
in  their  size  and  distribution. 

The  Deep  Palmar  11  ranch  of  the  U/aar  Nerve  accompanies  the  deep 
arch,  and  passes  between  the  abductor  and  flexor  brevis  minimi  digit i.  At 
its  origin  it  gives  twigs  to  the  muscles  of  the  little  finger,  and  as  it  crosses 
the  hand  it  sends  two  branches  to  each  interosseous  space— one  for  the 
palmar,  and  the  other  for  the  dorsal  interosseous  muscle.  The  filaments 
to  the  second  and  third  palmar  interossei  send  twigs  to  the  two  inner 
lurnbricales.  Near  its  termination,  between  the  thumb  and  index  firmer 
it,  supplies  the  inner  head  of  the  flexor  brevis  and  the  adductor  pollfcis.’ 
It  has  similar  relations  to  those  of  the  deep  arch. 

The  Transverse  Metacarpal  Lirjament  is  a  narrow  fibrous  band  con- 


Ant.  in  toss, 


Rail,  art _ |_ 

Ant.  carpal_  Jl'i 


L'lnar  art. 


Deep  branch 


Fig.  1S3. — Deep  palmar  arch.  Right  side. 

The  tendon  of  the  Hex.  carp.  rad.  is  cut. 

i  nectmg  the  heads  of  the  four  inner  metacarpal  bones.  It  passes  trans¬ 
versely  across  their  anterior  surface,  and  blends  with  t lie  ligaments  of  the 
i  metacarpo-phalangeal  joints.  Its  anterior  aspect  has  four  grooves  for  the 
exor  tendons,  and  its  posterior  surface  blends  with  the  ligaments  of  the 
I  metacarpo-phalangeal  joints,  and  beneath  it  the  interossei  pass  to  their 
nserhon.  Its  anterior  border  is  free,  but  its  posterior  is  connected  with 
le  mscia  covering  the  interossei  muscles. 

Dissection.— This  ligament  must  be  divided  and  reflected  from  between 
TRJa£eS’  in  01'der  to  see  the  mode  of  insertion  of  the  interossei. 
t  he  Palmar  Interossei  are  three  in  number.  They  are  smaller  than  the 
'''ml,  and  are  situated  on  the  palmar  surface  of  the  metacarpal  bones, 

■  er  than  beneath  them.  They  arise  from  the  whole  length  of  the 
whi  •?' 1 1'* M '!  l,ar*v  °f  the  shaft  of  the  metacarpal  bone  of  the  fingers,  on 
ay  act,  and  are  inserted/  by  tendons  into  the  side  of  the  base  of 
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(lie  first  phalanges  of  the  corresponding  fingers,  and  also  into  the  common 
extensor  expansion  of  the  same  finger. 

Hie  lirst  Palmar  Interosseous  arises  from  the  ulnar  side  of  the  meta¬ 
carpal  and  index  finger,  and  is  inserted  into  the  same  side  of  the  base  of 
the  first  phalanx  of  that  finger. 


Intoss.  n.  piercing,  pron.  quadts. 


Radi.  a. 
Median  n.  (cut) 


.  Ulnar  a. 


Ulnar  n.  accompanying 
deep  arch 

Deep  arch . 


Termination  of 
supfl.  arch 


Deep  branch  of  ulnar  n. 
Mus.  branch  of  ulu.  u. 


Dig.  branch  of  uln.  n. 


Ulnar  a.  (cut) 
Deep  arch 


Intoss,  arteries  and 
their  unmn  with 
the  digitals 


7,  8.  Collatl.  digtls 


Fig.  184.— The  deep  arch  and  rranciies,  and  deep  nerves  and  muscles. 

Right  side. 

The  anastomoses  of  the  collateral  digitals  on  the  tendinous  sheaths  are  shown.  The  tendons  of  the  flexor  carp, 
radialis  and  flexors  sublimis  and  profds.  are  cut  and  removed,  and  some  of  the  muscles  of  the  thumb  and  little 
finger  are  also  cut. 


The  second  arises  from  the  radial  side  of  the  fourth  metacarpal,  and  is 
inserted  into  the  same  side  of  the  b;ise  of  the  first  phalanx  of  that  finger. 

The  third  takes  origin  from  the  radial  side  of  the  fifth  metacarpal, 
and  is  inserted  into  the  same  side  of  the  little  finger. 

The  student  will  observe  that  each  finger  has  two  interossei  muscles, 
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the  little  finger  being  excepted, 
(which  is  an  abductor),  because  il 
the  abductor  minimi  digit  i. 


ibis  digit  has  no  dorsal  interosseous 
possesses  a  special  abductor  muscle — 


Ext.  COH); 

Fibrous  banrl  between 
ext.  and  intoss. 


Palmar  intoss. 
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Tig.  186.- Lateral  view  of  a  finger,  the  extensor  tendon  raised 


The  index  finger  Inis  1  palmar  and  1  dorsal 
middle  ,,  no 
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it 

it 
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nng 

little 


it 
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interossei 
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MO 


LVO 


n  uma  x  Mon  mol  o  a  r. 


The  reason  of  (his  arrangement  will  he  better  understood  in  considering 
the  action  of  these  muscles. 

Actions. — rl  he  palmar  interossei  are  all  adductors  to  the  middle  finger. 
It  has  been  previously  shown  that  the  dorsal  muscles  were  abductors  from 
the  same  point.  The  middle  finger  has  no  palmar  interosseous  because  it 
is  the  midline,  and  therefore  cannot  be  drawn  any  nearer  to  that  point 
but  as  the  other  three  digits  can  be  approximated  to  the  middle  fingers 


Fig.  187. — Deep  palmar  arch  and  palmar  interossei. 

The  .anastomoses  of  the  perforating  arteries  with  the  rlorsal  interossei  near  the  upper  part  of  the  intoss,  spaces  is 
shown.  The  dotted  line  through  the  middle  finger  is  to  make  plainer  the  action  of  the  palmar  interossei 
and  adductors  towards  it. 


they  have  special  palmar  adductors.  The  thumb  of  course  does  not  need 
an  interosseous  adductor,  as  it  has  a  special  one,  but  the  little  finger  not 
being  provided  with  a  special  adductor  needs,  and  is  furnished  with,  a 
palmar  interosseous  adductor. 

Nerve. — The  ulnar  nerve. 

Varieties. — They  may  be  double  in  one  or  more  of  the  spaces,  and 


Axis  of  hand 


Fig  188. — Transverse  vertical  section  of  metacaupals  and  interossei  of 

LEFT  HAND  (UPPER  PART  OF  SECTION). 

The  numbers  Indicate  the  palmar  interossei ;  the  dorsal  are  not  numbered. 


rarely  there  is  a  palmar  interosseous  in  the  first  space.  The  usual  arrange¬ 
ment  of  the  palmar  interossei  of  (he  foot,  which  is  peculiar  to  man,  has 
•  dso  been  noticed  to  occur  in  the  hand,  i.e.  the  three  palmar  interossei 
mav  be  connected  with  the  three  inner  metacarpal  bones. 

J)lssectio a-. —  Remove  the  small  muscles  of  the  thumb  and  little  fingei 
from  (he  annular  ligament,  place  its  cut  ends  together,  and  subsequently 
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dissect  out  its  attachments;  and  when  these;  have  been  made  out,  trace 
the  tendon  of  the  flexor  carpi  radialis  to  its  insertion,  and  also  an  ex¬ 
pansion  from  the  flexor  carpi  ulnaris  to  the  base  of  the  fifth  metacarpal 
bone. 

1  he  Anterior  Annular  Ligament  is  a  strong-  fibrous  band  which  arches 
over  the  carpus,  and  converts  the  deep  groove  on  the  anterior  aspect  of  the 
carpal  bones  into  a  canal,  beneath  which  the  flexor  tendons  of  the  fingers 
pass  into  the  palm.  It  serves  to  bind  down  these  tendons  and  prevent  their 
being  dislocated  in  the  various  and  complicated  motions  of  the  hand  and 
fingers.  It  is  continuous  above  with  the  deep  fascia  of  the  forearm,  and 
receives  some  fibres  from  the  tendon  of  the  flexor  carpi  ulnaris;  the  lower 
margin  is  connected  with  the  palmar  fascia  and  gives  origin  to  most  of  the 
short  muscles  of  the  thumb  and  little  finger.  The  palmaris  longus  is 
partly  attached  to  its  upper  and  inner  part,  and  it  is  crossed  by  the  pal¬ 
maris  longus,  the  ulnar  vessels  and  nerve,  and  the  palmar  cutaneous  fila¬ 
ments  of  the  median  and  ulnar  nerves,  and  a  twig  of  the  musculo-cutaneous. 


PaniHre 
Mucous  layer 
Epidermis 


Fio.  189  — Longitudinal  section  through  a  nail  and  its  bed.  Magnified 

six  times. 


It  is  attached  externally  to  the  ridge  of  the  trapezium  and  the  tuberosity 
of  the  scaphoid,  and  internally  to  the  pisiform  bone,  and  unciform  process 
of  the  unciform.  It  is  pierced  by  the  tendon  of  the  flexor  carpi  radialis, 
an,l  beneath  it  the  tendons  of  the  sublime  and  deep  flexors,  the  flexor 
longus  pollicis,  median  nerve,  and  anastomotic  twigs  between  the  deep 
palmar  and  anterior  carpal  arches,  pass.  Two  synovial  membranes  also 
pass  beneath  this  ligament — a  separate  one  for  the  tendon  of  the  flexor 
longus  pollicis,  and  a  larger  one  enclosing  the  tendons  of  the  flexors  sub- 
Innis  and  profundus. 

I  lie  Tendon  of  the  Flexor  Carpi  Radialis  lies  in  (lie  groove  of  (he  os 
trapezium  between  the  attachments  of  the  annular  ligament  to  that  bone, 
but  external  to  it.  It  is  bound  to  the  groove  in  the  bone  by  a  fibrous 
die ath  lin,,d  by  a  synovial  membrane, and  is  inserted  into  the  outer  side  of 
t fie  base  of  (fie  metacarpal  bone  of  the  index  finger,  and  sends  a  slip  to 
dial  of  the  little  finger. 

Hie  student  should  now  recapitulate  his  knowledge  and  then  proceed 
'V1  '  the  dissection  of  the  ligaments  of  the  elbow,  wrist,  and  joints  of  the 
metacarpus  and  phalanges. 
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THE  ELBOW  JOINT. 


Dissection. — Should  the  ligaments  have  become  dry  they  may  he 
moistened  by  being  placed  in  water  for  a  short  time;  then  the  muscles 
and  tendons  surrounding  the  joint  must  be  removed,  and  the  ligaments . 
cleaned.' 

The  Elbow  Joint  is  formed  by  Ihe  lower  end  of  the  humerus  and  the 
upper  end  of  the  ulna  and  radius.  It  is  a  true  ginglymus,  or  hinge  joint, 
in  which  the  trochlear  surface  of  the  humerus  articulates  with  the  greater 
sigmoid  cavity  of  the  ulnar,  and  the  cup-shaped  depression  on  the  radial 
head  articulates  with  the  radial  portion  of  the  trochlear  surface  or  capitu- 
lum  vel  capitellum  of  the  humerus.  The  articular  surfaces  are  covered 
by  a  thin  layer  of  cartilage,  and  joined  by  four  ligaments — anterior,  pos- 


2.  Int.  lilt. 

3.  Orb.  Kg. 

4.  Oblique  Kg. 

5.  lutoss.  lig. 

6.  Int.  tuberosity. 


Fig.  100. — Ligaments  of  the  right  elbow  seen  from  the  inner  side, 

terior,  external,  and  internal  lateral.  These  are  more  or  less  continuous 
with  each  other,  forming  a  kind  of  capsule. 

The  Anterior  Ligament  is  a  thin  tibrous  layer  strongest  at  its  middle, 
and  its  fibres  are  separated  here  and  there  by  masses  of  fat.  Above,  it  is 
attached  around  the  upper  margin  of  the  coronoid  fossa,  and  below  to  the 
anterior  surface  of  the  coronoid  process  of  the  ulna  and  orbicular  ligament, 
being  continuous  at  the  sides  with  the  lateral  ligaments.  It  is  composed 
of  three  sets  of  fibres,  of  which  the  superficial  are  oblique  and  pass  from 
the  inner  condyle  down  and  out  to  the  orbicular  ligament.  Ihe  middle 
fibres  are  vertical,  and  extend  from  the  upper  part  of  the  coronoid  pit  and 
blend  with  the  preceding.  The  transverse  set  intersect  the  middle  fibres 
at  a  right  angle.  It  is  in  relation  hi  front  with  the  brachialis  anticus,  and 
behind  with  the  synovial  membrane. 

The  Posterior  Ligament  is  thinner  and  looser  than  the  anterior,  and 
consists  of  irregular  fibres,  which  are  attached  to  the  humerus,  just  above 
the  olecranon  fossa,  and  below  to  the  margin  ot  the  olecranon.  Ihe  uppei 
superficial  fibres  pass  transversely  across  the  olecranon  lossa.  The  deeper 

1  Before  opening  any  joint,  the  student  should  study  the  state  of  the  tendons  as  to 
tenseness  and  relaxation  iii  the  various  movements  of  which  tlie  joint  is  capable. 
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portion  is  made  up  of  vertical  fibres,  which  pass  from  the  upper  margin  of 
the  olecranon  fossa  to  the  margin  of  the  olecranon.  It  is  in  relation  in 
front  with  the  synovial  membrane,  and  belaud  with  the  triceps  and  an¬ 
coneus. 

The  External  Lateral  Ligament  is  a  short,  narrow,  rounded  fasciculus, 


Fig. 


1.  Humerus. 

2.  Ulna. 

3.  Radius. 

■4.  Ext.  hit.  lig. 

!i.  Ant.  band  of  ext.  hit. 
(i.  Its  post.  band. 

7.  Ant.  lig. 

S.  Synovial  meiub. 


joint.  External 


view. 


le^s  distinct  than  the  internal,  and  is  attached,  superiorly,  to  the  external 
humeral  condyle,  and  interiorly,  to  the  orbicular  ligament;  some  of  its 
hinder  fibres  passing  over  that  ligament  to  be  inserted  into  the  external 
margin  of  the  ulna.  The  tendon  of  origin  of  the  supinator  brevis  is  in- 
timately  adherent  with  it. 


1.  Ulna. 

2.  Trochlea  cut. 

3.  Brach.  ant. 

4.  Tendon  of  triceps. 

5.  Dotted  line  of  synovial  memb. 
5'.  Synovial  memb. 

(>  and  o'.  Placed  in  synovial  cavity. 


*IG.  1112.  ANTEUO- POSTERIOR  VERTICAL  SECTION  THROUGH  HUMEltO-ULNAIt 

OR  ELBOW  JOINT. 


a  di!re  Iinternal  Lateral  Ligament  is  thick  and  triangular,  and  consists  of 
whir.E1  m  antenor  and  posterior  part.  It  is  composed  of  radiating  fibres 
•by  its  •  1Vei^e  as  ^ey  descend.  The  anterior  portion  is  attached  above, 
apex,  to  the  front  of  the  internal  condyle,  and  below,  by  its  broad 
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base,  is  inserted  into  the  inner  margin  of  the  coronoid  process  and  greater 
sigmoid  cavity.  The  posterior  part  is  also  triangular,  but  not  so  strong  as 
the  anterior.  It  passes  from  the  end  and  back  part  of  the  inner  condyle 
to  the  inner  border  of  the  olecranon.  The  anterior  piece  passes  downwards 
and  forwards  and  the  posterior  down  and  back.  A  few  middle  fibres  join 
a  transverse  ligamentous  band  which  crosses  the  notch  between  the  ole¬ 
cranon  and  the  coronoid  process.  It  is  in  relation,  interrudly ,  with  the 
ulnar  nerve,  posterior  ulnar  recurrent  artery,  the  triceps  and  flexor  carpi 
ulnaris  ;  and  externally ,  with  the  synovial  membrane.  Small  articular 
vessels  and  nerves  enter  the  joint  by  openings  beneath  the  transverse 
band. 

Dissection. —  To  expose  the  articular  surfaces,  the  anterior  and  lateral 
ligaments  must  be  divided  near  their  upper  attachments  and  the  bones 


Medullary  canal 
of  humerus 


Brach.  ant. 
cut 


Triceps 


H  u  meins 
compact 
tissue 


Ext.  carp.  ulu. 


FlU. 


];);} _ External  portion  or  a  vertical  lonoitudixal  section  throuoii 

INNER  PART  OF  LEFT  ELBOW  IN  PRONATION. 


The  olecranon  and  coronoid  processes  with  the  ant.  and  post,  lifts,  and  synovial  cavity  are  shown  and  the  section 
of  the  trouble  i.  The  olecranon  bursa  is  not  represented. 


disarticulated;  but  before  doing  this  the  student  should  make  himself 
familiar  with  the  use  of  these  ligaments  as  given  in  the  following  para- 


&  Movements. — As  already  stated,  this  articulation  is  a  simple  hinge 
joint,  and  permits  only  of  flexion  and  extension.  The  formation  of  the 
humeral  trochlear  surface  with  its  eminences  and  depressions,  which  aie 
arcuately  fitted  to  the  opposing  surfaces  of  the  sigmoid  cavity  of  the  ulna, 
prevents  any  great  amount  of  lateral  motion. 

In  Flexion  the  radius  and  ulna  move  towards  the  humerus  and  leave  t  n 
rior  part  of  the  humeral  articular  surface  uncovered.  It  is  checker, 
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partly  by  the  posterior  ligament  and  the  hinder  part  of  the  internal  lateral, 
but  mainly  by  I  lie  meeting  <>(  the  coronoid  process  with  the  humerus. 
The  other  ligaments  are  relaxed. 


Brach.  an 


Sup.  Ion; 


Ext.  carp.  rad. 

Ext.  carp.  rad.  brev. 
Ext.  lat. 

Head  of  radius 
Orbie.  lig. 
Ext.  carp.  rad.  long. 

Sup.  long. 


Int.intmusc.  septum 


Origin  of  flex,  and  pro¬ 
nators  from  epitroeblea 
Ext.  lat.  lig. 

Trochlea 


Tend,  of  biceps 


_  Deep  fascia  covering 
flexors  and  pronators 


Fig.  1  91. — Muscular  relations  of  right  elbow.  Front  view. 


Img.  195. — Joint-surfaces  of  left 
radius  and  ulna,  seen  from  above. 


Fig.  196. — Olecranon  removed  from 

RIGHT  ULNA.  SEEN  FROM  ABOVE. 

a.  Lower  part  of  greater  sigmoid  cavity. 
a/.  Section  through  upper  part  of  it. 
b.  Cup-shaped  head  of  radius,  c.  Or¬ 
bicular  ligament. 


In  Extension  the  forearm  bones  pass  to  the  back  of  the  linmerus,  each 
0n  0Wn  articular  surface,  leaving  the  anterior  portion  of  the  humeral 
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articular  surface  uncovered.  The  anterior  ligament  and  the  anterior  piece 
of  the  internal  lateral  ligament  are  rendered  tense  ;  but  the  posterior  fibres 
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Fig.  197. — Right  elbow  joint  opened.  Anterior  view. 


of  the  internal  lateral  are  relaxed.  This  motion  is  mainly  checked  by  the 
meeting  of  the  olecranon  with  the  back  of  the  humerus. 


iussectiox  of  the  fever  lime. 


The  line  of  motion  is  nearly  in  a  vertical  plane,  whose  direction  is 
slightly  outwards,  and  owing  to  the  oblique  direction  of  the  lower  articular 
portion  of  the  humerus,  the  hand  falls  inside  the  arm  in  complete  flexion. 

Directions. — The  student  must  first  follow  the  reflexions  of  the  syno¬ 
vial  membrane,  and  then  study  the  articular  surfaces. 

The  Synovial  Membrane  lines  the  inner  surfaces  of  the  ligaments,  and 
passes  from  one  bone  to  the  other.  It  extends  upwards  on  the  humerus, 
and  lines  the  coronoid  and  olecranon  fossae,  being  vascular  and  loose  in 
these  positions.  Below,  it  is  prolonged  between  the  lesser  sigmoid  cavity, 


3.  Ulna. 


Synovial  merab. 

6.  Synov.  paunch. 

C.  Axis  of  rotation  of 
flexion  and  ex¬ 
tension. 


\ 


JL 

*> 


1.  Humerus. 

2  Radius. 

4.  Synov.  niemb. 

A'.  Line  joining  epi- 
trochl.  and  epi- 
cond. 

B.  Axis  of  rotation 
of  radius  round 
ulna. 


1.  Humerus. 

2.  Radius. 

3.  Synov. 

memb. 

4.  Synov. 

memb. 


A.  Front  view  of  a  transverse  vertical  section  through  left  elbow.  B.  Vertical  antero-posterior  section  through 
the  trochlear  and  greater  sigmoid  cavity.  C.  A  similar  section  through  the  radius  and  capitellum. 


the  inner  surface  of  the  orbicular  ligament,  and  the  circumference  of  the 
head  and  neck  of  the  radius.  It  is,  therefore,  extensive. 

Direction. — Before  dividing  the  posterior  ligament  and  separating  the 
bones,  the  dissector  should  seek  the  vessels  and  nerves  to  the  joint  and  be 
familiar  with  its  relations. 

The  Arteries  to  the  Joint  come  from  the  superior  and  inferior  profunda', 
anastomotic  magna,  recurrent  radial,  anterior  and  posterior  ulnar  recurrent 
and  posterior  interosseous  recurrent,  and  form  a  vascular  circle  around  the 
articulation. 
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The  Serves  come  from  (lie  ulnar  ;is  it  passes  between  the  olecranon  and 
inner  condyle,  and  t lie  musculo-cutaneous  also  supply  it. 

Relations. — In  front,  the  brachialis  anticus  ;  behind,  the  triceps  and 
anconeus  ;  externally,  the  supinator  brevis  and  the  tendon  of  origin  of  the 


Fig.  200.— Attachments  of  the  deep 

POSTERIOR  MUSCLES  OF  RIGHT  FOREARM. 


FiCr.  201.— Horizontal  transverse  sec¬ 
tion  THROUGH  ORBICULAR  LIGAMENT. 


extensors;  internally,  the  flexors  carpi  ulnaris  and  sublimis  digitorum, and 
the  common  tendon  of  the  other  extensors;  also  the  ulnar  nerve  and  pos¬ 
terior  interosseous  recurrent  artery. 

Joint  Surfaces. — The  lower  end  of  the  humerus  has  two  distinct 
articular  facets  for  the  radius  and  ulna.  The  radial  facet  is  on  the  outer 


1.  Olecranon. 

2.  Greatersijfmoid  cavity. 
Coronoid  process. 

I.  Insertion  of  bracli.  ant. 
5.  Orbicular  liyt. 


Fig.  202.— Front  view  of  joint-surfaces  of  left  ulna. 


side,  and  is  a  rounded  eminence  (capitellum)  chiefly  on  the  front  of  the 
bone,  being  covered  with  cartilage  on  its  anterior  aspect  only.  The  inner 
or  ulnar  surface  is  called  the  trochlea,  and  is  hollow  in  the  centre,  and 
limited  externally  and  internally  by  two  prominent  lips.  The  inner  lip, 
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by  its  prominence  below,  forms  an  expansion  which  is  adapted  to  an  in¬ 
ward  projection  of  the  coronoid  process  of  the  ulnar,  and  is  only  used  in 
flexion  ;  the  outer  lip  of  the  trochlea  is  everted  at  the  posterior  superior 
part,  and  forms  a.  surface  which  corresponds  to  another  on  the  outer  aspect 
of  the  olecranon,  which  is  only  used  in  complete  flexion,  and  which  does 
not  come  into  contact  with  any  other  part  of  the  humerus.  In  flexion 
and  extension  the  ulna  is,  of  course,  the  bone  chiefly  engaged,  and  moves 
forwards  and  backwards  on  the  trochlear  surface  of  the  humerus,  but  in 
these  motions  the  radius  also  moves  by  its  cup-shaped  depression  on  the 
capitulum,  by  a  ridge  internal  to  the  cup,  on  the  groove  between  that 
process  and  the  trochlea.  In  semiflexion  and  semi  pronation  (the  motions 


A.  Ulna. 

B  Radius. 

1.  Olecranon. 

2.  Tubercles  of  same. 

3.  Hamulus  of  same. 

4.  Great  sigmoid  cavity. 

5.  Coronoid  process. 

6.  Tuberosity  of  ulna. 

7.  Capitellum  ,, 

8.  Styloid  process  of  ulna. 

9.  Head  of  radius. 

10.  Neck 

11.  Tubercle  of  radius. 

12.  Styloid  processes. 

13.  Orbicular  ligt. 

14.  Oblique  ., 

15.  Interosseous  ligt. 

1(1.  Interartic.  fibro-eartilagc. 


Fig.  203.— Front  view  of  left 

ELBOW  .JOINT. 


A.  Humerus.  B.  Ulna.  C.  Radius.  1.  Trochlea. 
2.  Capitellum.  3.  Int.  lat.  and  1.  Ext.  lat.  iig. 
5.  Orbicular,  and  (i.  Oblique  lig. 


Fig.  204.— Ligaments  between  left 

RADIUS  AND  ULNA.  FRONT  VIEW. 


of  pronation  and  supranation  take  place  not  in  the  humero-ulnar 
joint,  but  in  ibe  radio-ulnar)  it  is  most  completely  in  contact  with  the 
capitulum.  In  complete  flexion  the  anterior  margin  of  the  radial  head 
rests  against  the  depression  above  the  capitellum,  and  in  complete  ex¬ 
tension  and  supination,  the  anterior  border  of  the  head  of  the  radius  is 
only  just  in  contact  with  the  inferior  surface  of  the  capitellum.  The  joint 
between  the  capitulum  and  radius  is  an  arthroidal  one. 

Radio-Ulnar  Articulations. — The  bones  of  the  forearm  are  connected 
by  joints  at  their  upper  and  lower  ends,  and  by  an  interosseous  ligament 
between  their  sheaths,  forming,  1,  a  superior  l'adio-ulnar;  2,  middle  radio¬ 
ulnar;  and,  3,  inferior  radio-ulnar  joints. 
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Superior  Radial  Ulnar  Joint. — In  this  articulation  are  the  inner  side 
of  the  circumference  of  the  radial  head  and  the  lesser  sigmoid  cavity  of  the 
ulna.  It  is  a  lateral  ginglymus,  and  its  surfaces  are  covered  with  cartilage 
and  lined  by  a  pouch  of  the  synovial  membrane  of  the  elbow  joint,  and  it 
has  but  one  ligament. 

The  Orbicu  lar  or  A  nnular  Lii/ameut  is  a  st  rong  flat  band  of  ligamentous 
fibres  about  a  quarter  of  an  inch  wide.  It  is  stronger  behind,  and  forms  four- 
fifths  of  a  circle  which  surrounds  the  head  of  the  radius,  keeping  it  firmly  in 


1  2  3.  Ant.  radio  carp. 

4.  Fibro-cart. 
b.  Ulno-carp. 

6  7  8.  Intercarp. 

9.  Trapezo-scaphd. 

10.  Magno  cuneiform. 

11.  Trapezo-metacarp.  dors. 

12.  „  „  palm. 

13.  Ligament  from  trapezium  to 

second  and  third  metacarpals. 

14.  Transverse  basal  intermetacarpnl. 

15.  Oblique  carpo-metacarp. 

16.  Lat.  lig.  of  phalanges. 

1 7.  Fibrous  sheath  of  flexors. 

IS.  Tendons  of  sublimis  and  profundus. 

19.  Insertions  of  sublimis. 

20.  Insertion  of  profundus. 

21.  Tendon  of  sublimis. 

22.  Tend.  flex,  profund. 

23.  Intoss.  lig.  The  transverse  ligs. 

between  the  heads  of  the  meta¬ 
carpals  are  shown. 


I'm.  2('B. — LIGAMENTS  of  wrist,  carpus,  metacarpus,  and  phalanges  of 
left  hand.  Palmar  aspect. 


relation  with  the  ulna,  and  is  attached  by  its  extremities  to  the  anterior 
and  posterior  parts  of  the  lesser  sigmoid  cavity  of  the  ulna.  It  is  broader 
at  the  upper  part  of  its  circumference,  and  there  securely  keeps  t  he  radius 
in  its  position.  Its  lower  edge  is  free  and  fits  round  the  neck  of  the  radius. 
Its  outer  surface  is  strengthened  by  the  external  lateral  ligament  ot  the 
elbow,  and  the  supinator  brevis  arises  from  it.  Its  inner  surface  is  smooth 
and  covered  bv  the  synovial  membrane,  and  parts  ot  the  externa  am 
anterior  ligaments  of  I  lie  elbow  are  connected  with  its  upper  boldei. 
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The  Synovial  Membrane  is  continuous  with  that  of  the  elbow,  and 
projects  below  between  the  lower  margin  of  the  annular  ligament  and  (he 
neck  of  (he  radius. 

Movements. — These  are  limited  to  rotation  of  the  head  of  the  radius 
upon  the  lesser  sigmoid  cavity  of  the  ulnar,  within  the  annular  ligament. 
Forward  rotation  is  called  pronation ,  and  rotation  backwards  is  termed 
supination.  These  movements  will  he  more  fully  described  when  the  other 
radial  articulations  have  been  studied. 

Middle  Radio-Ulnar  Ligaments. — Two  ligaments  connect  the  shafts  of 
the  radius  and  ulna;  they  are  the  interosseous  and  oblique. 

The  Oblique  or  Round  Ligament,  or  ligament  of  Weitbricht,  is  a  slender 
roundish  band  above  the  interosseous  membrane,  and  passes  down  and  out, 
having  an  opposite  direction  to  that  of  the  interosseous  membrane,  and  is 
attached  above  to  the  tubercle  of  the  ulna  at  the  base  of  the  coronoid 
process,  and  interiorly  to  the  radius  just  below  the  bicipital  tuberosity.  It 
divides  the  space  above  the  interosseous  membrane  into  two  parts,  and 
appears  to  be  a  substitute  for  it  in  this  position;  but  it  is  sometimes 
absent.  As  just  stated,  it  passes  from  the  ulna  to  the  radius,  while  the 
interosseous  ligament  passes  from  the  radius  to  the  ulna.  The  posterior 
interosseous  artery  passes  to  the  back  between  the  oblique  ligament  and  the 
upper  border  of  the  interosseous  membrane. 

The  Interosseous  Ligament  or  Membrane  is  a  broad,  thin,  aponeurotic 
layer,  which  passes  obliquely  down  and  in  from  the  interosseous  ridge  of 
the  radius  to  that  of  the  ulna.  It  forms  an  incomplete  septum  between 
the  muscles  of  the  front  and  back  of  the  forearm.  It  is  deficient  above  at 
its  superior  border,  which  is  about  an  inch  below  the  radial  tubercle.  This 
space  (hiatus  interosseus)  transmits  the  posterior  interosseous  vessels. 
At  its  middle  it  is  broader  (ban  at  either  end,  and  it  has  an  oval  aperture 
just  above  its  lower  margin  through  which  the  anterior  interosseous  artery 
passes  to  the  back  of  the  forearm.  There  are  also  smaller  apertures  in  it 
for  the  passage  of  blood-vessels.  This  ligament  connects  the  bones  and 
gives  origin  to  the  deep  flexors  and  extensors.  On  its  posterior  surface  are 
two  or  three  fibrous  bands  which  pass  obliquely  from  the  ulna  towards  the 
radius,  having  a  direction  opposite  to  those  of  the  other  fibres  of  this 
membrane,  and  similar  to  that  of  the  oblique  ligament. 

Relations. — In  front ,  at  its  upper  three-fourths,  with  the  flexor 
profundus  digitorum,  on  the  inner  side  the  flexor  longus  pollicis,  on  the 
outer  and  between  them  the  anterior  interosseous  vessels  and  nerve.  At 
its  lower  fourth  with  the  pronator  quadratus.  Behind  it  are,  from  above 
downwards,  parts  of  the  supinator  brevis,  extensor  ossis  metacarpi  pollicis, 
primi  and  secundi  internodii  pollicis  and  extensor  indicis,  and  near 
the  wrist  are  the  anterior  interosseous  artery  and  posterior  interosseous 
nerve. 

Directions. — The  annular  ligaments  and  tendons  must  be  removed 
from  both  surfaces  of  this  and  (he  wrist  joint,  and  the  ligaments  cleaned. 
The  student  should  first  dissect  the  wrist  joint,  and  when  that  is  done 
he  will  be  able  to  more  thoroughly  examine  the  lower  radio-ulnar  articula¬ 
tion. 

The  Radio-Carpal  or  Wrist  Joint  is  an  arthrodia,  but  has  some  of  (lie 
characteristics  of  an  enarthrodial  joint.  It  is  formed  by  the  lower  end  of 
the  radius  and  under-surface  of  the  triangular  fibro-eartilage  above,  and 
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the  upper  surface  of  the  scaphoid,  semilunar,  and  cuneiform  hones  below. 
There  are  four  ligaments  uniting  the  osseous  surfaces,  which  are  coated  by 
a  thin  layer  of  cartilage.  The  ligaments  are,  anterior,  posterior,  and  two 
lateral.  The  pisiform  bone  has  nothing  to  do  with  this  joint,  and  the 
ulna  is  excluded  from  it  by  the  triangular  tibro-cartilage. 

The  Anterior  Ligament  is  a  broad  fibrous  band  consisting  of  three 
fasciculi.  Some  of  its  fibres  have  a  nearly  transverse  direction,  and  others 
diverge  as  they  descend.  It  is  attached  above  to  the  anterior  margin  of 
the  lower  end  of  the  radius,  to  its  styloid  process,  to  the  fibro-cartilage  and 
to  the  ulna;  and  its  fibres  pass  obliquely  down,  and  in  and  out,  to  be  in¬ 
serted  into  the  palmar  surfaces  of  the  scaphoid,  semilunar,  and  cuneiform 
bones,  partly  blending  with  the  palmar  carpal  ligaments.  It  is  perforated 
by  many  vessels,  and  is  in  contact,  in  front,  with  the  tendons  of  the 
flexor  profundus  and  longus  pollicis,  and  behind,  with  the  synovial 
membrane. 

The  Posterior  Ligament  is  also  membranous,  but  not  so  thick  and 


A.  Ulnar. 

B.  Ratlins. 

3.  Ant.  ra'lio-ulnar. 

4.  Ant.  rsulio-carpal. 

0.  Ant.  intcrcarpal. 

(i.  Ant.  intermetacarpal. 

7.  Ext.  lat.  of  carpus. 

8.  lilt.  .,  „ 

9.  Piso-metaearpal. 

10  ami  11.  Carpo-uieta- 

carpal. 

12.  Ant.  annlr.  lig.  (cut). 

Kir..  206. — Ligaments  ok  bight  whist,  carpus,  and  metacarpus. 

Back  view,  beet  hand. 

1  to  o  arc  the  metacarpal  bones. 

strong  as  the  anterior.  It  is  attached  to  the  posterior  border  of  the  lower 
end  of  the  radius  and  fibro-cartilage,  and  its  fibres  pass  down  and  in,  to  be 
inserted  on  the  dorsal  surface  of  the  scaphoid,  semilunar,  and  cuneiform 
bones,  being  continuous  with  the  dorsal  carpal  ligaments.  It  is  in  relation, 
in  front,  with  the  synovial  membrane,  and  behind,  with  the  extensor 
tendons. 

The  External  Lateral  Ligament  (Tladio-carpnl)  is  a  short,  strong  band 
passing  from  the  apex  of  the  styloid  process  of  the  radius  to  a  rough  surface 
on  the  outer  side  of  the  scaphoid,  some  ol  its  fibres  going  to  the  trapezium 
and  anterior  annular  ligament. 

The  Internal  Lateral  Ligament  is  round,  but  longer  and  smaller  than 
the  external.  It  extends  from  tin'  end  of  the  styloid  process  of  the  ulnar, 
and  divides  into  t  wo  fasciculi,  one  of  which  is  ati ached  to  the  rough  upper 
and  inner  part  of  the  cuneiform;  the  other  to  the  pisiform  bone  and 
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annular  ligament,  and  in  continuous  with  the  internal  lateral  ligament  of 
the  carpus. 

Dissection. — To  expose  the  synovial  membrane  and  joint  surfaces,  cut 
through  the  posterior  ligament  near  the  carpus  and  separate  the  bones, 
after  having  studied  the  movements  of  the  wrist. 

1  he  bynovial  Mend) reive  passes  from  the  radius  and  triangular  fibro- 
cartilage  to  the  inner  surface  of  the  ligaments,  and  after  lining  these, 
passes  to  the  margins  of  the  opposite  surfaces  of  the  carpal  bones  above 
theii  intei  osseous  ligaments.  I  his  joint  sometimes  communicates  with 
the  inferior  radio-ulnar  articulation  through  an  aperture  in  the  triangular 
fibro-cartilage  which  separates  the  two. 

R( lotions.  In  front,  the  flexor,  and  behind  the  extensor  tendons. 
At  its  outei  and  back  part  is  the  radial  artery,  and  the  ulnar  artery  is  near 
to  its  lower  and  inner  part,  in  front.  The  anterior  and  posterior  carpal 
arteries  and  posterior  interosseous  nerve  are  also  in  contact  with  it. 

Serves. — Ihe  ulnar  and  posterior  interosseous. 


A.  Radius. 

B.  Ulna. 

1.  Post,  radio- ulnar. 

2.  Post,  radio-carpal. 

3.  Ext.  latl. 

4.  Dorsal  intercarpal. 
S  and  6.  Carpo-meta- 

carpal. 

7.  Intermetacarpal. 


Fin.  207.— Ligaments  op  kioht  wrist,  carpus,  and  metacarpus. 

Front  view,  left  hand. 

1  to  0  are  the  metacarpal  bones. 

The  Arteries  are  the  anterior  and  posterior  carpal  and  the  radial  and 
ulnar,  ascending  branches  from  the  deep  palmar  arch,  and  anterior  and 
post erior  i nterosseoi is. 

Movements — The  wrist  has  most  of  the  properties  of  a,  condyloid 
articulation,  and  is  capable  of  flexion,  extension,  abduction,  adduction,  and 
circumduction,  but  is  quite  incapable  of  the  rotation  movements  which  are 
characteristic  of  true  enarthrodial  joints. 

In  Flexion  the  hand  passes  forwards  and  inwards,  and  the  first  row  of 
carpal  bones  glides  from  before  back  on  the  radius  and  projects  behind, 
stretching  the  posterior  ligament. 

In  Extension  the  hand  is  carried  back  and  out,  and  the  first  row  of 
carpal  bones  moves  in  the  opposite  direction  and  renders  the  anterior 
ligament  tense.  This  movement  is  freer  than  flexion. 

.A1?  ^‘'Fiction  the  outer  border  of  the  hand  is  drawn  away  from  the 
1  1  1  ‘ne  the  limb,  and  the  carpal  bones  move  transversely  inwards. 
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The  internal  lateral  ligament  is  rendered  tense,  and  the  motion  is 
checked  by  the  meeting  of  the  styloid  process  of  the  radius  with  the 
scaphoid. 

In  Adduction  the  hand  is  moved  towards  the  ulnar  side  and  the  carpal 
bones  pass  1  ransversely  outwards.  This  motion  is  freer  than  abduction,  and 
is  limited  by  the  external  lateral  ligament. 

Joint  Surfaces. — The  triangular  articular  surface  of  the  radius  is  divided 
by  an  antero-posterior  line  into  an  outer,  triangular  and  an  inner  square¬ 
shaped  surface,  and  these  with  the  triangular  fibro-cartilage  form  an  arch 
which  receives  the  upper  convex  ends  of  the  first  row  of  carpal  bones.  The 
scaphoid  is  received  into  the  outer  radial  facet,  the  semilunar  into  the 
square-shaped  facet,  and  triangular  fibro-cartilage,  while  the  cuneiform  is 
in  contact  with  the  ligaments;  but  sometimes  the  fibro-cartilage  is  divided 
between  the  semilunar  and  cuneiform,  the  smaller  part  of  it  being  for  the 
latter  bone,  which  is  also  in  contact  with  the  ligaments. 

Circumduct  ion. — In  this  movement  the  hand  describes  a  cone  whose 
base  is  at  the  fingers  and  apex  at  the  wrist,  and  this  being  a  combination 
of  the  four  other  movements,  it  necessarily  moves  most  freely  in  the 
directions  in  which  movement  is  freest  ;  viz.  in  extension  and  adduction. 

Flexion  of  the  hand  is  produced  by  the  flexor  carpi  radialis,  palmaris 
longus,  flexor  carpi  ulnaris,  supinator  longus,  flexors  sublimis  and  profundus, 
flexor  longus  pollicis  and  extensor  ossis  metacarpi  pollicis. 

1.  Radius. 

2.  ]  ts  surface  for  scaphoid. 

3.  Surface  for  semilunar. 

4.  Styloid  of  ulna. 

5.  Triang.  lig. 

6.  Aperture  in  fibro-cartilage. 

Fig.  208. — Left  radio-carpal  articular  surfaces,  seen  from  below. 

Extension  is  brought  about  by  the  extensors  carpi  radialis  longior  and 
brevior,  extensor  communis  digitorum,  extensor  minimi  digit i,  extensor 
carpi  ulnaris,  extensor  indicis,  and  extensor  primi  and  secundi  internodii 
pollicis. 

Abduction  by  the  flexor  carpi  radialis,  extensor  carpi  radialis  longior 
and  brevier,  extensor  ossis  metacarpi,  and  extensors  primi  and  secundi  in¬ 
ternodii  pollicis. 

Adduction  by  the  flexor  and  extensor  carpi  ulnaris. 

Inferior  Radio-Ulnar  Joint. — The  lower  semilunar  end  of  the  radius, 
which  is  concave,  and  the  head  of  the  ulna,  which  is  convex  to  fit  into  it, 
and  a  fibro-cartilage  and  synovial  membrane,  are  the  structures  which 
enter  into  the  composition  of  this  joint.  It  will  be  noticed  that  this  ar¬ 
rangement  is  the  opposite  of  that  between  the  upper  ends  of  the  bones. 
The  articular  surfaces  are  covered  by  a  thin  layer  of  cartilage,  and  connected 
by  scattered  ligamentous  fibres,  forming  a  sort  of  capsule,  which  are  named 
according  to  their  position.  This  joint  is  a  lateral  ginglymus. 

The  A  nterior  lladio-Ulnar  Ligament  is  a  narrow  band,  extending  from 
1  he  anterior  border  of  the  sigmoid  cavity  of  1  he  radius  to  t  he  ant  erior  surface 
of  the  head  of  the  ulna. 

The  Posterior  lladio-Ulnar  Ligament  passes  between  similar  spots  at 
the  back  of  the  joint. 

The  Triangular  Fihro-Cartilage  is  a  thickish  plate  passing  transversely 
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beneath  the  head  of  the  ulna,  and  fixing  it  to  the  radius.  It  is  attached 
by  its  base,  which  is  thin,  to  a  lidge  separating  the  sigmoid  cavity  of  the 
radius  from  its  carpal  articulating  surface,  and  by  its  apex  to  a  depression 
at  the  root  of  the  styloid  process  of  the  ulna  and  to  the  side  of  that  process.1 
This  depression  separates  the  head  of  the  ulna  from  the  styloid  process. 
It  is  thicket  at  its  margins  than  in  its  centre,  which  is  occasionally  perfor¬ 
ated.  Its  borders  are  united  to  the  anterior  and  posterior  lkmments.  Its 
upper  surface  is  smooth  and  concave,  and  looks  towards  the  ulna.  Its  lower 


Fig. 


1.  Radius. 

2.  Ulna. 

3.  Scaphoid. 

4.  Semilunar. 

5.  Cuneiform. 

6.  Triangular  fibro-cartilage. 


209.— Vertical  transverse  section  through  radio-carpal  and 
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siuface  is  also  smooth  and  concave,  and  faces  towards  the  cuneiform  bone, 
forming  part  of  the  socket  for  the  carpal  bones.  Both  surfaces  are  lined 
by  a  synovial  membrane.  The  lower  one  by  the  synovial  membrane  of  the 
wrist,  and  the  upper  by  one  which  is  peculiar  to  the  radio-ulnar  articulation. 
The  student  will  observe  that  this  cartilage  enters  into  the  wrist  and  lower 
radio-ulnar  joints.  It  also  separates  the  carpal  from  the  ulnar  articulating 
surface  of  the  radius,  and  prevents  the  lower  end  of  the  ulnar  entering 
into  the  wrist  joint,  except  in  those  eases  in  which  it  is  perforated. 


A.  Ulnar. 

13.  Radius. 

1.  Ulnar  styloid  process. 

2.  Outer  facet  of  radius. 

3.  Inner  ,,  ,, 

4.  Triangular  flbro-cartilage. 

5.  Ligamentum  suberuentum. 

G.  Ant.  and  post.  ligs.  (cut). 

Fig.  210. — Radio-carpal  joint-surfaces.  Left  side. 

-The  Synovial  Membrane  of  this  joint  is  very  loose,  and  is  called  the 
m embrana  sacciform is.  It  extends  upwards  between  the  radius  and  ulna, 

‘  and  horizontally  inwards  between  the  fibro-cartilage  and  ulna,  and  is  very 
°ose  at  the  point  where  it  is  reflected  from  the  ulna  to  the  radius.  It 
usua  y  contains  a  large  amount  of  synovia.  If  the  fibro-cartilage  be  per¬ 
orated,  this  membrane  is  continuous  with  that  of  the  wrist. 

■‘Movements  of  the  Radius. — In  the  upper  radio-ulnar  articulation,  the 

called V i'*.  *?metimes  connected  to  the  apex  and  sides  of  the  ulnar  pit  by  a  ligament 
le  ltJ<MRentum  suberuentum  because  vessels  pass  along  it.  .See  tig.  210. 
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head  of  the  radius  is  received  into  the  lesser  sigmoid  cavity  of  the  ulna. 
In  the  lower  joint,  the  head  of  the  ulna  is  received  into  the  sigmoid  cavity 
of  the  radius.  This  mechanism  only  permits  of  rotation  of  the  radius 
round  the  upper  and  lower  ends  of  the  ulna,  and  the  radius  is  prevented 
being  displaced  by  the  orbicular  ligament  above,  and  the  fibro-cartilage 
below.  A  third  articulation,  the  humero-radial,  is  also  engaged  in  the 
rotatory  movements  of  the  radius. 

In  Proncition ,  which  is  forward  rotation,  the  upper  end  of  the  radius 
passes  from  without  inwards,  within  the  annular  ligament,  and  without 
changing  its  position  to  the  upper  end  of  the  ulna;  but  the  lower  end 
moves  over  the  ulna,  from  the  outer  to  the  inner  side,  and  its  shaft 


obliquely  crosses  that  of  the  ulna,  describing  half  a  circle,  and  carries  with 
it  the  fibro-cartilage,  which  is  movable  at  its  insertion.  The  absence  ol 
ligamentous  attachments  to  the  upper  end  of  the  radius  facilitates  the 
movements  at  the  upper  articulation.  The  cup  of  the  radius  rotates  for¬ 
wards  in  pronation,  and  backwards  in  supination,  on  the  capitellum,  while 
its  raised  border  glides  on  the  oblique  surface  which  is  between  the  con¬ 
dyle  and  the  outer  border  of  the  trochlear  surface. 

In  Supination  the  sigmoid  cavity  of  the  radius  glides  backwards  on 
the  articular  surface  of  the  ulna,  and  the  upper  end  of  the  bone  rotates 
within  the  orbicular  ligament  from  within  outwards.  The  posterior  liga- 
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ment  checks  pronation,  and  the  anterior  limits  supination.  The  inter¬ 
osseous  ligament  is  tense  in  supination,  but  loose  in  pronation 

In  these  motions  the  radius  alone  is  movable,1  and  revolves  round  a 
vertical  line  which  is  inside  its  shaft,  and  which  extends  up  through  the 
head  and  neck  of  the  bone,  and  down  through  the  centre  of  a  circle  of 
which  the  lesser  sigmoid  cavity  of  the  ulna  is  a  segment.  If  this  line  be 
prolonged  upwards  it  will  pass  through  the  centre  of  the  humeral  head. 


Fic. 


i 


1.  Post.  rad.  carp. 

2.  Ii_t.  lat. 

3.  Ext.  lat. 

4.  Dorsal  carp. 

5.  Deep  carpal. 

6.  Magno-unciform. 

7.  Trapezio-metacarp. 

8.  Carpo- metacarp. 

9.  Transverse  intermetacarp. 

10.  Interplialangeal. 

11.  Fibrous  expansion  from  extensors 

to  the  lateral  metacarpo-plialau- 
geal  ligaments. 

12.  Intoss.  lig. 


212.— Ligaments  of 


BACK  OF  \\  Itl.ST,  CAKPAL,  METACARPAL,  AND  PHALANGEAL 
ARTICULATIONS  OF  LEFT  HAND. 


Tf°U0WS.thf  radius  \n  its  movements,  being  almost  completely 
•mu  ott  from  articulating  with  the  ulna  by  the  fibro-cartilage. 

1  ronation  is  produced  by  the  pronators  teres  and  quadratic,  and  partly 
y  nie  flexor  carpi  radiahs  and  extensor  carpi  radialis  Ion  .nor. 

Supination  is  effected  by  the  biceps  and  supinator  brevis. 

surgical  Applications.— These  movements  cease  in  fracture  of  either 

these  movemont<mlinilriiVR,W’  l)Ut  1,10  lower  011,1  the  ulna  rotates  on  (lie  radius  in 

mtnts>  an<l  1  have  a  paper  in  preparation  which  I  think  will  demonstrate  this  fact. 
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bone  of  the  forearm.  If  the  ulna  be  broken  it  cannot  support  the  radius 
in  its  rotation,  and  if  the  radius  be  broken  it  cannot  move  in  its  entirety. 
In  setting  fractures  of  one  or  both  bones  the  splints  should  be  applied 
with  the  hand  supinated,  because  then  the  bones  are  most  separated,  and 
lie  side  by  side.  After  the  splints  have  been  applied  the  hand  may  be 
placed  in  a  semi-prone  position,  and  it  and  the  forearm  supported  in  a 
large  sling. 

Joints  of  the  Carpus.— These  are,  first,  the  articulations  of  the  first 
carpal  row;  second,  those  of  the  second ;  and  third,  those  of  the  two  rows 
with  each  other.  The  pisiform  does  not  enter  into  the  carpal  articulation, 
but  has  a  separate  one  with  the  cuneiform. 

Dissection. — Remove  all  the  tendons  and  cellular  tissue  from  the 


8. 

9. 


12 

13 

14 

15 


Styloid  of 


j  Intoss,  liga- 
|  ments,  carp.  12 
f  and  meta-  1 1 
)  carp. 


Articular  surface  cf  ulna 


7.  Semilunar 
Int.  lat.  lig. 


10.  Magnum. 

11.  Unciform. 


Trapezium. 

Trapezoid. 


Fig.  213. — Posterior  view  of  articulations  about  left  wrist. 


hand,  clean  the  ligamentous  bands,  and  define  the  bands  passing  from  the 
pisiform  to  the  unciform  and  fifth  metacarpal  bones;  also  prepare  the 
ligaments  connecting  the  second  row  of  carpal  bones  with  each  other  and 
with  the  metacarpals. 

Joints  of  the  First  Row. — These  are  arthrodia.  The  articular  surfaces 
are  coated  with  a  thin  layer  of  cartilage,  and  united  by  two  dorsal,  two 
palmar,  and  two  interosseous  ligaments. 

Of  the  three  bones  of  the  first  row  which  enter  into  these  joints,  the 
middle  one,  the  semilunar,  is  joined  to  the  lateral  bones  ;  namely,  the 
scaphoid  on  the  outer  and  the  cuneiform  on  the  inner  side. 

The  Palmar  Lit/aments  are  transverse,  less  strong  than  the  dorsal,  and 
placed  deeply  under  the  anterior  annular  ligament. 
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The  Dorsal  Ligaments  are  also  transverse,  passing  across  the  backs  of 
these  bones. 

The  Interosseous  Ligaments  connect  (lie  semilunar  with  the  scaphoid 
and  cuneiform,  and  are  two  narrow  bundles  of  fibrous  tissue  on  a  level 
with  the  upper  surface  of  these  bones,  and  complete  the  lower  wall  of  the 
radio-carpal  joint.  Their  upper  surfaces  are  smooth  and  lined  by  the 
synovial  membrane  of  the  wrist. 

The  Pisiform  is  joined  to  the  front  of  the  cuneiform  by  a  capsular 
ligament  and  separate  synovial  membrane.  It  has,  besides,  two  strong 
ligamentous  bands,  which  connect  it  below  with  the  unciform  and  fifth 
metacarpal  bones.  Occasionally  it  is  connected  with  other  metacarpal 
bones.  The  tendon  of  the  flexor  carpi  uluaris  is  partly  inserted  into  it, 
and  sometimes  its  synovial  cavity  communicates  with  the  radio-carpal 
joint. 

Joints  of  the  Second  Row. — These  likewise  are  arthrodia,  and  are  con¬ 
nected  by  three  dorsal,  three  palmar,  and  three  interosseous  ligaments. 


rr. 

o 

o 

a 

If. 


Fig.  214. — Vertical  transverse  section  through  the  joints  about  the  left 
wrist.  To  show  the  synovial  cavities.  Palmar  aspect. 

The  Palmar  Bands  pass  transversely  between  the  trapezium  and 
trapezoid,  the  trapezoid  and  os  magnum,  and  the  magnum  and  unciform. 

The  Three  Dorsal  have  a  similar  arrangement  on  the  dorsal  aspect. 

ihe  Interosseous  Ligaments  are  usually  three,  but  sometimes  only 
two.  They  are  much  thicker  than  those  of  the  first  row,  passing  between 
the  contiguous  rough  surfaces  of  the  ossicles.  There  is  a  strong  one 
between  the  magnum  and  unciform,  another  one  between  the  trapezium 
<*nd  trapezoid,  and  a  slender  one  between  the  magnum  and  trapezoid. 
Sometimes  there  is  a  small  one  between  the  magnum  and  scaphoid.  This 
junction  of  the  first  to  the  second  row  ol  carpal  bones  by  means  of  an 
interosseous  band  is  rare.  It  may  subdivide  the  large  intercarpal  syno- 
Vla  membrane,  or  it  may  be  perforated  by  it. 
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Joints  of  the  Two  Rows  with  each  other. — The  ligaments  connecting 
these  are  anterior  or  palmar,  posterior  or  dorsal,  and  external  and  internal 
lateral. 

The  Anterior  Ligaments  consist  of  strong,  short,  irregular  fibres, 
which  pass  obliquely  between  the  two  rows  on  the  palmar  surface  (the 
pisiform  being  excepted)  :  they  converge  towards  the  magnum. 

The  Posterior  Ligaments  are  longer  and  looser  fibres  passing  obliquely 
between  the  bones. 

The  Lateral  Ligaments  are  very  short.  The  external  is  the  stronger 
and  more  distinct,  and  passes  between  the  scaphoid  and  trapezium.  The 
internal  connects  the  cuneiform  and  unciform.  They  are  continuous  with 
the  lateral  ligaments  of  the  wrist  joint. 

Dissection. — Divide  the  lateral  and  posterior  ligaments,  connecting 
the  two  rows  so  as  to  open  the  joint  from  behind;  separate  the  articular 
surfaces,  so  that  they  and  the  synovial  membrane  may  be  studied. 

The  Common  Synovial  Membrane  of  the  carpus  is  complicated  and 
extensive.  It  lines  the  under  surfaces  of  the  three  bones  of  the  first  row, 
sending  two  processes  upwards  between  their  adjacent  surfaces.  It  then 
passes  over  the  upper  surfaces  of  the  second  row,  and  sends  downwards 
three  prolongations  between  them.  These  line  their  adjoining  surfaces 
and  cover  the  carpal  ends  of  the  four  inner  metacarpal  bones.  The  joint 
between  the  pisiform  and  cuneiform  has  usually  a  separate  synovial  mem¬ 
brane. 


Fig.  214a. — Transverse  section  through  the  bones  op  the  forearm  to  show 

THE  ATTACHMENTS  OP  THE  INTEROSSEOUS  LIGAMENTS  AND  THE  SURFACES  AND 
BORDERS  OF  THE  RADIUS  AND  ULNA. 

The  four  lines  radiating  from  1  go  to  the  anterior  surfaces  and  borders  of  both  bones,  and  those  from  2  to  their 
posterior  surfaces  and  borders.  3.  External  surface  ol  radius.  4.  Internal  surface  of  ulna.  5.  External 
border  of  ulna.  U.  Internal  border  of  radius. 

Articular  Surfaces. — There  is  a  joint  in  the  middle  formed  by  the 
head  of  the  os  magnum  being  received  into  a  cavity  formed  by  the  sca¬ 
phoid  and  semilunar  bones.  This  is  a  condyloid  joint.  There  are  two 
other  joints  ;  one  on  the  outer  side  of  this,  formed  by  the  projection  of  the 
scaphoid  being  received  into  the  hollow  formed  by  the  trapezium  and 
trapezoid.  This  is  also  of  the  condyloid  variety.  The  joint  on  the  inner 
side  is  formed  by  the  unciform  being  received  into  a  lmllow  of  the  cunei¬ 
form.  This  is  more  of  the  nature  of  an  arthrodia  A  thin  layer  of  carti¬ 
lage  covers  the  joint  surfaces. 

The  student  must  observe  that  the  outermost  bone  of  the  first  row 
forms  a  projection  which  is  received  into  a  hollow  formed  by  the  two  outer 
bones  of  the  second  row,  and  this  hollow  is  much  below  the  level  of  the 
other  bones  of  this  row.  The  two  inner  bones  of  the  first  row,  and  part 
of  the  outer,  form  a  hollow  to  receive  the  condyloid  projection  of  the  os 
magnum  and  unciform.  There  is  thus  a  sort  of  compensatory  arrange¬ 
ment,  a  mutual  giving  and  receiving,  as  what  one  row  takes  from  another 
by  means  of  its  projection,  it  to  some  extent  gives  back  by  means  of  its 
corresponding  hollow. 
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Movements. — The  motions  between  the  bones  of  (lie  first  and  second 
rows  between  themselves  are  limited  to  a  slight  degree  of  gliding.  The 
articular  surfaces  are  flat,  and  the  interosseous  ligaments  short,  and  there 
is  more  motion  permitted  in  the  lirsl  row  than  in  the  second,  because  (he 
interosseous  ligaments  are  looser  or  sometimes  non-existent. 

The  Inter-  or  Carpo-Carpal  Movements ,  i.e.  those  between  (lie  bones 
of  the  two  rows,  consist  of  flexion  and  extension,  and  although  the  joint 
is  in  part  doubly  condyloid,  no  rotation  or  lateral  motion  is  permitted, 
unless  the  bones  be  slightly  separated,  and  then  these  are  very  small.  In 
the  ordinary  condition,  rotation  and  lateral  motion  are  prevented,  not  only 
by  the  ligaments,  but  by  the  inner  part  of  the  scaphoid  striking  against 
the  os  magnum,  and  by  the  cuneiform  impinging  against  the  unciform. 

Flexion. — In  this  movement  the  palm  of  the  hand  approximates  to 
the  anterior  surface  of  the  forearm.  The  magnum  and  unciform  glide 
backwards  on  the  upper  carpal  row,  and,  projecting  behind,  render  tense 
the  posterior  ligament.  It  is  more  limited  than  extension,  and  is  checked 
by  the  contact  of  the  bones  and  by  the  extensor  tendons. 

Extension. — In  this  movement  the  dorsum  of  the  hand  is  approxi¬ 
mated  to  the  dorsal  surface  of  the  forearm.  It  is  called  dorsi-fiexion  by 
Meyer.  It  is  more  extensive  than  flexion,  and  the  head  of  the  magnum, 

1.  Tendons  of  ext.  oss.  Diet, 
poll,  and  primi  intnodii. 

2.  Exts.  carp.  rad.  long,  and 
brev. 

3.  Ext.  secundi  intnod.  poll. 

4.  Ext.  com.  and  indicis. 

5.  Ext.  carp,  ulnaris. 


Fig.  215. — Vertical  transverse  section  of  left  radius  and  ulna  just 

ABOVE  THE  WRIST. 

The  ext.  min.  dig.  is  not  shown,  but  lies  equidistant  between  4  and  5,  between  the  bones. 
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and  upper  part  of  the  unciform,  glide  forwards  on  the  hollow  of  the  upper 
row  until  motion  is  checked  by  the  meeting  of  the  bones  and  by  the 
anterior  ligaments  and  flexor  tendons.  Over-extension  is  permitted  to 
some  degree  in  the  radio-carpal,  inter-  or  carpo-carpal  joints,  because  the 
upper  articular  surfaces  of  both  rows  of  carpal  bones  are  prolonged  further 
on  the  dorsal  than  on  the  palmar  aspect,  and  also  because  of  the  weak¬ 
ness  of  some  of  the  carpal  and  carpo-metacarpal  palmar  ligaments. 

Carpo-Metacarpal  Joints. — The  metacarpal  bones  are  articulated  with 
the  second  carpal  row,  the  joint  between  the  metacarpal  of  the  thumb  ' 
and  trapezium  being  a  separate  one. 

The  metacarpal  of  the  thumb  is  connected  by  a  thick  but  loose  cap¬ 
sule  which  passes  from  the  circumference  of  the  base  of  the  metacarpal 
hone  to  the  rough  edge  around  the  articular  surface  of  the  trapezium.  It- 
ls  thickest  outside  and  behind,  and  is  lined  by  a  separate  synovial  mem¬ 
brane.  It  is  an  arthrodial  joint,  and  possesses  great  power  of  movement 
on  account  of  its  saddle-shaped  articular  surface.  On  section  each  bone 
appears  to  be  received  into  a  cavity  of  the  other,  according  to  the  direc¬ 
tion  the  section  takes.  For  this  reason  il  has  been  described  as  a  joint 

u  2 
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‘  by  reciprocal  reception.’  Tl  is  capable  of  the  four  angular  movements: 
flexion,  extension,  abduction,  and  adduction,  also  of  circumduction  and 
opposition. 

In  flexion  the  metacarpal  bone  is  brought  towards  the  palm,  and  in 
extension  movements  in  the  opposite  direction  take  place.  Flexion  is 
produced  by  the  flexor  brevis,  abductor  et  opponens  pollicis,  and  extension 
by  the  extensores  primi  et  secundi  pollicis. 

In  abduction  and  adduction  the  metacarpal  is  approximated  to,  or 
removed  from,  the  forefinger  ;  the  former  is  produced  by  the  extensor  ossis 
metacarpi,  and  the  latter  by  the  adductor  pollicis. 

In  opposition  the  ball  of  the  thumb  is  turned  towards  the  tip  of  each 
finger  by  motions  partly  circumduct ory ;  and  in  holding  a  pen  or  picking 


Fig.  216. — Synovial  cavities  of  the  left  carpus.  Dorsal  view. 

1.  Rftdio-ulnar.  2.  Radio-carpal.  3.  Intercarpo-metacarpal  (the  largest).  4.  Trapezio-metacarpal. 

5.  Unci-raetacarpal. 

up  a  pin,  the  metacarpal  of  the  thumb,  and  the  thumb  phalanges,  acted 
upon  by  their  flexors,  are  brought  into  opposition  to  the  fingers. 

Circumduction  is  a  combination  of  these  movements,  and  is  produced 
by  the  short  and  long  muscles  acting  upon  the  metacarpal  bone  and 
phalanges  of  the  thumb. 

Articulations  of  the  Metacarpals  with  the  Second  Carpal  Row. — These 
joints  are  arthrodial,  and  are  connected  mainly  by  two  dorsal  ligaments  to 
each  digit,  except  to  the  little  finger;  by  one  palmar  to  each,  except  the 
third  metacarpal ;  and  by  interosseous  ligaments. 

The  Dorsal  Ligaments  are  the  strongest  and  most  distinct.  The 
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second  metacarpal  has  two  fasciculi,  one  from  the  trapezium,  the  other 
from  the  trapezoid.  The  third  has  one  from  the  os  magnum.  The  fourth 


Synovials  of  thumb  - 
1 


Menib.  saccifs. 


Intercarpal 


Its  downward  processes 


4,  4',  4".  Interphalnngeal 
synovials. 


Part  of  intercarpal 
Trapezio-metacarpal. 


Radio-carpal 


Fig.  217— Transverse  vertical  section  of  right  hand  to  show  the 

SYNOVIAL  CAVITIES. 


has  two,  one  from  the  magnum,  and  another  from  the  unciform  ;  and  the 
fifth  has  only  one,  and  that  from  the  unciform. 

The  Palmar  Ligaments  run,  like  the  dorsal,  longitudinally,  and  are 

10.  Flex.  carp.  rad.  tendon. 

11.  Flex.  long.  poll.  „ 

12.  Tendons  flex.  sub.  dig. 

13.  ,,  prol.  „ 

14.  Median  nerve. 

15.  Palmar  fascia  (cut). 

16.  Palmaris  brevis. 

17.  Thenar  muscles. 

18.  Hypothenar  muscles. 

riu.  218. —  TRANSVERSE  SECTION  OF  THE  RIGHT  HAND  BETWEEN  CARPUS  AND 

METACARPUS. 

«,  i,c,d,e.  Articular  surfaces  of  the  trapezium,  trapezoid,  magnum,  and  unciform,  a.  Palmar  ridge  of  trapm. 
Unciform  process,  between  «  and  e  the  cut  annular  ligt.  The  vessels  are  not  represented. 


1.  Tend.  ext.  oss.  met. 

2.  Tend.  ext.  prim,  intnod. 

3.  Tend.  ext.  secundi. 

4.  Ext.  indicia. 

5.  Ext.  carp.  rad.  long. 

6.  Ext.  carp.  rad.  brev. 

7.  Tendons  ext.  com.  dig. 

8.  Tendon  ext.  min.  dig. 

9.  Tend.  ext.  carp.  uln. 


weaker  and  less  constant.  They  resemble  the  dorsal,  with  the  exception 
of  those  for  the  third  metacarpal,  which  has  three  ligaments.  An  external 
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one  from  1  lie  trapezium,  which  is  above  the  sheath  of  the  tendon  of  the 
Hexor  carpi  radialis;  a  middle  one  from  the  magnum;  and  an  inner  one 
from  the  unciform. 

The  Interosseous  Ligaments  are  short,  thick  fibres  limited  to  one  por¬ 
tion  ot  this  articulation.  They  connect  the  inferior  angles  of  the  magnum 
and  unciform  with  the  adjacent  surfaces  of  t lie  third  and  fourth  meta- 
earpals.  Sometimes  they  isolate  the  joints  of  the  last  two  metacarpals 
with  the  unciform  from  the  rest  of  the  carpal  and  metacarpal  joints;  but 
it  is  oftener  divided  into  two,  and  does  not  form  a  complete  separation. 

Dissection . — These  interosseous  bands  may  be  exposed  by  dividing  the 
transverse  ligament  joining  the  third  and  fourth  metacarpals,  and  by  open¬ 
ing  the  joint  between  the  unciform  and  (  lie  last  two  metacarpals. 

The  Synovial  Membrane  is  a  continuation  of  that  between  the  two 
rows  of  carpal  bones,  but  sometimes  the  joint  between  the  unciform  and 
fourth  and  fifth  metacarpals  lias  a  separate  one. 

Movements. — This  is  limited  to  a  slight  antero-posterior  gliding  of  the 
articular  surfaces  on  each  other.  The  fifth  metacarpal  is  more  movable 
than  the  fourth,  and  the  second  and  third  have  scarcely  any  appreciable 
motion.  The  metacarpals  of  the  ring  and  little  fingers  are  capable  of  very 
slight  ab-  and  adduction. 

Union  of  the  Metacarpal  Bones  with  each  other. — The  metacarpal  bones 
are  joined  at  their  carpal  and  phalangeal  extremities,  the  joints  at  their 
bases  being  covered  with  cartilage  and  connected  by  dorsal,  palmar,  and 
interosseous  ligaments. 

The  Dorsal  and  Palmar  are  usually  three  in  number,  and  pass  trans¬ 
versely  from  one  bone  to  the  other  on  the  dorsal  and  palmar  surfaces. 
The  Interosseous  ligaments  pass  between  the  rough  contiguous  surfaces 
just  beneath  their  lateral  articular  facets. 

The  Synovial  Membrane  lining  the  lateral  facets  is  part  of  that  be¬ 
tween  the  two  rows  of  carpal  bones. 

The  Digital  ends  of  the  four  inner  metacarpals  are  joined  by  a  narrow 
fibrous  transverse  band  which  passes  across  their  anterior  surface  and  is 
blended  with  the  metacarpo-phalangeal  ligaments.  It  is  the  deep  trans¬ 
verse  ligament  which  was  seen  in  the  dissection  of  the  hand,  and  its  pos¬ 
terior  surface  blends  wil  h  the  ligaments  just  named,  but  its  anterior  has 
four  grooves  for  the  passage  of  the  Hexor  tendons. 

Dissection. — Divide  the  ligaments  which  remain  uncut  on  the  pos¬ 
terior  aspect  of  these  articulations,  and  separate  the  articular  surfaces. 

Joint  Surfaces. — ' The  metacarpal  of  the  index  finger  has,  at  its  base, 
a  hollow  articular  surface  to  receive  the  prominence  of  the  trapezoid,  and 
it  articulates  laterally  with  the  trapezium  and  magnum.  The  metacarpal 
of  the  middle  finger  articulates  with  the  magnum,  and  that  of  the  ring 
finger  with  the  magnum  and  unciform.  The  little  finger  metacarpal 
articulates  with  tin'  unciform. 

Synovial  Membranes. — They  are  usually  two,  between  the  carpal  and 
metacarpal  bones:  a  separate  one  for  the  thumb,  and  prolongations  ot 
the  common  carpal  synovial  membrane  for  the  others.  As  already  stated, 
there  may  be  a  separate  synovial  sac  for  the  joint  between  the  unciform 
and  two  inner  metacarpals. 

Dissection.  Remove  the  tendons  from  both  surfaces  and  the  tendinous 
expansions,  ami  clean  the  anterior  and  lateral  ligaments.  One  of  the  meta- 
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carpo-plialangeal  joints  should  be  opened  to  study  the  articular  surfaces. 
The  interp ha langeal  joints  must  be  prepared  in  the  same  way. 

Metacarpo-Phalangeal  Articulations. — These  are  condyloid  joints  with 
hinge  movements,  and  are  formed  by  the  rounded  heads  of  the  metacarpal 
bones  being  received  into  the  shallow  glenoid  cavities  in  the  bases  of  the 
first  phalanges.  The  bones  are  kept  in  contact  by  t lie  ligaments,  which 
are  anterior  and  lateral ,  and  by  the  flexor  and  extensor  tendons. 

The  Anterior  Ligaments  are  five,  one  to  each  finger,  and  are  thick, 
strong,  longitudinal  fibro-cart  ilaginous  bands,  on  the  palmar  surface  of  the 


Metacarpal  1st  phalanx  2nd  phalanx  3rd  phalanx 


Fig.  219. — Lateral  ligaments  of  a  right  finger  in  extension. 

1  1'  1".  Tubercles  to  which  the  lat.  ligs.  are  attached.  2  2'  2".  Post,  parts  of  lat.  ligaments  relaxed. 

3  3' 3".  Anterior  ligs.  4  4' 4".  Anterior  parts  of  lateral  ligaments.  5  5' 5".  Dotted  line  showing  limit  of  bone. 

joint  in  the  space  between  the  lateral  ligaments,  to  which  they  are  united. 
They  are  loosely  connected  to  the  heads  of  the  metacarpal  bones  around 
their  articular  surfaces,  but  firmly  to  the  bases  of  the  first  phalanges. 
Their  anterior  surface  is  closely  adherent  to  the  transverse  ligament,  and 
forms  a  groove  for  the  flexor  tendons,  the  sheath  of  which  is  connected  to 
each  margin  of  the  groove.  Their  deep  surface  forms  part  of  the  articular 
surface  for  the  head  of  the  metacarpal  bone,  and  is  covered  by  a  simple 
synovial  membrane.  The  dorsal  aspect  of  these  joints  is  covered  by  the 
extensor  tendon,  which  acts  as  a  posterior  ligament  and  sends  down  ex¬ 
pansions  on  each  side,  serving  as  a  capsule  for  the  joint.  Cruveilhier 
named  these  the  glenoid  ligaments.  In  the  metacarpo-phalangeal  joint 


Fig.  219a. — Ligaments  of  the  middle  finger.  One  half.  Palmar  aspect. 

1.  Metacarpal  bone.  4.  Third  phalanx.  8.  Head  of  first  phalanx. 

2.  First  phalanx.  5,  7.  Lateral  ligt».  9.  Rase  of  second  pha- 

3.  Second  „  G,  10.  Anterior  ligt\  lanx. 

of  the  thumb,  two  sesamoid  bones  are  connected  with  the  anterior  ligament, 
and  receive  most  of  the  fibres  of  the  lateral  ligaments. 

the  Lateral  Ligaments  are  strong,  round  cords  at  either  side  of  the 
joint,  and  are  triangular.  Their  apices  are  fixed  to  the  tubercle  on  the 
side  of  the  head  of  the  metacarpal  bone,  and,  passing  forwards  and  down¬ 
wards,  their  bases  are  inserted  into  the  sides  of  the  bases  of  the  phalanges, 
and  into  the  anterior  ligament. 

Movements. — 'l  liese  arc  flexion,  extension,  abduction,  adduct  ion,  rot  at  ion, 
and  circumduction. 
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In  Flexion  the  phalanx  glides  forwards  under  the  head  of  the  meta¬ 
carpal  bone,  which  is  left  exposed,  and  forms  the  knuckle.  The  extensor 


111.  Posterior  parts  of  lat.  ligs.  tense. 

2  2  2.  Anterior  ligs. 

3  3  3.  Anterior  part  of  lat.  ligs.  relaxed. 


Fig.  220. — Lateral  ligaments  in  flexion. 


tendon  and  lateral  ligaments  are  made  tense,  and  the  movement  is  checked 
by  the  ends  of  the  fingers  meeting  in  the  palm. 

In  Extension  the  phalanges  move  back  and  form  an  angle  with  the 


Fig.  221 _ -Antero-posterior  vertical  section  through  radius,  semilunar,  mag¬ 

num,  METACARPAL,  AND  PHALANGES  OF  MIDDLE  FINGER,  SHOWING  SHAPE  OF  JOINT 
SURFACES  AND  THE  SYNOVIAL  CAVITIES. 

1.  Radius.  2.  Lunar.  3.  Magnum.  4.  Metacarpal.  5,  6,  7.  Phalanges. 

metacarpals.  The  flexor  tendons  and  anterior  ligaments  are  rendered  tense 
and  check  this  movement. 

Abduction  and  Adduction  are  somewhat  limited.  In  these  lateral 


1.  Articular  line  of  metacarpo-phalaugeal 

joint. 

1'.  Prominence  of  head  of  metacarpal. 

2.  First  inter-phalangeal  articular  line. 

2'.  Prominence  of  the  distal  end  of  first 

phalanx. 

3.  Second  interarticular  phalangeal 

phalanx. 

3'.  Prominence  of  head  of  second  phalanx. 


Fig.  222. — Position  of  phalanges  and  of  the  interarticular  lines  in  flexion. 


motions  one  finger  passes  from  or  towards  its  fellow.  1  he  lateral  ligament 
on  that  side  of  the  joint  which  is  convex  will  be  tightened,  and  the  opposite 
one  will  become  relaxed.  These  movements  are  freest  in  the  thumb,  and 
the  little  finger  enjoys  more  ab-  than  adduction. 
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Rotation  is  permitted  to  ;i  slight  extent,  in  consequence  of  the  laxity  of 
the  ligaments. 

Circumduction  is  freest  in  the  thumb,  index,  and  little  lingers,  and  it 
aids  the  thumb  and  lingers  in  the  movement  of  opposition. 

The  first  phalanx  of  the  thumb  is  flexed  by  the  abductor  and  flexor 
brevis  pollicis  and  by  the  flexor  longus  and  adductor  pollicis  ;  extended  by 
the  extensors  primi  and  secundi  internodii ;  abducted  by  the  extensor 
ossis  metacarpi  pollicis  ;  and  adducted  by  the  adductor  pollicis. 

The  first  phalanges  of  the  fingers  are  flexed  by  the  flexors  sublimis  and 
profundus,  the  interossei  and  lumbricales ;  extended  by  the  extensor  com¬ 
munis ;  adducted  by  the  palmar  interossei;  and  abducted  by  the  dorsal 
interossei. 

Inter-phalangeal  Articulations. — These  are  ginglymoid  joints,  and  are 
united  by  an  anterior  and  two  lateral  ligaments  which  are  similar  to  those 

Trapezio- 


Synovials  of  thumb  J 


4,  4',  4".  Interphalangeal  , 
sy  novials.  ^ 


Fig.  223.— Transverse  vertical  section  of  right  hand  to  show  the 

.SYNOVIAL  CAVITIES. 


of  the  metacarpo-phalangeal  joints,  the  extensor  tendon  acting  as  a  pos¬ 
terior  ligament. 

The  Anterior  Ligament  is  not  so  strong,  but  has  a  similar  attachment 
to  that  of  the  metacarpo-phalangeal  joint.  The  lateral  ligaments  are  tri¬ 
angular,  and  each  is  fixed  by  its  apex  to  the  anterior  part  and  side  of  the 
first  and  second  phalanges.  The  ligaments  of  the  joints  of  the  second  with 
the  last  phalanx  are  much  less  strongly  marked  than  the  others.  A  simple 
synovial  sac  lines  each  joint  cavity. 

Movements. — The  inter-phalangeal  joint  can  be  flexed  and  extended. 

In  Flexion  the  distal  phalanx  moves  under  the  proximal,  and  the 
movement  is  limited  by  the  extensor  tendon,  the  posterior  parts  of  the 
lateral  ligaments,  and  by  the  meeting  of  the  bones.  This  movement  is 
most  extensive  in  the  first  phalangeal  joint. 

In  Extension  the  distal  phalanx  moves  backwards  into  a  straight 
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line  with  the  proximal  and  is  checked  by  the  flexor  tendons,  the  anterior 
ligament  and  the  anterior  portions  of  the  lateral  ligaments.  It  will  be 
noted  that  flexion  is  more  extensive  than  extension. 

The  second  phalanx  of  the  thumb  is  flexed  by  the  long  flexor  ;  extended 
by  the  extensor  secundi  internodii,  flexor  brevis,  abductor  and  adductor 
pollicis. 

The  second  phalanges  of  the  fingers  are  flexed  by  the  flexor  sublimis,  and 
extended  by  the  interossei  and  lumbricales  aided  by  the  common  extensor. 

The  third  phalanges  are  flexed  by  the  flexor  profundus,  and  extended 
by  the  interossei  and  lumbricales. 


\ 


Fin.  224. — The  bones  of  the  male  hand  to  show  tiif.ir  relations  to 

the  skin.  (Marshall.) 

Articular  Surfaces. — In  the  metacarpo-phalangeal  joints  the  anterior 
rounded  head  of  t  he  inner  four  metacarpals  is  received  into  a  slight  hollow  in 
the  extremity  of  the  first  phalanx.  In  the  inter-phalangeal  joints  the  anterior 
end  of  each  phalanx  is  marked  by  a  trochlear  surface,  and  is  adapted  to  the 
posterior  end  of  the  next  phalanx,  which  is  transversely  hollowed,  and  is 
provided  with  a  crest  which  is  adapted  to  the  central  depression  of  the 
opposite  articular  suiface. 
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The  student  will  note  that  there  are  five  synovial  membranes  about  the 
wrist:  1,  The  membrana  sacciformis  which  lines  the  upper  surface  of  the 
fibro-cartilage,  the  sigmoid  cavity  of  the  radius,  and  the  head  of  the  ulna  ; 
2,  lines  the  lower  end  of  the  radius  and  fibro-cartilage  and  the  upper 
surfaces  of  the  scaphoid,  semilunar,  and  cuneiform  ;  3,  is  the  largest  and 
covers  the  contiguous  surfaces  of  the  two  rows  of  carpal  bones,  sending  two 
processes  up  and  three  downwards  between  the  bones,  the  latter  lining  the 
carpal  ends  of  the  four  inner  metacarpal  and  sending  down  three  pouches 
between  their  bases;  4,  is  for  the  trapezio-metacarpal  joint ;  and  5,  for  the 
cuneo-pisiform  articulation.  Occasionally  an  interosseous  ligament  shuts 


Fig.  225.— The  bones  op  the  female  hand.  (Marshall.) 


off  the  joint  of  the  unciform  with  the  metacarpals,  forming  a  sixth  synovial 
cavity  ;  and  rarely  the  intercarpal  synovial  membrane  communicates  with 
the  radio-carpal  one  through  deficiency  of  one  of  the  interosseous  ligaments. 

Directions.— With  a  fine  saw,  the  dissector  should  now  make  various 
longitudinal  and  transverse  sections  through  the  bones  and  joints,  so  as 
more  completely  to  understand  them  and  to  become  familiar  with  the 
thickness  and  extent  of  the  articular  cartilages  and  arrangement  of  the 
periosteum,  which  he  should,  in  parts,  separate  from  the  bone  and  observe 
the  vessels  entering  the  latter.  He  will  thus  become  acquainted  with  the 
structure  and  mechanism  of  the  bones  and  joints,  and  learn  at  what  parts 
they  are  strong  or  weak. 
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Tabular  Summary  or  Synopsis  of  the  Arteries  of  the  Upper  Limb. 


1. 


The  Subclavian 
continuesinto- 
the  arm  as  the 


Axillary, 
which  gives 
off  the 


['Superior  thoracic. 

( Muscular. 

Acromio-thoracic,  gives  off-  Acromial. 

(Humeral  thoracic. 

Long  thoracic. 

Alar  thoracic. 


Subscapular,  gives  off 

External  mammary. 
Anterior  circumflex. 
(.Posterior  ,, 


f  Doi’salis  sea- 1 
pulte  which  -  Infrascapular 
gives  off  J 
1  Muscular 


f  Branch  to 
bracliialis. 


coraco- 


Brachial, 
which  gives 
off  these,  j 
and  divides 
into  radial 
and  ulnar 


/Muscular. 

Superior  profunda,  gives  off-  Anastomotic. 

( Posterior  articular. 


Radial, 
wh 
oft' 


which  gives! 


Nutrient. 

Inferior  profunda 

Anastomotica  magna. 
(Muscular  and  cutaneous, 
f Recurrent  radial. 

Muscular  and  cutaneous. 
Superficialis  volae. 

Posterior  carpal. 

Anterior  ,, 

Metacarpal. 

Dorsalis  pollicis. 

Dorsalis  indicis. 

Princeps  pollicis. 

Radialis  indicis,  and  forms 
the  deep  palmar  arch 
with  t be  communicating 
branch  of  the  ulnar, from  [ 
which  are  given  oft’  the/ 
fAnterior  recurrent. 
Posterior  ,, 


Muscular. 

Anastomotic. 


Recurrent. 

Three  perforating. 
Interossei  (palmar). 


Common 
gives  off 


interosseous, 


4.  Ulnar, 

which  gives-j  Muscular  and  cutaneous. 

Metacarpal,  gives  off 

Anterior  carpal. 
Communicating,  and  forms 
superficial  palmar  arch 
with  superficialis  volte  of 
radial,  which  gives  oft 
the 


/  Recurrent. 

A  n  t  e  r  i  o  r,  j  Nutrient, 
gives  off  J  Muscular. 

(Anastomotic. 
Posterior,  j  Recurrent. 

V  gives  oft'  *  Muscular. 

Dorsal  carpal. 

Dorsal  interossei. 


Four  digitals 

Muscular. 

Cutaneous. 


The  brachial  plexus  gives  off  below  the  clavicle  the 
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Tabular  Summary  or  Synopsis  of  the  Origin  and  Distribution  of  the 
Nerves  of  the  Upper  Limb. 

Anterior  th oraci c,  ( External  from  5th,  6th,  7th,  and  supplies  pect.  major. 

which  gives  olf  '  Internal  from  8th,  and  supplies  pect.  major  and  minor. 
Subscapular  comes  ( Upper,  supplies  subsoapularis. 
from  5th,  6th,  7th,  -j  Middle  „  „  and  teres  major. 

8th,  and  gives  off  l  long  „  latissimus  dorsi. 

I  Upper  branch,  supplies  deltoid  and  skin. 


comes 


Lower 


rtll  7th  -  »»  »»  Ullliui, 

?,  9  .  '  ’  I  shoulder,  and  lias  gangliform  enlargement. 


teres  minor,  and  skin  over 


Circumflex 
from  5th, 

8th,  and  divides  into  y  Articular  to  shouldei;. 

Nerve  of  Wrisberg  from  8th  and  1st  D.,  and  is  cutaneous  to  lower  half  of  arm. 
Cutaneous  to  arm. 

Anterior  to  forearm,  and  joins  branch  of  ulnar. 

,  _  „  ,  .  „  |  Posterior  „  „  nerve  of  Wrisberg  and  ulnar 

1st  D„  and  gives  off  |  above  and  below  elbow< 

In  arm. 

Muscular  to  biceps,  coraco-brachialis  and  brachialis  anticus. 
Articular  to  elbow  and  to  humerus. 


Internal  cutaneous, 
comes  from  8th  and 


External  or  musculo 
cutaneous,  comes  i 
from  5th,  6th,  and' 
7th,  and  gives  off 


Anterior  to  forearm 
Posterior  „ 

Articular  to  wrist. 


In  forearm. 

| cutaneous  and  joins  radial. 
In  the  forearm. 


and  ext.  cuts, 
of  mus. -spiral. 


Muscular,  to  all  the  muscles  in  the  front  of  the  forearm  except 
the  flexor  carpi  ulnaris  and  ulnar  half  of  the  flexor  profund, 
digitorum. 

Anterior  interosseous,  which  supplies  the  deep  muscles. 


Median,  which  has  no 
branches  in  the  arm, 
comes  from  5th,  6th,  <;  Palmar  cutaneous. 

7th,  8th,  and  1st  D.,  I  In  the  hand. 

and  gives  off  i  jjuscuiar  t0  abductor,  opponens  and  outer  head  of  flexor  brevis 

pollicis. 

|  Five  digitals  to  the  three  and  a  half  outer  fingers  on  their 
L  palmar  aspect. 

f  In  the  forearm. 

|  Articular  to  elbow  and  wrist. 

Muscular  to  flexor  carpi  ulnaris  and  ulnar  half  of  flexor  pro¬ 
fundus  digitorum. 

I  Cutaneous  to  forearm  and  palm. 

Ulnar,  which  comes  |  Dorsal  cutaneous  of  hand,  which  supplies  both  sides  of  little, 
from  8th  and  1st  D., 
or  7th,  8tli,  and  1st 


D.,  has  usually  no 
branches  in  the  arm, 
and  gives  off 


and  ulnar  side  of  ring  finger  on  the  dorsum. 

In  the  hand. 


Musculo-spiral,  which 
comes  from  5th,  6th, 
7th,  8th,  and  gives 
olf 


Superficial  palmar,  which  supplies  the  palmaris  brevis,  skin  of 
palm,  both  sides  of  little,  and  ulnar  side  of  ring  finger  on 
the  palmar  aspect. 

Deep  palmar,  which  is  muscular,  and  supplies  the  muscles  of 
little  finger,  the  palmar  and  dorsal  interossei,  the  two  inner 
lumbricales,  adductor  pollicis,  and  inner  head  of  flexor  brevis 
L  pollicis. 

(-Internal  cutaneous. 

External  ,,  (upper  and  lower). 

Muscular  to  triceps,  anconeus,  subanconeus,  supinator  longus, 
extensor  carpi  longior,  and  often  the  brachialis  anticus. 

Ulnar  collateral  to  triceps. 

External  (cutaneous). 

Internal,  which  divides  into  four  digitals  for  the 
three  and  a  half  outer  fingers  on  the  dorsum. 

1  Muscular  to  supinators  and  extensors  of  wrist 
I  and  fingers,  excepting  sup.  long,  and  ext. 
carp,  longior. 

Articular  to  wrist  :  has  gangliform  enlargement. 


Radial,  which 
gives  off 


Posterior  in¬ 
terosseous 


Tlie  axillary  continued  from  the  brachial  receives  the 
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Basilic 

receives 

the 


Table  of  Veins  of  the  Upper  Limb. 
Anterior  ulnar  receives  / 1 
Posterior  ,, 

Median  basilic 


ar  receives  /  Inner  palmar  digitals  /  Digital  venus  plexus  for 
|  receive  each  linger 

Inner  dorsal  digitals  J 
and  vena  salvatella 
Median  receives 


Brachial 

veins 

receive 

the 


'Superior  profunda 
Inferior  „ 
Muscular 

-1  Anastomotica  magna 
Deep  radial  receives 

Deep  ulnar  „ 

l 


Deep  veins  accompany¬ 
ing  brachial 


I  Deep  palmar  receives 


i  Venae  comites  of  palmar 
•  arch 


j  Ulnar  digitals 

Anterior  interosseous  .Muscular 
I  receives 

interosseous  ]  Articular 


I  Posterior 
V  receives 

(Dorsal  outer  digitals  ( Digital  venus  plexus  for 
i  and  median  cephalic  J  each  finger  to  digitals 


Cephalic  t  Radial  receives 

receives  -  _ 

the  ( Median  cephalic  receives  l  Median  ( 

Superior  thoracic 
Acromio-  „ 

Long  „ 

Alar 

Subscapular 
Anterior  circumflex 
l  Posterior  ,, 

The  two  superficial  palmar  veins  receive  the  outer  and  inner  digitals  respectively 


SUMMARY  OF  DISSECTIONS. 


A  brief  repetition  of  the  method  of  dissecting  each  region  and  of  the 
structures  found,  layer  by  layer,  is  given  in  this  section.  I  believe  this 
will  be  found  very  serviceable  to  students  who  have  already  dissected  and 
who  are  again  about  to  prosecute  dissections  in  a  later  stage  of  their  cur¬ 
riculum. 


DISSECTION  OF  UPPER  LIMB. 


PECTORAL  REGION. 

1.  Incisions.  1.  From  the  episternal  notch  to  the  xiphoid  cartilage. 

2.  From  the  upper  part  of  this  incision  to  the  insertion  of  the  deltoid.  3. 
From  the  lower  part  of  it  another  across  the  inferior  boundary  of  the 
axilla  to  the  upper  third  of  the  inner  side  of  the  arm.  Reflect  the  skin. 

2.  In  the  subcutaneous  cellulo-fatty  layer  dissect  out  the  cutaneous 
acromial  branches  from  the  descending  branches  of  the  cervical  plexus  and 
the  cutaneous  nerves  from  the  intercostals ;  also  cutaneous  twigs  from  the 
long  thoracic,  internal  mammary,  and  superior  thoracic  arteries,  and  the 
accompanying  veins  and  superficial  lymphatics. 

3.  If  the  subject  be  a  female  note  the  position,  relations,  attachments, 
and  sheath  of  the  mammary  gland  ;  then  remove  and  dissect  it. 

4.  Define  the  aponeurosis  of  the  pectoralis  major;  then  reflect  it. 

5.  Make  out  the  attachments  and  relations  of  the  pectoralis  major, 
pectoralis  minor,  andserratus  magnus,  and  define  the  regions  of  the  sterno- 
mastoid  and  the  insertions  of  the  external  oblique  and  rectus. 

6.  After  reflecting  the  pectoralis  major,  make  out  the  attachments  of 
the  costo-coracoid  membrane  and  note  the  structures  which  pierce  it;  then 
reflect  and  define  the  attachments  of  the  subclavius  and  dissect  out  the 
first  part  of  the  axillary  artery  and  study  its  relations  and  its  branches,  also 
the  cords  of  the  brachial  plexus  and  the  axillary  vein. 

7.  Reflect  the  pectoralis  minor  to  expose  the  second  part  of  the  axillary 
artery  and  the  accompanying  nerves  and  veins,  and  dissect  the  external 
intercostals  and  their  fascia1. 


IN  ERA- CL  A  VICULAR  REGION. 

If  the  previous  instructions  have  been  followed,  the  boundaries  of  this 
place  will  have  been  disturbed,  but  if  the  pectoralis  minor  and  the  costo- 
coracoid  membrane  remain  undisturbed  the  following  dissection  will  expose 
the  contents  of  the  space. 

L  Reflect  the  costo-coracoid  membrane,  which  will  be  found  to  form 
part  of  the  sheath  of  the  pectoralis  minor  below,  and  above  to  be  attached 
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to  the  clavicle.  The  first  part  of  the  axillary  artery  and  its  superior  and 
acromio-thoracic  branches  and  accompanying  veins  will  be  exposed.  The 
cephalic  vein  will  have  been  noticed  piercing  the  costo-coracoid  membrane, 
and  the  anterior  thoracic  nerves  will  be  found  piercing  it.  The  supra¬ 
clavicular  branches  from  the  cervical  plexus  are  in  the  subcutaneous  tissue. 

2.  Dissect  out  the  axillary  vein,  the  cephalic  emptying  into  it,  and  the 
branches  corresponding  to  the  artery,  also  the  nerves  accompanying  the 
first  part  of  the  artery. 

3.  Reflect  the  pectoralis  minor  and  dissect  out  the  second  part  of  the 
axillary  artery  and  its  branches,  which  are  usually  the  long  thoracic  and 
the  alar  thoracic,  also  the  accompanying  veins  and  nerves,  which  latter  are 
partly  on  the  outer  and  partly  on  the  inner  side. 

4.  The  external  intercostal  fascia  and  vessels  should  be  dissected  and 
their  attachments  observed,  also  the  lateral  cutaneous  nerves  of  the  inter- 
costals  which  pierce  the  muscles  and  fascia. 


THE  AXILLARY  REGION. 

1.  The  third  part  of  the  axillary  artery  and  its  branches,  which  are  the 
subscapular  and  anterior  and  posterior  circumflex,  the  accompanying  veins, 
also  the  axillary  vein  and  the  median,  ulnar,  musculo-spiral,  circumflex, 
and  cutaneous  nerves,  all  surrounding  the  vessels,  should  be  dissected  out. 

2.  The  insertions  of  the  pectoralis  major,  latissimus  dorsi,  teres  major, 
as  well  as  the  origins  of  the  biceps,  coraco-brachialis,  and  long  head  of  the 
triceps,  shonld  be  defined. 

3.  The  axillary  lymphatic  vessels  and  glands  should  also  be  cleaned 
and  defined. 


ANTERIOR  BRACHIAL  REGION. 

1.  M;  ike  an  incision  along  the  middle  of  the  arm  to  just  below  the  bend 
of  the  elbow.  2,  Transverse  ones  on  the  outer  and  inner  side  at  the  outer 
ends  of  these  incisions.  3.  Reflect  the  skin. 

2.  In  the  subcutaneous  superficial  cellulo-fatty  tissue  find  the  cutaneous 
branches  from  the  musculo-spiral,  internal  cutaneous,  and  lesser  internal 
cutaneous.  The  basilic  vein  is  on  the  inner  side,  and  the  cephalic  on  the 
outer. 

3.  Reflect  this  layer  after  dissecting  out  the  structures  enumerated  so 
as  to  expose  the  deep  fascia,  then  make  out  its  processes  and  attachments. 

4.  Reflect  the  deep  fascia  or  aponeurosis  of  the  arm,  and  identify  the 
following  structures. 

5.  'I'lie  biceps,  coraco-brachialis,  and  origin  of  brachialis  anticus. 

6.  The  axillary  artery  and  venae  comites,  the  median,  the  musculo¬ 
cutaneous,  ulnar,  internal  cutaneous,  and  intercosto-humeral  nerves. 

BENI)  OF  THE  ELBOW. 

1.  The  superficial  veins  in  this  region,  namely,  the  termination  of  the 
median,  the  median-cephalic,  the  median-basilic,  the  origins  of  the 
cephalic,  and  the  basilic,  must  be  dissected  out. 
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2.  The  branches  of  the  internal  cutaneous  and  musculo-cutaneous  must 
be  defined. 

3.  The  insertion  of  the  biceps  and  its  expansion  to  the  deep  fascia  of 
the  forearm  must  be  made  out. 

4.  The  origins  of  the  supinators  and  extensors  on  the  outer  side,  and 
the  pronators  and  flexors  on  the  inner,  should  be  made  evident. 

5.  The  median  nerve  on  the  inner  side  of  the  brachial  artery  and  the 
biceps  tendon  on  the  outer  should  be  dissected  out  as  well  as  the  anasto¬ 
moses  between  the  profunda,  anastomotica  magna,  and  recurrent  branches  of 
the  radial  and  ulnar.  The  musculo-spiral  nerve  and  its  branches  at  the 
outer  side  of  the  space  between  the  brachial  is  auticus  and  supinator  longus 
must  be  dissected  out. 

6.  Observe  the  division  of  the  brachial  into  the  radial  and  ulnar,  and 
the  recurrent  branches  of  Ibis  latter. 

7.  Make  out  the  insertion  of  the  brachialis  anticus,  and  dissect  out  the 
origins  of  the  flexors  and  supinators,  and  pronators  and  extensors. 

SCAPULAR  REGION. 

1.  Make  an  incision  along  the  lower  border  of  the  scapula  from  the 
spine  to  the  insertion  of  the  deltoid,  and  another  along  the  spine  of  the 
scapula,  then  reflect  the  skin  above  and  below. 

2.  In  the  subcutaneous  superficial  fascia  define  the  acromial  branches 
of  the  cervical  plexus  and  the  cutaneous  filaments  of  fhe  circumflex. 

3.  Define  the  aponeurosis  of  the  deltoid  and  trapezius. 

4.  Reflect  these,  and  make  out  the  attachments  of  the  muscles  to  the 
neighbouring  bones. 

5.  Define  the  aponeurosis  of  fhe  supra-  and  infra-spinatus,  and  teres 
major  and  minor. 

6.  Reflect  the  deltoid  and  dissect  out  the  nerves  to  it,  the  posterior 
circumflex  artery  and  branches,  and  the  accompanying  vein. 

7.  Make  out  the  insertions  of  the  supra-  and  infra-spinatus  and  teres 
minor,  defining  the  triangular  and  quadrangular  spaces  between  the  triceps 
and  teres  muscles. 

8.  Make  out  the  origins  of  fhe  triceps,  then  divide  the  scapulo-humeral 
muscles,  noting  any  bursae  between  them  and  the  shoulder  joint  or  any  pro¬ 
longations  from  them  to  strengthen  the  shoulder  capsule. 

9.  Dissect  out  the  ligaments  of  the  shoulder  and  the  vessels  and  nerves 
to  the  joint,  noting  its  relations;  open  the  joint  and  observe  its  articular 
facets  and  fhe  synovial  sheath  of  the  biceps  and  the  bursae  beneath  the 
subscapularis. 

10.  Dissect  out  the  acromio-clavicular  articulations. 

11.  Define  the  supra-seapular  artery  and  nerve,  their  branches,  and  the 
anastomoses  of  fhe  artery  with  the  other  scapular  arteries. 


RACK  OF  TIIE  ARM. 


!•  An  incision  along  fhe  back  o 
elbow  joint  ;  transverse  incisions  if 
°*  ^is;  and  reflect  the  skin. 


f  he  arm 
necessary 


about  two  inches  below  the 
on  the  outer  and  inner  side 
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2.  In  <  he  superficial  fascia  dissect  nut  the  subcutaneous  veins  and  the  cu¬ 
taneous  nerves  from  the  circumflex,  musculo-spiral,  and  internal  cutaneous. 

3.  Reflect  the  aponeurosis  of  the  triceps,  making  out  the  external  and 
internal  intermuscular  septa  and  the  structures  which  pierce  them. 

4.  Make  out  the  three  heads  of  origin  of  the  triceps. 

5.  Irace  out  the  musculo-spiral  nerve  and  superior  profunda  artery 
and  their  branches  and  accompanying  veins ;  also  the  ulnar  nerve. 

BACK  OF  THE  ELBOW. 

1.  Dissect  out  the  superficial  veins  and  nerves,  t  lie  latter  coining  from 
the  internal  cutaneous,  the  musculo-cutaneous,  and  musculo-spiral,  and 
observe  the  subcutaneous  bursa  over  the  triceps  insertion. 

2.  Observe  the  continuation  of  the  deep  fascia  of  the  arm  with  that  of 
the  forearm,  and  note  the  insertion  of  the  triceps  and  the  close  relation 
between  it  and  the  deep  fascia. 

3.  Reflect  the  triceps,  make  out  the  attachments  of  the  anconeus, 
observe  the  posterior  articular  branches  of  the  superior  profunda,  the 
posterior  branches  of  the  inferior  profunda  and  the  anastomotica  magna, 
and  dissect  out  their  anastomoses  with  the  posterior  ulnar  and  interosseous 
recurrents. 

4.  Define  the  posterior  ligament  of  the  elbow  joint. 

FRONT  OF  THE  FOREARM. 

1.  Make  an  incision  from  the  bend  of  the  elbow  to  just  below  the 
wrist,  and  transverse  ones  on  the  inner  and  outer  sides  joining  this. 

2.  In  the  superficial  fascia  dissect  out  the  cutaneous,  radial,  and  ulnar 
veins  on  the  outer  and  inner  sides,  and  the  cutaneous  branches  of  the  ex¬ 
ternal  and  internal  cutaneous  and  musculo-spiral  nerve.' ;  then  reflect  it. 

3.  After  observing  the  deep  fascia  or  muscular  aponeurosis,  reflect  it  by 
a  similar  incision,  noting  the  origins  of  the  muscles  from  it  at  the  upper 
part  and  the  sheaths  it  forms  for  them. 

4.  Observe  the  long  supinator  and  extensors  on  the  outer  side  going  to 
the  back  of  the  forearm  and  the  flexors  and  pronators  in  front. 

5.  Dissect  out  the  radial  and  ulnar  arteries  and  branches,  and  the  ac¬ 
companying  veins  and  nerves. 

(i.  Carefully  reflect  the  tendon  of  the  flexor  sublimis,  and  dissect  out 
the  deeper  layer  of  muscles,  which  are, 

7.  The  flexor  profundus,  flexor  longus  pollicis,  and  pronator  quadratus. 

S.  Make  out  t  he  common  and  anterior  interosseous  branches  of  the  ulnar 
and  the  accompanying  veins  and  anterior  interosseous  nerve  from  the 
median  ;  also  define  the  anastomoses  between  the  anterior  carpal  branches 
of  the  radial  and  ulnar. 

!).  (  fliserve  t  he  attachment  of  the  anterior  annular  ligament,  and  note 
the  tendmis  of  the  vessels  and  nerves  which  pass  below  and  above  it. 

10.  Make  out  the  attachments  of  the  interosseous  membrane  and  the 
structures  which  are  in  relation  with  and  pierce  it. 

11.  Reflect  the  origins  <>f  the  flexors  and  pronators,  and  make  out  the 
attachments  and  relations  of  I  he  anterior  ligament  of  the  elbow  and  trout 
of  the  orbicular  ligament. 


dissection  of  the  cpper  iamr. 
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PALM  OF  THE  HAND. 

1.  Continue  the  incision  in  the  mid-line  to  the  tip  of  the  middle 
finger,  and  make  transverse  ones  on  the  outer  and  inner  side  at  the  wrist 
and  webs  of  the  fingers,  and  reflect  the  skin  of  the  palm  and  of  the  finger. 

2.  The  superficial  fascia  is  thin.  He  careful  of  the  palmaris  brevis  and 
palmar  cutaneous  branches  of  the  median  and  ulnar  nerves. 

3.  Dissect  out  the  attachments  of  the  palmar  fascia,  and  trace  its 
digital  processes  and  vertical  septa  which  divide  the  palm  into  three 
partitions. 

4.  Make  out  the  superficial  is  vote  and  ulnar  arteries  forming  the  super¬ 
ficial  palmar  arch,  also  the  ulnar  nerve,  and  at  the  webs  of  the  fingers 
define  the  digital  arteries,  and  nerves  from  the  median  and  ulnar. 

5.  Carefully  reflect  the  palmar  fascia  and  dissect  out  the  tendons  of  the 
flexor  sublimis  and  profundus  and  their  synovial  sheaths,  and  note  their 
mode  of  insertion  into  the  second  and  third  phalanges,  with  the  various 
processes  accessory  to  the  tendons. 

6.  Divide  the  annular  ligament  in  the  middle  and  reflect  it,  raising  the 
tendons  towards  the  fingers  so  as  to  expose  the  anterior  ligament  of  the 
wrist,  the  lumbricales,  the  deep  palmar  arch,  and  the  palmar  interossei. 

7.  Dissect  out  the  intrinsic  muscles  of  the  thumb  and  little  finger. 

8.  Define  the  tendon  of  the  flexor  longus  pollicis,  the  muscular 
branches  of  the  median,  and  the  collateral  digital  nerves. 

9.  Follow  out  the  deep  or  palmar  branch  of  the  ulnar  artery,  anasto¬ 
mosing  with  the  radial  to  form  the  deep  palmar  arch,  and  note  the  deep 
branch  of  the  ulnar  nerve  accompanying  the  ulnar  artery. 

10.  Define  the  origins  of  the  palmar  interossei. 


PALMAR  ASPECT  OF  FINGERS. 

1.  Deflect  the  skin  by  the  median  incision,  and  in  the  subcutaneous 
fascia  define  the  collateral  palmar  digital  vessels,  nerves,  and  lymphatics. 

2.  Reflect  the  superficial  fascia  and  define  the  processes,  arrangements, 
and  attachments  of  the  flexor  tendons,  and  observe  the  prolongations  of  the 
palmar  fascia  along  the  tendinous  sheaths. 

3.  Reflect  the  sheaths  of  the  tendons  by  a  median  incision  and  lift  one 
tendon  from  the  other,  at  the  same  time  drawing  them  towards  the  finger 
tip  so  as  to  display  the  attachments  of  the  synovial  and  fibrous  structures 
accessory  to  the  tendon. 

4.  Observe  the  anterior  ligaments  of  the  phalanges  and  metacarpo¬ 
phalangeal  joints,  also  their  connection  with  the  periosteum  of  the  bones 
m  these  parts. 

5.  Trace  out  the  branches  of  the  deep  palmar  arch  and  their  anasto¬ 
moses,  and  the  muscular  and  articular  branches  of  the  median  and  ulnar 
nerves. 


BACK  OF  THE  FOREARM. 

1.  An  incision  continuous  with  the  one  already  existing  along  the  back 
"1  the  arm  as  far  as  the  nail  of  the  middle  finger. 
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-•  In  tin;  superficial  fascia  define  the  cutaneous  veins  emptying  into 
the  radial  and  ulnar,  and  the  cutaneous  nerves  from  the  musculo-spiral, 
musculo-cutaneous,  and  internal  cutaneous. 

3.  Make  out  the  attachments  of  the  deep  fascia  or  aponeurosis  to  tin* 
borders  of  the  radius  and  ulna;  reflect  this  by  a  median  incision,  noting  the 
origins  of  the  extensors  from  it. 

4.  Define  the  origins  of  the  extensors,  and  trace  them  as  far  as  the  pos¬ 
terior  annular  ligament. 

5.  Reflect  the  superficial  muscles,  and  dissect  out  the  origins  of  the 
deep  and  the  course  of  the  posterior  interosseous  nerve  and  arterv. 

(I.  Observe  the  insertion  of  the  supinator  brevis,  the  anastomoses  of 
the  posterior  ulnar  and  interosseous  recurrents,  and  the  posterior  carpal 
branches  of  the  radial  and  ulnar. 

7.  Define  the  attachments  of  the  interosseous  membrane,  and  observe 
the  posterior  interosseous  artery  coming  to  the  back  above  it  at  the  upper 
part,  and  the  anterior  interosseous  piercing  it  just  above  the  pronator 
quadratus,  and  note  its  anastomoses  with  the  posterior  carpal  arch. 

S.  Di  ssect  the  elbow  joint,  noting  the  ligaments,  especially  the  pos¬ 
terior  and  external  and  internal  lateral ;  then  open  it  to  observe  its  articular 
surfaces. 

RACK  OF  THE  HAND. 

1.  Make  transverse  cuts  on  the  outer  and  inner  side  of  the  median 
dorsal  incision,  then  reflect  the  skin  from  the  back  of  the  hand,  and  by 
median  and  lateral  cuts  from  the  backs  of  the  fingers  and  thumb. 

2.  In  the  thin  superficial  fascia  dissect  out  the  cutaneous  veins, noting 
the  vena  salvatella  on  the  little  finger  and  the  commencement  of  the 
cephalic  at  the  root  of  the  thumb.  Observe  the  cutaneous  branches  of  the 
radial  and  ulnar  nerves,  and  trace  them  to  the  ends  of  the  fingers. 

3.  Demove  this  thin  aponeurosis,  and  observe  the  tendons  of  the  ex¬ 
tensors  passing  beneath  the  posterior  annular  ligaments. 

4.  Divide  this  latter  structure  in  the  mid-line,  note  the  synovial 
sheaths  of  the  tendons,  and  draw  the  extensor  tendons  towards  the  linger 
ends,  observing  ihe  attachments  of  the  carpal  extensors  to  the  bases  of 
their  respective  metacarpal  hones  and  the  insertions  of  the  extensors  of  the 
thumb  and  digits  to  the  second  and  third  phalanges. 

5.  Dissect  out  the  radial  artery  and  its  branches,  the  carpal,  metacarpal, 
dorsal  interosseous,  and  dorsal  digital  arteries  and  vena' comites,  and  define 
the  origins  and  insertions  of  the  dorsal  interossei. 

<).  The  corpuscles  of  Pacini  should  be  carefully  looked  for  in  the  twigs 
of  the  dorsal  and  palmar  collateral  digital  nerves,  and  the  anastomoses 
between  these  nerves  as  well  as  between  their  corresponding  arteries  and 
veins  should  be  made  out. 

7.  The  ligaments  and  articulations  of  the  wrist,  hand,  and  lingers,  and 
the  joint  surfaces  should  now  be  dissected,  and  subsequently  longitudinal 
and  transverse  sections  of  the  bones  of  the  thoracic  limb  should  be  made 
in  order  to  understand  their  structure  and  the  attachments  of  the  perios¬ 
teum. 
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VARIETIES  OF  THE  FOXES  OF  THE  THORACIC  GIRDLE. 

Clavicle . — In  about  4  per  cent,  of  cases  a  deltoid  tubercle  is  present  on 
the  upper  surface  between  its  outer  and  middle  third.  This  bone  is  some¬ 
times  perforated  by  the  clavicular  branch  of  the  descending  cervical  plexus. 
Sometimes  there  is  a  prominent  ridge  at  the  upper  part  of  the  sternal  end 
due  to  overgrowth  of  this  epiphysis. 

Scapula. — A  spina  teretis  majoris  may  be  present  at  the  lower  part 
of  the  axillary  border,  and  a  supra-coracoid  tubercle,  or  rough  surface,  may 
exist  at  the  origin  of  the  long  head  of  the  biceps.  Occasionally,  an  infra- 
glenoid  tubercle  at  the  seat  of  the  origin  of  the  long  head  of  the  triceps 
exists.  Sometimes  the  acromion  is  united  to  the  spine  by  a  synchrondrosis, 
or  by  a  joint,  the  articulatio  acromialis.  This  peculiarity  should  be  re¬ 
membered  so  as  to  distinguish  it  from  a  fracture  or  separation  of  epiphysis. 
Occasionally  the  transverse  ligaments  become  cartilaginous  or  ossified,  and 
convert  the  suprascapular  notch  into  a  foramen  scapula'.  The  venter 
sometimes  remains  cartilaginous,  or  may  be  perforated. 

Humerus. — At  the  insertion  of  the  coraco-humeral  ligament,  just  above 
and  to  the  inner  side  of  the  lesser  tuberosity,  there  is  often  a  rounded 
flat  impression  or  a  shallow  groove  called  the  fovea  capitis  humeri. 
Occasionally  the  twist  or  torsion  of  the  shaft  is  much  pronounced,  and  the 
musculo-spiral  groove  is  deeper  than  usual. 

In  a  recent  number  of  the  ‘  Revue  d’Anthropologie  ’  there  is  the  last 
memoir  of  Broca  on  torsion  of  the  humerus  and  on  the  tropometer ,  an 
instrument  for  measuring  the  torsion  of  bones.  This  paper  includes  tables 
drawn  up  by  Broca  and  Manouvrier  of  measurements  of  the  angle  of  torsion 
in  man  and  other  animals,  from  which  the  following  conclusions  are  drawn  ; 
viz.  that  torsion  of  the  humerus  attains  its  maximum  in  the  human 
species  ;  that  the  negro  is  intermediate  in  this  respect  as  in  many  others 
between  the  superior  races  of  man  and  the  anthropoids,  some  races  of 
Oceania  being,  indeed,  inferior  to  the  negro  in  this  respect ;  that  the 
transition  from  man  to  the  greater  anthropoids  is  insensible — the  smallest 
angle  observed  in  the  human  species  descending  even  below  the  smallest 
angle  measured  in  sixteen  humerus  bones  of  the  gorilla  ;  that  the  angle  is 
greater  in  the  gorilla  than  in  the  other  large  anthropoids,  and  greater  in 
them  than  in  the  small  monkeys  ;  that  the  transition  from  these  latter  to 
the  carnivora  is  again  almost  insensible  ;  that  the  angle  is  very  large  in 
the  ostrich ;  and  that  it  is  almost  universally  greater  in  the  left  humerus 
than  in  the  right.  The  eoronoid  depression  is  sometimes  perforated. 
Above  the  internal  condyle  in  about  3  per  cent,  of  individuals  a  supra- 
condyloid  process  exists.  This  may  be  completed  into  a  foramen  by  a 
fibrous  band,  or  the  boundaries  of  the  foramen  may  la*  completely  ossified. 
An  accessory  head  of  the  pronator  teres  often  arises  from  this  process  when 
present,  and  the  brachial  artery  and  median  nerve  frequently  pass  through 
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it,  an  arrangement  which  is  constant  in  many  Apes,  Carnivora,  and  Mar¬ 
supials.  Prof.  Strut  hers  called  particular  attention  to  this  structure 
several  years  ago  in  the  4  British  and  Foreign  Med.-Chi.  Review,’  1854, 
and  recently  has  exhibited  his  very  interesting  specimens  at  the  Inter¬ 
national  Medical  Congress.  He  has  shown  that  it  is  in  several  cases 
hereditary.  I  am  indebted  to  his  kindness  for  the  accompanying  illustra¬ 
tions. 

Radius. — Sometimes  the  ridge  on  the  dorsal  surface  of  its  lower  end 
is  much  developed,  forming  a  prominence  which  should  not  be  mistaken  for 
an  exostosis. 

Ulna. — Sometimes  a  small  ulnar  tuberosity  is  present  just  below  the 
dorsal  portion  of  the  lesser  sigmoid  cavity,  and  the  cartilage  of  the  greater 


Fin.  226. — The  supra-condyloid  process  in-  man.  Process  (a)  and  ligament  (/>) 
COMPLETING  THE  ARCH  IN  MAN.  HALF  NATURAL  SIZE. 

1.  Tlic  nerve,  artery,  and  vcmc  comites  pass  through.  2.  One  fourth  the  natural  size. 

sigmoid  cavity  is  oflen  divided  by  a  rough  transverse  line,  which  part  of 
the  bone  remains  uncovered  by  cartilage. 

Carpal  llones. —  An  os  carpi  cent  rale  is  occasionally  found  between  the 
two  rows  of  bones,  and  exists  normally,  according  to  Henke  and  Reyher,  in 
the  embryo  at  the  eighth  week.  Some  one  or  other  of  the  carpal  bones 
may,  in  rare  instances,  be  divided  into  two  parts,  the  supernumerary 
portions  being  called  secondary  or  accessory  carpal  bones.  I  have  two  or 
three  times  seen  these  varieties.  Some  of  these  varieties  can  only  be  ex¬ 
plained  on  the  evolution  theory,  but  the  presence  of  the  accessory  radio¬ 
carpal  can  be  explained  by  its  development,  as  it  is  developed  by  two  ossitie 
centres.  Exceptionally  there  are  eleven  carpal  bones,  and  the  magnum 
is  sometimes  divided  into  three  pieces,  of  which  one  represents,  according 
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to  Gruber,  the  styloid  process  of  1 1  u *  third  metacarpal  which  has  become 
separated.  The  intermedium  has  two  ossitio  centres  and  the  two  facets 
usually  present  at  its  distal  end  frequently  coalesce. 

Metacarpal  Bones. —  Occasionally  the  styloid  process  of  thethird  meta¬ 
carpal  is  connected  with  the  os  carpi  intermedium  by  a  joint. 

Sesamoid  Bones. — The  sesamoid  bones  of  the  thumb  are  absent  in 
about  13  per  cent,  of  cases.  The  sesamoid  of  the  first  joint  of  the  second 
finger  is  sometimes  on  the  ulnar  and  sometimes  on  the  radial  side,  and  is 


Fig.  227. — The  supra-condyloid  process.  From  fore-limb  of  cat 

Half  natural  size. 


The  median  nerve  On  ??)  and  brachial  artery  (a)  are  seen  to  pass  through  t lie  foramen.  4,  5,  and  6  show  the 
development  of  the  arch  in  the  kitten  :  1  and  •”>  at  birth  :  6,  five  weeks  later.  The  half-grown  bony  arch  in 
the  kitten  corresponds  exactly  to  the  full-length  bony  process  in  man. 


absent  in  about  31  per  cent,  of  subjects.  The  sesamoid  of  the  fifth  finger 
lies  on  its  ulnar  side,  and  is  absent  in  about  19  per  cent,  of  cases.  The 
second  finger  possesses  a  sesamoid  bone  or  fibro-cartilage  in  about  42  per 
cent,  of  cases,  and  the  little  finger  in  about  70  [ter  cent. ;  and  they  were 
symmetrical  on  the  right  and  left  sides  in  8fi  per  cent,  of  subjects.  Very 
rarely,  a  sesamoid  bone  is  found  on  the  first  joint  of  the  fourth  finger. 
(Consult  the  writings  of  Gruber,  W.  Krause,  Iiosenburg,  Gillette,  Barkow, 
and  Aeby  for  further  particulars  upon  this  subject.) 


Summary  of  Important  Facts  connected  with  the  Bones  of  the  Shoulder  Girdle 

0  =  Origin.  I  =  Insertion. 
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Summary  of  Important  Facts  connected  with  the  Bones  of  the  Shoulder  Girdle— continued. 


DISSECTION  OF  THE  UTTER  LIME. 


outer  border 


Carpal  and  Metacarpal  Bones  and  Phalanges. 

It  aaill  be  more  CONVENIENT  TO  ADOrT  a  somewhat  different  arrangement  for  these  smaller  bones. 
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Carpal  and  Metacarpal  Bones  and  Phalanges — continued. 

It  will  be  more  convenient  to  adopt  a  somewhat  different  arrangement  for  these  smaller  bones. 

O  =  Origin.  I  =  Insertion. 
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Summary  of  Muscles  of  Thoracic  G: 
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Name 

Origin 

Insertion 

Action 

Pectoralis  major 

Clavicle,  sternum,  and 
lirst  to  seventh  costal 
cartilages 

Humerus,  outer  bicipital 
ridge 

Adductor  of  arm 
elevator  of  sterr 
and  ribs 

„  minor 

Third  to  fifth  cost, 
cartgs. 

( -oraeoid  proc.  of  scapula, 
inner  facet 

Depresses  scapula 
raises  ribs 

Subclavius 

First  costal  cartilage 

Under  surf,  clavicle, 
middle  third 

Depresses  clavicle 
raises  first  rib 

Serratus  magnus 

First  to  ninth  ribs 

Base  of  scapula 

Draws  scapula 
wards  or  raises  r 

Biceps 

Long  head,  glenoid  cav¬ 
ity;  short  head,  coracoid 
process,  middle  facet 
Coracoid  process,  outer 
facet 

Radial  tubercle  and  deep 
fascia 

Flexor  and  supiui 
of  forearm  or 
presses  shoulder 

Coraco-braohialis 

Middle  of  front  of 
humerus 

1  traws  arm  lbnva 
and  inwards 

Brachialis  anticus 

Humerus  lower  balfinter- 
muscular  septum 

Coronoid  process  of  ulna 

Flexor  and  sli 
supinator 

Deltoid 

Clavicle  outer  half,  acro¬ 
mion,  and  spine  of 
scapula 

Humerus,  middle  of 
outer  surface 

Raises  arm  or  depre 
shoulder 

Supra-spinatus 

Supra-spinous  fossa 

Great  humeral  tuherositv 

External  rotator 
arm 

<  lufra-  ,, 

lufra-  „  „ 

Middle  facet,  great  tu¬ 
berosity 

External  rotator 
arm 

Teres  minor 

Axillary  border  of  scapula 

Lowest  facet  of  great 
tuberosity 

External  rotator 

Teres  major 

Inferior  angle  of  scapula 

Inner  bicipital  ridge 

Internal  „ 

Latissimus  dorsi 

Sixth  lower  dorsal,  lifth 
lumbar,  half  iliac  crest, 
and  four  last  ribs 

Bottom  of  bicipital 
groove 

draws  arm  in 
backwards 

Subscapularis 

Subscapular  fossa 

Lesser  tuberosity 

Internal  rotator 

’i'riceps 

Long  head  :  below  glen¬ 
oid  cavity,  outer  head : 
outer  surface  of  hu¬ 
merus.  Inner  head :  in- 
mu-  surface  of  humerus 

Olecranon  process  of 
ulna 

Extensor  of  lore-: 
or  depressor  of  : 
pula 

l’ronator  teres 

Inner  condyle  of  humerus, 
deep  fascia 

Middle  of  outer  surf,  of 
radius 

Rotates  radius  inw: 

Plexor  carpi  radialis 

Internal  condyle,  deep 
fascia 

Second  metacarpal,  pal¬ 
mar  aspect 

Flexor  of  hand 

Palmaris  longus 

Internal  condyle  and 
fascia 

Palmar  fascia 

Tensor  of  palmar  fa 
and  flexor  of  bar 

Plexor  carpi  ulnaris 

Internal  condyle,  fascia, 
post,  edge  of  ulna 

Pisiform  and  fifth  meta¬ 
carpal,  palmar  aspect 

Flexes  the  hand 

Flexor  sub.  dig. 

Inner  condyle,  septum, 
coronoid  process  of 
ulna,  and  oblique  line 
of  radius 

Second  phalanges  of  the 
four  lingers,  palmar 
aspect 

Flexor  of  second  | 
langes  and  then 
wrist 

Flex.  long.  poll. 

Radius,  ant.  surface, 
outer  half  intoss.  memh. 
ulna,  coronoid  process 

Base  of  last  phalanges  of 
thumb,  palmar  aspect 

Flexes  second  pluil 
and  then  the  thi- 

Flex.  prof.  dig. 

Ulna,  upper  two-thirds, 
inner  half  in  toss.  memh. 

Third  phalanges  of  the 
four  lingers,  palmar 
aspect 

Bends  the  third  l 

langes,  then  the ol 

and  the  wrist 

Pronator  quadratic 

Ulna,  lower  ant.  fourth 

1  la  dins  .lower  ant.  fourth 

Rotates  the  radiut 

Supinator  longus 

Supra- condyloid  ridge  of 
humerus  and  intermus¬ 
cular  septum 

Base  of  styloid  process 
of  radius 

Flexor  and  supim 
of  forearm 

their  Vascular  and  Nervous  Supply. 


Antagonists 

Arteries  come  from 

Veins  go  to 

Nerves 

Lymphat  ios  go  to 

tisa.  dorsi,  teres 

Ext.  mam.,  inter- 

Ext.  main.,  inter- 

Ext.  and  int.  ant. 

Sternal,  cervical, 

tajor 

costals,  and  per-  j 

costals,  aud  per- 

thoracic 

and  axillary 

l'o  rating 

l’o  rating 

glands 

ipezius.lev.  scap. 
itercostals 

Ext.  mam.,  inter- 

Ext.  mam.,  inter- 

Int.  ant.  thoracic 

Sternal,  cervical, 

costals,  and  per¬ 
forating 

costals,  and  per¬ 
forating 

and  axillary 
glands 

mo-mastoid,  tra- 

Superior  and  aero-  . 

Ext.  mam.,  inter-  J 

Branch  from  fifth 

Cervical  glands 

pzius 

thoracic 

costals,  and  per¬ 
forating 

and  sixth  of  bra¬ 
chial  plexus 

lomboids  or  inter¬ 
est  a  Is 

Long  thoracic,  sub¬ 
scapular,  intercos- 
tals 

Long  thoracic, 
subscapular,  and 
axillary 

Post,  thoracic 

A  xillary  glands 

iceps.  anconeus, 
id  tlie  two  pro- 
la  tors 

Muscular  of  brachial 

Brachial 

Musculo  -  cutane¬ 
ous 

11 

ttoid,  teres  major, 
id  lat.  dorsi 

Muscular,  ant.  cir- 
tlex. 

Axillary 

Musculo  -  cutane¬ 
ous 

11 

■ceps,  anconeus, 
ad  pronators 

Muscular  and  inf. 
profunda 

Brachial 

Musculo  -  cutane¬ 
ous  and  spiral 

11 

ct.  maj.,  teres 
iaj.,  cor.-bracli., 
.t.  dors. 

Acrom.-tlior.,  and 
ant.  and  post, 
circfx. 

Axillary 

( 'ircunitlex 

Axillary  and 
cervical  glandH 

ascap.,  teres  maj., 
it.  dors. 

Supra  and  t  rausverse 
scapular 

Subclavian 

Supra-scapular 

Axillary  glands 

*jscap.,teresmaj., 
.t.  dors. 

Scapular ;  dorsalis 
scap. 

Axillary 

11 

» 

-ascap.,  teres  maj., 
t.  dors. 

Scapular ;  dorsalis 
scap. 

11 

Circumflex 

ora-  and  infra- 
cinatus,  teres 

.niior 

Posterior  scap.  and 
dors,  seapubc 

11 

Subscapular 

11 

fct.  maj.,  coraco- 
trach. 

Lumbar  intercostal ; 
subscap. 

Correspondingly 
named  vein 

Long  subscapular 

11 

ipra-  and  infra- 
Din.,  ter.  maj. 

Subscapular 

Axillary 

Subscapular 

11 

reps  and  brach. 
tat. 

Subscapular,  sup. 
and  iuf.  profunda 

Brachial 

Museulo-spiral 

11 

pinator  brevis 

Muscular  of  ulnar 
and  radial 

Venae  comites 

Median 

11 

•tensors  carpi  uln. 
ad.  long.  and  brev. 

(  Muscular  of  ulnar 
and  radial 

Brachial 

11 

11 

(tensors  carpi  nln., 
hd.  loiijr.  and  brev. 

Muscular  of  ulnar 
and  radial 

11 

11 

If 

(tensorscarpi  nln., 
bd.  long,  and  brev. 

Muscular  of  ulnar 
and  radial 

V 

Ulnar 

” 

•tensor  com.  dio\ 

Muscular  of  ulnar 
and  radial 

11 

Median 

11 

itensor  long.  poll. 

Ant.  intoss. 

11 

Ant.  interosseous 

11 

•  ”  » 

Intoss.,  mod.,  and 
muscular  of  ulnar 

Brachial  through 
radial 

Ant.  intoss,  and 
ulnar 

ipinator  brevis 

Ant.  and  post,  in¬ 
terosseous 

Ulnar  and  inter¬ 
osseous 

Ant.  intoss. 

11 

jeeps,  anconeus, 
pronators 

Sup.  prof,  and  radial 

Radial  and  bra¬ 
chial 

Y 

M  usculo-spiral 

Summary  of  Muscles  of  Thoracic  Girdle,  a 
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Name 

Origin 

Insertion 

Action 

Ext.  carp.  rad.  long. 

Lower  third  supra-con- 
dyloid  ridge  of  humerus, 
and  intermuscular  sep¬ 
tum 

Dorsal  surface  of  base  of 
second  met  acarpal 

Extends  and  abduc 
the  hand 

„  „  brev. 

Ext.  condyle  and  deep 
fascia 

Dorsal  surface  of  base  of 
third  metacarpal 

Extends  and  abdui 
the  hand 

Ext.  com.  dig1. 

Ext.  condyle  and  deep 
fascia,  but  below  it 

Bases  of  dorsal  surface 
of  second  and  third 
phalanges 

Extends  the  fingers 

Ext.  min.  dig. 

Ext.  condyle  and  inter¬ 
muscular  septum 

Dorsal  surface  of  second 
and  third  phalanges 

Extends  the  lit, 
finger 

Ext.  carp,  ulnaris 

Ext.  condyle  and  deep 
fascia 

Dorsal  surface  of  base  of 
fifth  metacarpal 

Extends  and  addin 
tlie  hand 

A nconeus 

Ext.  condyle  and  deep 
fascia,  below  former 

Upper  third  of  ext.  surf, 
of  ulna 

Extensor  of  forearm 

Supinator  brevis 

Ilumerus,  ext.  condyle  ; 
ulna  below  lesser  sig¬ 
moid  cavity;  also  from 
ext.  lateral  and  orbic¬ 
ular  ligaments 

Radius  above  oblique 
line. 

External  rotator 

Ext.  ossis  metcarpi. 

-Middle  of  post,  surface 

Dorsal  surface  of  base  of 

Extends  and  abdul 

poll. 

of  radius.  Middle  of 
post,  surface  of  ulna 
and  from  intoss.  memb. 

thumb  metacarpal 

the  thumb 

Ext.  primi  intnod. 
poll. 

Back  of  lower  part  of 
radius  and  intoss,  mem¬ 
brane 

Dorsal  surface  of  base  of 
first  phalanx  of  thumb 

Extends  tirst  phala: 

Ext.  sec.  intnod. 
poll. 

Back  of  lower  part  of 
ulna  and  intoss,  mem¬ 
brane 

Dorsal  surface  of  base  of 
second  phalanx  of 
thumb 

„  second  „ 

Ext.  indicia 

Back  of  lower  part  of 
ulna  and  intoss,  mem¬ 
brane,  below  former 

Blends  with  index  tendon 
of  communis 

[palm 

Extends  index  tiugi 

Palmaris  brevis 

Palmar  fascia 

Skin  of  inner  side  of 

W  rinkles  skin  of  pal 

Lumbricales 

Radial  side  of  tendons 
of  Hex.  prof.  dig. 

Radial  side  of  ext.  com. 
dig. 

Flex  tirst  phalanx  | 

Abd.  min.  dig. 

Pisiform  and  tendon, 
Hex.  carp.  uln. 

Inner  side  of  first  pha¬ 
lanx  of  little  finger 

Abducts  little  finge 

Flex.  brev.  min.  dig. 

Unciform  process  and 
annular  ligament 

Inner  side  of  base  of  first 
phalanx  of  little  finger 

Beuds  the  tirst  phals 

Abd.  min.  dig. 

Unciform  and  annular 
ligament 

Inner  side  of  base  of  first 
phalanx  of  little  finger 

Abducts  little  tinge 

!  Abd.  poll. 

Trapezium  and  annular 
ligament 

( Inter  side  of  base  of  first 
phalanx  and  outer  sesa¬ 
moid 

Abducts  the  thuml 

Opponcns  poll. 

Trapezium  and  annular 
ligament 

Radial  side  of  base  of 
tirst  metacarpal 

Opposes  thumb  to  lit . 
linger 

j  Flex.  brev.  poll. 

Trapezoid,  magnum,  and 
middle  metacarpal 

Inner  and  outer  sides  of 
base  of  first  thumb 
phalanx  and  two  sesa- 
moids 

Flexes  the  first  phali 

Add.  poll. 

Magnum  and  base  of 
middle  metacarpal 

Inner  side  of  base  of  first 
thuino  phalanx  and 
ini  er  sesamoid 

Adducts  the  thuml 

Palmar  iuterossei 

Between  second,  fourth, 

Ulnar  side  of  tirst  phalanx 

Draw  second,  four 

(three) 

and  tilth  metacarpals 

of  second  finger,  and 
radial  side  of  fourth 
and  fifth  fingers 

and  fifth  lingers 
middle  linger 

Dorsal  iuterossei 

(four) 

Adjacent  sides  of  the 
metacarpals 

Bases  of  first  phalanges 
of  first,  second,  and 
third  lingers,  and  to 
extensor  tendon 

Separate  the  linger 
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Arteries  come  from 

Veins  go  to 

Nerves 

.Lymphatics  go  to 
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Musculo-spiral 

Axillary  glands 
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yy 
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Radial  and  bra- 

Posterior  intoss. 

cliial 

■com.  dig. 

Radial  recurrent, 

Radial  and  bra- 

posterior  intoss. 
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min.  dig. 

Post,  interossei 

Tost,  interossei 

Post,  interossei 

yy 

icarp.  radialis 

Post,  intoss,  and 

radial  recurrent 

i  and  brach. 

Radial  recurrent 

Radial 

Musculo-spiral 

yy 

tors 

Post,  intoss. 

Post,  in  toss. 

Post,  intoss. 

yy 

•tor  poll. 

yy 

yy 

yy 
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yy 

yy 

yy 

yy 

yy 

yy 

yy 

yy 

yy 

:sors 

yy 

yy 

yy 
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Ulnar 

yy 

Ulnar 

cm.  dig. 

Deep  palmar  arch 

Radial  and  ulna 

Median  and  ulnar 

yy 

*sei 

Ulnar 

yy  yy 

yy  yy 

yy 

fin.  dig. 

terossei 

Ulnar,  deep  branch 

Deep  arch 

Ulnar 

yy 

v  yy 

yy 

yy 

yy 

tor  poll. 

Superficialis  volte, 

yy 

Median 

palm  ar  interosseous 
and  first  digital 

•°rs  poll.  long. 

Deep  branch  of  ulnar 

Superficialis  volte 

»rev. 

and  deep  arch 

t>rs  poll.  long. 

yy  yy 

Superficialis  volte 

Median  and  ulnar 

*rev. 

and  deep  arch 

•>oll.  and  ex- 

First  digital  and 

Deep  arch 

Ulnar 

rs  of  thumb 

interossei 

first,  two  palmar 
interossei 

Palmar  interosseous 

yy 

yy 

” 

yy 

Dorsal  interosseous 

Radial,  ulnar,  and 

aud  metacarpal 

interosseous 

Y 
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Anastomoses  of  Upper  Limb. 


Region 

Anastomosing  arteries 

Thorax 

The  perforating  of  internal  mammary  from  subclavian  with  long  thoracic  | 
of  axillary.  Muscular  and  long  thoracic  with  first  to  twelfth  inter- 
costals  from  thoracic  aorta.  Superior  and  acromio-thoracic  with  first 
intercostal 

About 

The  acromio-thoracic  of  axillary  with  acromial  branch  of  suprascapular 

shoulder 

from  subclavian.  Suprascapular  of  subclavian  with  transverse  cer- 

joint 

vical  from  same  source 

Scapula 

Subscapular  of  axillary  with  posterior  scapular  from  subclavian  and 
dorsalis  scapulas  of  subscapular  with  posterior  scapular.  Long  thoracic  | 
with  subscapular 

Arm 

Acromio-thoracic  of  axillary  with  anterior  circumflex  of  brachial.  j 
Anterior  and  posterior  circumflex  of  brachial  with  subscapular  of 
axillary,  and  muscular  with  each  other 

Around 

Superior  profunda  of  brachial  with  the  recurrent  of  radial,  inferior 

elbow  joint 

profunda  of  brachial  with  anterior  ulnar  recurrent.  Anastomotica 
magna  with  ant.  and  post,  ulnar  recurrent  and  posterior  interosseous 
recurrent 

Around 

Anterior  and  posterior  carpal  of  radial  and  ulnar  with  each  other  and 

wrist  joint 

with  ant.  and  post,  interosseous  of  ulnar  above,  and  carpal  arch 
below 

Metacarpus 

Superficialis  volae  of  radial  with  ulnar,  and  deep  branch  of  ulnar  with 
radial.  The  palmar  interossei  of  the  deep  arch  with  dorsal  inter-  j 
ossei  from  the  metacarpal  of  radial 

Phalanges 

The  palmar  digitals  from  the  superficial  arch  with  the  dorsal  digitals 
from  the  metacarpal  or  dorsal  interossei  of  radial 

Synovial  Sheaths  of  Tendons  and  Musmdar  Bursct ;  of  Upper  Limb. 
Around  Shoulder  and  in  Arm. 

1.  Under  tendon  of  subscapularis.1 

2.  ,,  ,,  infra-spinatus.1 

3.  Beneath  deltoid  (multilocular  bursa). 

4.  Around  tendon  of  long  head  of  biceps.1 

5.  Between  „  latissimus  dorsi  and  teres  major. 

At  Elbow. 

] .  Beneath  tendon  of  triceps. 

,,  „  biceps. 

Around  Wrist. 

\ round  tendon  of  pahnaris  longus. 

,,  tendons  of  flexors  sublimis  and  profundus.' 

,,  tendon  of  flexor  longus  pollicis. 

,,  ,,  .,  carpi  radialis. 

,,  ,,  ..  ,,  uluaris. 

,,  tendons  of  the  three  extensors  of  thumb. 

„  ,,  ,,  two  ..  carpi  radialis. 

,,  of  extensor  communis  and  indicis.® 

,,  tendon  of  ,,  minimi  digiti. 

1  These  usually  communicate  with  the  joint.  That  for  the  infra-spinatus  is  inconstant, 
a  These  mav,  though  extremely  rarely,  communicate  with  the  wrist  joint. 
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Fingers. 

Along  the  tendons  of  the  superficial  and  deep  ilexors ;  the  synovial  sheaths  of  the 
thumb  and  little  linger  are  prolongations  of  the  sac  which  surrounds  the  flexors  at  the 
wrist,  but  there  are  variations  in  I  he  arrangement  of  these  sheaths  as  described  in  the 
text. 


Subcutaneous  Burses  which  are  Normal  and  Constant. 
In  Upper  Limb. 

1.  Over  acromion. 

'2.  „  epitrochlea. 

,,  epicondyle. 

4.  ,,  olecranon. 

o.  „  styloid  process  of  radius. 

(>.  ,,  ,,  ,,  ulna. 

7.  ,,  dorsal  surface  of  inetacarpo-phalangeal  joints, 

'-i.  ,,  palmai  ,,  ,,  ,,  ,, 

It.  „  dorsal  „  interphalangeal  joints. 


Bursae  which  are  Normal  but  Inconstant. 

1.  Over  the  convex  part  of  clavicle. 

2.  „  lower  angle  of  scapula. 

o.  Between  latissimus  dorsi  and  ribs. 


CHAPTER  Y. 


THE  LOWER  LIMB. 

DISSECTION  OF  THE  THIGH. 

THE  FRONT  AND  INNER  SIDE  OF  THIGII  AND  FEMORAL 

HERNIA. 

Instructions. — The  body  being  on  its  back,  with  a  block  under  the  loins, 
and  the  buttocks  having  been  brought  to  the  edge  of  the  table,  the 
student  should  rotate  the  leg  out,  and  support  it  in  a  semiflexed  position 
by  resting  the  foot  on  a  stool. 

External  Markings  and  Boundaries. — The  thigh  is  shaped  like  a 
truncated  cone,  with  its  base  above  at  the  hip,  which  forms  the  root 
of  the  lower  limb,  and  its  apex  below  at  the  knee.  It  is  rounded,  with 
a  slight  flattening  at  the  outer  side,  and  a  depression  at  the  upper 
and  inner  part.  It  is  limited  in  front  and  above  by  the  ligament 
of  Poupart  or  Fallopius,  which  extends  from  the  spine  and  crest  of  the  pubis 
to  the  anterior  superior  iliac  spine,  and  forms  the  fold  of  the  groin  ;  on  the 
outer  side  and  behind  by  the  iliac  crest,  and  sacrum,  and  coccyx ;  on  the 
inner  side  by  the  rami  of  pubis  and  ischium.  Below  the  limit  of  the  thigh 
is  the  inter-articular  line  of  the  knee.  On  the  upper  and  inner  aspect  of 
the  thigh  is  a  slight  hollow,  which  corresponds  with  Scarpa’s  triangle,  and 
along  the  middle  of  this  the  femoral  artery  runs  obliquely  to  the  inner 
side  of  the  limb.  A  line  from  a  little  internal  to  the  centre  of  Poupart’s 
ligament,  to  the  internal  condyle  of  the  femur,  marks  the  position  of  the 
artery.  The  common  femoral  artery  can  be  compressed  sufficiently  by 
directing  the  pressure  up  and  backwards,  and  the  superficial  femoral  is 
controlled  by  pressing  outwards  against  the  femur. 

With  the  thigh  slightly  Hexed,  besides  the  groove  forming  the  bend  of 
the  groin,  there  is  a  second  one  below  it,  which  begins  at  the  angle  bet  ween 
the  scrotum  or  labium  and  thigh,  and  passing  outwards,  is  gradually  lost 
between  the  top  of  the  great  trochanter,  and  the  anterior  superior  iliac 
spine.  This  groove  is  practically  important, as  it  runs  across  the  hip-joint 
capsule,  is  obliterated  by  effusion  into  the  joint,  is  tender  on  deep  pressure 
at  its  outer  part  in  hip  mischief,  and  is  the  line  along  which  the  knife 
should  be  introduced,  from  without  inwards,  in  antero-posterior  Hap  dis¬ 
articulation  by  transfixion  at  the  hip.  Along  these  folds  the  inguinal 
and  femoral  lymphatic  glands  may  be  felt,  the  former  following  the  line 
of  Poupart’s  ligament,  the  femoral,  that  of  the  saphena  vein,  and  lying  over 
the  saphenous  opening  and  around  the  femoral  vessels.  In  a  thin  body, 
if  the  Hngers  be  pressed  deeply  in  the  hollow,  below  and  at  the  middle  of 
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Poupart’s  ligament,  and  the  thumb  behind  and  rather  above  the  great 
trochanter,  the  head  of  the  femur  can  be  felt  rotating. 

At  the  knee,  t lie  patella  may  be  seen  and  felt  in  front  of  the  joint, 
with  a  depression  on  either  side  of  it.  These  become  distended  and  the 
patella  floated  up  when  there  is  fluid  in  the  knee-joint.  In  the  flexed 
position  this  bone  is  fixed,  but  when  the  knee  is  extended  it  is  easily 
moved  as  the  triceps  is  relaxed.  The  projections  of  the  inner  and  outer 
condyles  of  the  femur  and  their  tuberosities  can  also  readily  be  felt,  the 
former  being1  the  larger. 

o  o 

At  the  back  of  the  thigh,  at  its  upper  part,  the  fold  of  the  buttock  is 
noticeable.  This  is  not  usually  so  well  marked  in  men  as  in  women,  there 
being  more  subcutaneous  fat  which  renders  the  skin  more  pendulous. 
Above,  and  to  the  inner  side  of  this  fold,  the  tuber  ischii  is  to  be  felt.  At 
the  back  of  the  knee  is  a  slight  hollow  corresponding  to  the  popliteal  space, 
and  at  its  sides  may  be  felt  the  tendons  of  the  leg  flexors,  which  help  to 
form  its  boundaries.  Between  the  upper  and  lower  parts  extend  the  ham¬ 
string  muscles.  At  the  upper  and  inner  part  of  the  thigh  may  be  seen 
and  felt  the  crest,  spine,  and  rami  of  the  pubis,  and  the  tendon  of  the 
adductor  longus ;  while  at  the  upper  and  outer  part,  the  origins  of  the 
sartorius,  rectus,  and  tensor  fasciae  femoris  may  be  made  out  in  moderately 
thin  subjects. 

On  the  outer  side  of  the  thigh  at  its  upper  part  there  is  a  depression 
about  four  inches  below  and  behind  the  anterior  superior  iliac  spine  ;  and 
here  the  great  trochanter  can  be  easily  felt,  especially  if  the  thigh  be 
rotated.  Between  the  bone  and  the  skin  is  the  fascial  insertion  of  the 
gluteus  maximus,  with  a  bursa  underneath  it  and  another  superficial  to  it. 

The  spines  of  the  pubis  and  ilium,  the  tuber  ischii,  and  the  great 
trochanter  are  valuable  surgical  landmarks,  as  they  can  usually  readily  be 
made  out.  The  position  of  the  trochanter  major  having  already  been 
indicated,  it  remains  to  consider  the  relations  of  it  to  the  bony  parts  just 
named,  and  its  differences  of  relation  in  the  chief  movements  of  the 
thigh. 

The  top  of  the  trochanter  corresponds  to  a  line  (called  Nekton's  line) 
drawn  from  the  anterior  superior  spine  of  the  ilium  to  the  most  prominent 
part  of  the  tuber  ischii,  and  is  nearly  level  with  the  spine  of  the  pubes, 
and  about  three-quarters  of  an  inch  lower  than  the  top  of  the  head  of  the 
femur.  The  line  from  the  trochanter  to  the  tuber  ischii  runs  through  the 
centre  of  the  acetabulum.  This  is  most  true  when  t  he  femur  is  flexed  nearly 
to  a  right  angle  and  slightly  adducted.  The  acetabulum  is  placed,  with 
respect  to  the  surface,  in  the  centre  of  these  three  bony  projections  ;  viz. 
the  anterior  superior  iliac  spine,  the  pubic  spine,  and  the  tuberosity  of  the 
ischium.  In  fractures  of  the  neck  of  the  femur,  or  in  dislocations  of  its 
head,  this  line  is  of  great  value  in  distinguishing  the  kind  of  injury.  It  is 
also  a  guide  in  subcutaneous  division  of  the  neck  of  the  bone. 

The  length  of  the  lower  limb  is  usually  measured  from  the  anterior 
superior  spine  of  the  ilium  to  the  tip  of  the  inner  malleolus,  but  the  pubic 
spine  may  also  form  the  starting-point.  Firm  pressure  or  jerking  percus¬ 
sion  with  the  balls  of  the  thumbs  on  the  iliac  spines  will  aid  us  in  examin¬ 
ing  for  fracture  of  the  pelvis,  or  in  sacro-iliac  disease.  In  muscular  subjects, 
in  whom  there  is  little  subcutaneous  fat,  the  ilio-tibial  band  on  the  outer 
side  in  the  fascia  lata  may  be  made  out,  and  also  the  depressions  on  the 
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outer  and  inner  portions  of  the  lower  third  of  the  thigh,  corresponding  to 
the  external  and  internal  intermuscular  septa,  which  separate  the  muscles 
on  the  front  from  those  on  the  back  of  the  thigh. 

Dissection. — Make  an  incision  about  four  inches  long,  and  only  through 
the  skin,  from  the  pubes  along  the  inner  side  of  the  thigh  ;  from  the  upper 
end  of  this  make  one  along  Poupart’s  ligament,  and  from  its  lower  end  add 
another  transversely  outwards  over  the  thigh.  This  piece  of  skin  is  to  be 
reflected  outwards,  and  then  the  student  may  commence  the  study  of  the 
following  parts  which  are  comprised  in  this  dissection  ;  viz.  the  skin,  super¬ 
ficial  fascia,  deep  fascia  or  fascia  lata,  superficial  and  deep  vessels,  muscles 
and  nerves,  lymphatic  vessels  and  glands,  and  the  hip-joint. 

The  skin  is  fine  and  smooth  on  the  inner  side,  and  covered  with  hairs. 
On  the  outer  side  it  is  coarser.  It  is  very  adherent  at  Poupart’s  ligament, 


Fig.  228. — Diagram  or  incisions  eou  dissecting  the  front  of  the  bodv. 


but  freely  movable  at  other  parts.  It  contains  a  great  number  of  sebaceous 
follicles. 

The  Superficial  Fascia  is  a  part  of  the  general  covering  of  the  body, 
and  is  continuous  with  that  of  the  abdomen  above,  and  scrotum  or  labium 
and  perineum,  and  with  that  on  the  spermatic  cord  and  round  ligament. 
It  varies,  with  regard  to  the  amount  of  fat  deposited  in  it,  in  different 
subjects,  and  at  the  groin  is  divisible  into  two  layers,  a  superficial  and  deep, 
between  which  are  some  cutaneous  vessels  and  lymphatic  glands. 

Dissection. — Reflect  the  superficial  layer  by  similar  incisions  to  those 
on  the  skin,  with  the  exception  of  the  lower  incision,  which  must  be  two 
inches  higher  up.  'Then  commence  dissecting  it  from  below  upwards. 
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The  internal  saphena  vein  is  beneath  it,  and  its  under  surface  has  a  mem¬ 
branous  aspect.  In  the  middle  of  the  space  the  two  layers  are  easily 
separated,  because  of  the  vessels  and  glands,  but  at  the  inner  and  outer 
borders  the  dissection  is  not  so  readily  made.  Near  Poupart’s  ligament 
this  layer,  with  the  contained  fat,  becomes  thinner  and  more  fibrous. 
From  the  under  surface  of  the  skin,  fibrous  filaments  pass  to  Poupart’s 
ligament,  and  cause  the  crease  of  the  groin.  Now  clear  away  the  fatty 
tissue  from  the  superficial  vessels  and  nerves,  and  lymphatic  glands,  with¬ 
out  destroying  the  deep  layer  of  the  superficial  fascia  beneath  them.  This 
latter  is  most  marked  on  the  inner  side  of  the  mid-vertical  line  of  the 
thigh.  The  large  vein  called  the  internal  saphena  is  near  the  middle  of 


Fig.  229. — Diagram  op  incisions  for  dissecting  the  front  of  the  lower  limb. 

the  space,  and  of  the  superficial  branches  of  the  femoral  artery,  two  run 
inwards,  and  two  out,  accompanied  by  their  veins.  On  the  inside  of  the 
saphena  vein,  near  the  pubes,  is  the  ilio-inguinal  nerve,  and  the  crural 
branch  of  the  genito-crural  is  on  its  outer  side,  and  the  external  cutaneous 
nerve  perforates  the  deep  fascia  near  the  anterior  iliac  spine.  Some 
lymphatic  vessels  may  be  seen  passing  between  the  inguinal  and  femoral 
glands. 

Superficial  Vessels. — These  are  branches  of  the  common  femoral  artery. 
1  he  two  running  inwards  are  the  superior  and  inferior  pudic,  and  those 
i arming  outwards  are  I  lie  superficial  circumflex,  and  the  superficial 


Fid.  230.— Deep  fascia  and  superficial  veins  of  right  thigh.  Internal  view. 

The  femoral  artery  and  vein  al*e  shown  above, 
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epigastric.  They  all  pierce  the  fascia  lata  to  reach  the  glands  and  skin 
above  it  which  they  supply. 

The  Superior  or  Superficial  External  Pudic  Artery  is  the  more  super- 

llectns 


.  publ- 


ficial  branch,  and  is  given  off  from  the  inner  side  of  the  common  femoral, 
and  runs  up  and  in,  crossing  the  external  abdominal  ring  and  the  sper- 
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matic  cord  in  the  male,  and  supplies  the  skin  of  the  lower  part  of  the 
abdomen  and  of  the  penis,  and  scrotum  or  labium.  It  is  given  off  either 
separately  or  by  a  common  trunk  with  the  inferior,  and  pierces  the  fascia 
at  the  saphenous  opening,  and  anastomoses  with  the  superficial  perineal 
branch  of  the  internal  pudic,  which  latter  is  a  terminal  branch  of  the 
anterior  trunk  of  the  internal  iliac. 

The  Inferior  or  Deep  External  Pudic  is  more  deeply  seated,  passes 


First 

Second  „ 
Third  „ 


Sup.  fern. 


Hunter’s  canal 


^  Anast.  mag. 


Slip.  ext.  ai  tic.. 


Supfl.  epigtc. 


int.  nrtic. 


Ext.  pudic,  supfl. 

and  deep 
Int.cirflx. 


Supfl.  epigtc.  and. 
supl.  cirfx.  iliac 


Common  fem. 
Ext.  cirflx. 


Fig.  231.— Right  femoral  artery  and  branches. 


phe  deep  epigastric  and  circumflex  iliac  arc  seen  just  below  Foil  part’s  ligament,  the  former  passing  lip  and  in, 
and  the  latter  up  and  outward.  The  sartorius,  rectus,  and  adductor  longue  are  cut  and  reflected. 

inwards  over  the  pectineus,  pierces  the  fascia  lata  at  the  inner  border  of 
ithe  thigh,  supplies  the  skin  of  the  scrotum  or  labium  and  of  the  perineum, 
and  joins  branches  of  the  superficial  perineal  artery  of  the  internal 
pudic. 

The  Superficial  Epigastric  arises  from  the  front  of  the  femoral,  half 
I  :tn  inch  below  Poupart’s  ligament,  passes  forwards,  up,  and  inwards, 
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through  tin;  saphenous  opening,  then  lies  on  the  superficial  abdominal 
fascia  over  the  external  oblique  muscle,  and  reaches  nearly  to  the  umbili¬ 
cus.  It  anastomoses  with  the  deep  epigastric  from  the  external  iliac,  and 
with  the,  internal  mammary  of  the  subclavian.  These  inosculations  are  of 
great  importance  in  re-establishing  the  circulation  after  ligature  of  the 
superficial  femoral. 

The  Superficial  Circumflex  Iliac,  the  smallest  of  these  branches,  is 


Fig.  232.— Superficial  lymphatics  and  inguinal  glands  of  the  left  lower 

limb.  Internal  aspect. 


given  off  from  the  outer  side  of  the  artery,  and  after  crossing  and  supply¬ 
ing  the  psoas  and  iliacus  muscles,  runs  outwards  parallel  with  Poupart’s 
ligament,  and  pierces  the  fascia  lata  at  the  outer  border  of  the  thigh  near 
the  iliac  crest.  Its  branches  supply  the  skin,  superficial  fascia  and  glands, 
and  join  the  circumflex  iliac  branch  of  the  external  iliac  artery,  and  the 
external  circumflex  branch  from  the  profunda  femoris.  An  offset  accoin- 
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panies  the  external  cutaneous  nerve.  One  or  two  veins,  hearing  the  same 
names,  accompany  each  artery,  and  end  in  t  he  internal  saphena  vein,  except 
the  inferior  external  pudic  vein,  which  usually  directly  joins  the  femoral 
vein. 

The  Lymphat  ic  Glands  and  Vessel s. — The  glands  with  a  few  connecting 
lymphatic  vessels  are  readily  dissected,  hut  the  lymph  vessels  of  any  part 
of  the  body — the  thoracic  duct  excepted — are  very  difficult  to  trace  unless 
previously  injected,  and  even  then  they  require  extremely  careful  dissec¬ 
tion.  After  describing  the  glands  it  will  he  well  to  give  a  resume  of  the 
lymphatic  vessels  of  the  lower  limb,  and  the  student  should  try  and  make 
out  the  larger  ones. 

The  Superficial  Glands  vary  much  in  number  and  size.  There  are 
generally  from  eight  to  fifteen,  and  often  tin'  longitudinal  set  along  the 
saphena  vein  are  united.  They  are  situated  just  under  the  skin  in  the 
superficial  cellulo-fatty  fascia,  in  a  triangular  manner,  the  base  being 
above  and  the  apex  below.  They  may  be  divided  into  four  groups  accord¬ 
ing  to  their  position:  1,  the  supero-internal  group  runs  parallel  with 
Poupart’s  ligament,  and  receives  the  lymphatics  of  the  anus,  perineum  and 
skin  of  the  penis,  scrotum  and  labium  ;  2,  the  supero-external  group  also 
is  parallel  with  the  fold  of  the  groin — it  receives  the  lymph  vessels  of  the 
buttock  ;  3,  the  inferior  group  runs  parallel  with  the  saphena  vein  and 
receives  the  greater  number  of  the  lymphatics  of  the  surface  of  the  lower 
limb — -these  are  generally  larger  than  the  upper  groups ;  4,  the  median 
group  is  placed  in  the  middle  of  the  triangle — it  receives  the  lymphatics 
of  the  abdominal  wall  which  accompany  the  cutaneous  veins.  These 
glands  become  enlarged  or  inflamed  in  affections  of  the  parts  from  which 
they  return  the  lymph.  The  efferent  vessels  of  the  surperficial  glands 
perforate  the  cribriform  fascia  and  the  fascia  lata,  join  the  deep  lym¬ 
phatics,  pass  into  the  abdomen  by  the  side  of  the  femoral  vessels,  and 
joining  a  set  along  the  external  iliac  artery,  end  in  the  lumbar  glands. 
The  upper  groups  are  called  inguinal-,  the  lower,  the  femoral  glands. 
The  deep  glands  are  small,  are  under  the  fascia  lata,  and  surround  the 
femoral  vessels.  The  student  will  observe  them  when  dissecting  out  these 
latter. 

The  Lymphatic  Vessels  of  the  lower  limb  are  arranged  in  a  superficial 
and  deep  set  and  into  an  inner  and  outer  group.1  They  are  provided 
with  valves,  which  occur  more  frequently  than  in  the  veins.  The  super¬ 
ficial  internal  vessels  arise  from  the  dorsum,  inner  side,  and  sole  of  the 
foot,  forming  an  arch  on  the  dorsum  with  the  outer  set,  which  arch  receives 
the  lymphatics  of  (he  toes.  They  then  pass  before  and  behind  the  internal 
malleolus,  running  up  in  the  course  of  (lie  internal  saphenous  vein,  along 
the  inner  side  of  the  leg,  then  behind  the  internal  condyle,  up  t he  inside  and 
front  of  the  thigh  and  end  in  the  femoral  glands.  The  superficial  external 
vessels  arise  from  the  outer  side  of  the  dorsum  and  sole  of  the  foot,  ascend 
in  front  of  the  outer  malleolus  and  leg,  and  cross  obliquely  just  below  the 

1  For  extensive  and  minute  information  on  (lie  subject  of  lymphatics  generally,  consult 
the  magnificent  recent  works  of  Nappey  and  of  Key  and  Retzius.  Dr.  Klein's  work  is  also 
very  good,  but  it  does  not  deal  with  the  human  subject,  and  is  largely  pathological. 
Mascagni,  Cruikshank,  Teichmann,  His,  and  Recklinghausen  are  also  great  authorities. 
I*r.  and  Mrs.  Dr.  IToggan  have  recently  written  on  the  lymphatics  of  muscle  and  skin  in 
the  Proceed  itign  of  the  Iloyal  Society,  and  Dr.  Curnow  has  lately  given  some  good  lectures  at 
the  College  of  Physicians  on  the  lymphatics  and  their  diseases. 
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Fie;.  233. 


SUPERFICIAL  LYMPHATICS  AND  INGUINAL  GLANDS  OP  THE  RIGHT  LOWER 
LIMB  AND  LOWER  l’ART  OP  ABDOMINAL  WALL. 
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front  and  back  of  t lie  knee  to  join  (lie  inner  ones  of  the  thigh.  Some  of 
these  lymphatic  vessels  pass  behind  the  outer  malleolus,  accompany  the 
external  saphenous  vein,  and  pass  between  the  heads  of  the  gastrocnemius 
to  empty  themselves  into  the  popliteal  glands.  From  the  middle  of  the 
back  of  the  thigh,  lymphatics  pass  on  the  outer  and  inner  sides,  to 
debouch  into  the  inguinal  and  femoral  glands. 

The  Deep  Lymphatics  of  the  foot,  leg,  and  thigh  accompany  the  deep 
blood-vessels,  are  few — three  or  four  to  each  artery — and  consist  of  three 
sets  named  after  the  vessels  which  they  accompany,  viz.  anterior  tibia], 
posterior  tibial,  and  peroneal,  and  enter  the  popliteal  glands.  Sometimes 
a  small  gland  is  found  near  the  anterior  tibial  artery  on  the  front  of  the 
interosseous  membrane  above  the  middle  of  the  leg,  and  then  the  anterior 
tibial  set  of  lymphatics  may  pass  through  it,  but  usually  neither  the  deep 
nor  superficial  absorbents  enter  any  gland  in  the  leg,  but  the  deep,  after 
receiving  the  lymphatics  which  accompany  the  branches  of  the  femoral 
artery,  run  up  around  the  femoral  vein  and  enter  the  dee})  femoral  glands, 
i.e.  those  around  the  femoral  vessels.  In  inflammation  of  the  foot  and 
leg,  dark  red  tender  lines  show  the  position  of  these  vessels.  They  very 
rarely  become  varicose. 

Dissection. — Keflect  the  deep  layer  of  the  superficial  fascia  by  incisions 
similar  to  those  through  the  skin,  and  be  careful  of  the  vessels  and  nerves. 
The  handle  of  the  scalpel  will  be  useful  in  effecting  the  separation. 

The  Deep  Layer  of  the  Superficial  Fascia  is  a  thin  membrane 
containing  little  fat,  and  is  most  developed  on  the  inner  side  of  the 
saphena  vein  and  near  Poupart’s  ligament.  It  is  separated  from  the 
superficial  layer  by  the  cutaneous  vessels  and  glands,  and  is  continuous 
with  the  dee})  layer  of  abdominal  fascia.  It  is  firmly  adherent  to  the 
lower  edge  of  Poupart’s  ligament,  to  the  body  and  ramus  of  the  pubes,  and 
to  the  fascia  lata,  with  which  it  becomes  blended  about  three  inches  below 
the  groin.  About  an  inch  below  Poupart’s  ligament  it  covers  and  par¬ 
tially  fills  up  the  saphenous  opening,  to  the  circumference  of  which  it  is 
attached  externally  by  fibrous  bands,  but  internallybyloose  connective  tissue. 
It  is  also  connected  with  the  anterior  layer  of  the  sheath  of  the  femoral 
vessels.  The  portion  of  this  deep  layer  which  stretches  over  the  saphenous 
opening  has  many  apertures  for  small  blood-vessels  and  lymphatics,  and  is 
called  the  cribriform  fascia.  There  are  two  main  sets  of  fibres  in  the 
fascia  cribriformis  ;  one  set  is  oblique  from  without  down  and  in  from 
the  falciform  process,  the  other  runs  down  and  out.  These  are  attached 
to  the  spine  of  the  pubes,  to  the  pectineal  crest  and  to  Gimbernat’s  liga¬ 
ment.  A  complete  femoral  hernia  or  rupture  has  this  as  one  of  its  cover¬ 
ings.  Fluid  effused  between  the  superficial  and  deep  layers  may  extend 
up  on  to  the  abdomen,  and  down  and  round  the  limb,  and  even  into  the 
abdomen  through  the  inguinal  canal  and  vice  versa  ;  but  if  extravasated 
under  the  deep  layer  it  cannot  reach  the  abdomen  in  consequence  of  its 
attachment  to  Poupart’s  ligament  unless  this  be  ulcerated  through.  It 
may  get  through  the  openings  in  the  cribriform  fascia,  then  along  the 
femoral  vessels  into  the  pelvis  and  down  the  thigh, but  this  is  rare. 

Dissection. — Make  a  vertical  incision  through  the  skin  only,  along  the 
middle  of  the  front  of  the  thigh  to  the  tubercle  of  the  tibia  ;  and  another, 

■  ^transverse  one,  at  the  lower  end  of  this  across  the  leg,  and  reflect  the 
aps  in  and  out  (see  fig.  229).  A  subcutaneous  bursa  over  the  patella, 
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and  perhaps  another  over  the  tibial  tubercle,  will  be  opened  in  doing  this. 
Now  clean  Ihe  saphenous  vein,  as  far  as  it  is  exposed,  being  careful  of 
some  branches  of  the  internal  cutaneous  nerve,  and  of  the  internal  saphe- 


The  anterior  tibial  usually  supplies  the  adjoining  sides  of  the  great  and  second  toes.  The  dotted  lines  represea^ 
the  nerves  before  they  pierce  the  deep  fascia.  A  cutaneous  artery  is  shown  outside  the  external  cutimcous 
nerve  at  the  groin. 


nous  nerve,  which  arc  near  it  ;  (hen  seek  the  various  cutaneous  nerves 
and  trace  them  up  to  where  they  pierce  the  fascia  lata,  and  note  the  small 
cutaneous  vessels  which  accompany  them,  and  which  are  given  oft  lrom  the 
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femoral  or  some  of  its  branches.  The  superficial  branch  of  the  anastomotica 
inagna  ol  the  femoral  accompanies  the  internal  saphenous  nerve  near  the 

The  Cutaneous  nerves,  which  are  more  numerous  on  the  inner  side, 
come  from  the  lumbar  plexus.  They  are  the  internal  saphenous,  internal 
and  middle  cutaneous  from  the  anterior  crural;  the  ilio-inguinal  and 
gemto-crural  from  the  first  lumbar,  and  the  external  eutaneouf  from  the 

r  '7bar  ,,erVe-  Tl,eir  relatiVe  is  H,o  accompun^ 

Some  twigs  also  from  the  anterior  crural  pierce  and  cross  the  anterior 

letl  T  Sheath  ,and  8»  '»  tke  skin  on  the  upper  and  inner  side 
m,  ‘l'«h’,after  1>aSS'"g  ‘''rough  H-e  saphenous  opening. 

The  Ilio-inguinal  Nerve  comes  from  the  first  lumbar  ;  it  is  small  and 
its  lowei  part  runs  with  the  spermatic  cord  in  the  inguinal  canal,  which 
it  leaves  th lough  the  external  abdominal  aperture,  to  supply  the  scrotum 
or  kbttun  and  upper  and  inner  part  of  the  thigh  interna/ tVthe  saphenoTs 
em  It  s  sometimes  small,  and  then  the  ilio-hypogastric  furnishes  a 
branch  wit  ,  a  similar  distribution.  In  rare  cases  it,  is  entirely  absent 

plc/u™  “  1  n°r  Pude"dal  nerve  of  small  sciatic  from  the  sacral' 

few  film  Gr!'ri"r|'  U  a  hranch  of  H'e  second  lumbar,  and  has  a 

li“  t  cded  i  °°P  betweel!  ‘‘  owl  Hie  first.  The  branch  now  to  be 

dissected  is  the  external  or  crural  branch  which  passes  beneath  I'numrfs 

ligament  and  pierces  the  fascia  lata  a  little  external  to  the  femoral  Xy 
and  ts  d.stnbuted  to  the  skin  of  the  upper  p art  and  front  Jibe  thigh 

either  before”^  '  ,  J?in8  the  outer  branch  of  the  middle  cutaneous 

e.tlie.  be  foie  or  a  ter  it  has  become  cutaneous.  Under  Poupait’s  ligament 

|b",' ■'  ^laments  which  are  prolonged  on  the  femoral  art  fry  and 

b  cl,  bTa  rght  W'“en  ,hat  vewel  is  dissected.  Sometimes7  this 

nen  e!  g<!r  USUa1,  and  then  -t  replaces  the  external  cutaneous 

dJ“  Cutaneous  Nerve  comes  from  the  anterior  crural,  and  runs 
he  centre  of  the  thigh  between  the  nerves  just  described.  It  pierces 

beowX  d  ,anfid  Te!imes  the  Siut°rius,  from  three  to  four  inches 
Wldch  >pu}f  band’  ue-  Poupart’s  ligament,  either  as  one  trunk 

i t d hr Ult°  'WObrancheSjorts  two  branches  which  have 
down  thpth  Si  1frCin?1  the  fascia-  There  branches  run  side  by  side 
the  skin  uf  ‘,&  LVlSithe  inner  Slde  and  front  of  the  patella,  supplying 
becomes  1  T  b?  Tuerou*  bl'ancbes-  Either  before  or  after  it 
Its  inner  hr*1  hlCm-  lt*  ™ter  branch  communicates  with  the  genito-crural. 
also  the  ii  t  ^  I  tle  anterior  branch  of  the  internal  cutaneous,  and 

pliecl  hVthit  ^  !  Saj;henoas  nerve  near  the  skin.  The  sartorius  is  sup- 
arises  from'tl  01  T  •"*  internal  cutaneous  nerve.  Sometimes  this  nerve 
T  e  antenor  crural  high  in  the  abdomen, 
from  ',(‘  External  Cutaneous  Nerve,  or  External  Musculo-cutcineous,  comes 

Passes  under  p'  Umba1,?  or  fro™/;he  loop  between  it  and  the  third,  and 
in  a  rider.  onpai^s  igament  beneath  the  anterior  superior  iliac  spine 

branches °  tbe.  fascia  lata-  It  divides  into  two  nearly  equal-sized 
auies,  vuz.  anterior  and  posterior. 

fascia  •llwVf^r  finch,  the  continuation  of  the  nerve,  pierces  the  deep 
1  out  inches  below  Poupart’s  ligament,  and  runs  as  far  as  the 
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knee,  giving  off  anterior  and  posterior  branches.  The  chief  filaments  are 
on  the  outer  and  posterior  surfaces.  When  it  reaches  quite  to  the  knee, 
it  joins  the  internal  saphenous  and  helps  to  form  the  plexus  patellae  or 
prse-patellae,  it  also  joins  the  outer  branch  of  the  middle  cutaneous  to 
form  the  plexus  patellae. 

The  Posterior  Branch  pierces  the  fascia  about  an  inch  below  Poupart.’s 
ligament  and  divides  into  two  or  three  filaments,  which  turn  back  and 
out  to  supply  the  skin  from  the  upper  border  of  the  ilium  to  near  the 


Fir.  235.  Cutaneous  nerves  and  veins  of  right  thigh. 

Part  of  the  deep  fascia  removed  to  expose  tlio  anterior  crural  nerve  and  femoral  vessels.  The  latter  mostly 

entering  int.  sapli. 

middle  of  the  thigh.  Its  branches  are  crossed  by  the  cutaneous  branches 
from  the  last  dorsal  nerve. 

The  Internal  Cutaneous  Nerve,  from  the  anterior  crural  crosses 
obliquely  inwards  over  the  upper  part  of  the  femoral  artery  and  divides 
either  in  front  or  to  the  inner  side  of  it,  into  an  anterior  and  internal 
branch  which  pierce  the  deep  fascia  at  different  levels.  It  supplies  all  the 
inside  of  the  thigh  and  the  upper  part  of  the  leg.  Before  dividing,  it 
gives  off  two  or  three  twigs  which  pierce  the  fascia  lata  to  supply  the  skin 
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on  the  inside  of  the  thigh,  accompanying  the  saphena  vein.  In  some 
subjects,  these  small  filaments  arise  directly  from  the  anterior  crural,  and 
they  frequently  join  with  each  other.  The  topmost  filament  passes 
through  the  saphenous  opening  and  reaches  to  the  middle  of  the  thigh, 
another  larger  than  the  rest  appears  about  the  middle  of  the  thigh  near 
the  vein  extending  as  far  as  the  knee,  and  a  third  pierces  the  fascia  at  its 
lower  third. 

The  Anterior  Branch,  perforates  the  fascia  in  the  lower  third  of  the 
thigh,  and  divides  into  two  branches,  the  inner  of  which  runs  down  near 
the  internal  intermuscular  septum  and  supplies  the  skin  over  the  lower 
third  of  the  thigh  and  inner  side  of  the  knee,  and  joins  the  inner  branch 


of  the  middle  cutaneous  ;  the  outer  one  crosses  the  patella  and  joins  the 
patellar  branch  of  the  long  or  internal  saphenous  nerve  above  the  joint, 
and  sometimes  takes  its  place.  Occasionally,  the  internal  cutaneous  is 
above  the  fascia  in  its  whole  length,  and  sometimes  it  gives  off  a  filament 
which  accompanies  the  saphenous  vein  and  may  join  the  internal  branch 
now  to  be  described. 

the  Internal  Branch  runs  along  the  posterior  border  of  the  sartorius, 
pierces  the  fascia  at  the  inner  side  of  the  knee,  gives  off  several  cutaneous 
filaments  to  the  lower  and  inner  side  of  the  thiorb.  and  ioins  bv  a  small 
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supplies  the  skin  of  the  inner  side  of  the  leg  as  far  as  its  middle,  where  it 
joins  the  internal  saphenous  nerve  again.  Beneath  the  fascia  in  the 
lower  third  of  the  thigh,  and  at  the  lower  border  of  the  Adductor  longus, 
this  branch  joins  in  a  plexiform  network — the  femoral  plexus — with 
branches  of  the  long  saphenous  and  anterior  or  superficial  branch  of  the 
obturator  nerve.  If  this  branch  of  the  obturator  be  large  and  continued 
to  the  skin  of  the  leg,  the  inner  branch  of  the  internal  cutaneous  is  small, 
and  either  ends  at  the  plexus,  or  sometimes  also  gives  off  a  few  cutaneous 
filaments.  It  will  be  noted  that  the  internal  cutaneous  nerve  enters  into 
two  plexuses  ;  by  its  anterior  branch  with  the  pne-patellar  plexus,  and  by 
its  internal  branch  with  the  femoral  plexus.  Sometimes  one  cr  both  of 
these  branches  pierce  and  supply  the  sartorius. 

The  Internal  or  Long  Saphenous  Nerve  is  the  largest  branch  of  the 
anterior  crural  and  is  sub-fascial  as  far  as  the  knee.  It  runs  close  to  the 
outer  side  of  the  femoral  vessels,  and,  in  Hunter’s  canal,  crosses  in  front 
of  them  to  the  inner  side  as  far  as  the  adductor  opening,  where  it  quits 
the  vessels  and  passes  beneath  the  sartorius  to  the  inner  side  of  the  knee. 
Here  it  gives  off,  near  the  inner  condyle,  a  branch  to  the  skin  over  the 
patella  and  becomes  subcutaneous  by  perforating  the  fascia  between  the 
tendons  of  the  sartorius  and  gracilis.  It  then  accompanies  the  long 
saphena  vein  to  the  inside  of  the  leg  and  foot,  and  joins  the  internal 
cutaneous  in  the  thigh  and  leg. 

The  Communicating  Branch  of  this  nerve  is  given  off  about  the 
middle  of  the  thigh ;  this  joins  the  anterior  branch  of  the  internal  cutaneous 
and  anterior  of  obturator  in  the  femoral  plexus. 

Its  Patellar  Branch  is  large  when  present,  and  pierces  the  sartorius 
and  fascia  lata  and  passes  over  the  front  of  the  patella  to  join  the  inner 
branch  of  the  middle  cutaneous  and  the  anterior  branch  of  the  external 
cutaneous  to  form  the  plexus  patellae.  The  internal  saphenous  is  some¬ 
times  given  off  from  one  of  the  muscular  branches  of  the  anterior  crural, 
and  in  some  subjects  it  again  joins  the  obturator  and  internal  cutaneous 
after  it  has  left  Hunter’s  canal. 

Dissection . — The  dissector  should  now  trace  the  larger  cutaneous 
veins  of  the  front  of  the  thigh  and  follow  them  to  the  long  saphenous. 
He  must  then  clear  away  the  superficial  fascia,  fat,  and  inguinal  glands, 
and  reflect  the  cutaneous  nerves  which  will  subsequently  be  traced  to  the 
anterior  crural.  •* 

Veins  of  the  Lower  Limb. — These,  like  those  of  the  upper  limb,  are 
divisible  into  a  superficial  and  deep  set.  The  dee])  set  run  in  pairs  below 
the  knee,  and  are  named  the  vence  comites  of  the  arteries  they  accompany. 
All  the  veins  have  valves,  and  they  are  more  numerous  than  in  the  upper 
limb.  The  valves  are  more  numerous  in  the  deep  than  in  the  superficial 
veins — ten  or  twelve  being  found  between  the  heel  and  knee.  The  deep 
will  be  described  further  on. 

The  Superficial  Veins  commence  in  a  network,  which  forms  an  arch 
on  the  dorsum  of  the  foot  that  receives  the  venules  from  tin1  toes. 
From  the  inner  side  of  this  arch  issues  the  internal  saphena,  and 
from  flu*  outer  the  external  saphena  veins.  The  long  saphena  vein  passes 
up  in  front  of  the  internal  malleolus  along  the  inner  side  of  the  leg,  then 
behind  the  inner  femoral  condyle  and  along  the  inner  side  and  front  of 
the  (high  through  the  saphenous  opening  of  the  fascia  lata,  and  enters  the 
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femoral  vein  about  an  inch  and  a  half  below  the  ilio-pubic  ligament. 
This  vein  is  joined  in  I  he  foot  by  the  internal  plantar,  and  in  the  leg  by 
ihe  posterior  tibial  veins,  by  branches  which  perforate  the  tibial  head  of 
the  soleus .  It  also  communicates  with  the  anterior  tibial  veins,  receives 
some  articular  branches  at  the  inner  side  of  the  knee,  and  in  the  thigh, 
one  or  more  branches  pass  between  it  and  the  femoral  vein.  The  cuta¬ 
neous  veins  of  the  thigh  empty  themselves  into  it  near  the  saphenous 
opening  by  two  or  three  large  trunks  formed  by  the  veins  from  the  outer, 


Fig.  237.— Right  internal  saphena  vein  and  its  tributaries. 

inner,  and  posterior  surfaces.  Near  its  termination  it  receives  the  super¬ 
ficial  epigastric,  superficial  circumflex  iliac,  and  superior  external  pudic. 
Its  valves  vary  from  two  to  six,  and  there  are  more  in  the  thigh  than  in 
the  leg.  The  external  saphenous  vein  will  be  dissected  with  the  leg. 

Dissection. — The  fascia  lata  must  now  be  cleaned,  especially  at  the 
upper  part.  On  removing  the  deep  layer  of  Ihe  superficial  fascia  the 
Saphenous  opening  of  the  fascia  lata  will  beseem  its  outer  semilunar 
edge  is  to  be  separated  from  the  superficial  fascia,  and  from  the  anterior 
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layer  of  (he  sheath  of  the  femoral  vessels,  the  inner  side  is  readily  shown. 
'The  saphenous  vein,  called  so  because  it  is  evident  on  the  surface  of  the 
fascia,  joins  the  femoral  vein  through  the  lower  part  of  this  opening.  The 
cribriform  fascia  is  very  adherent  to  the  saphena  vein  and  is  somewhat 
funnel-shaped  if  the  vein  be  pulled  downwards.  In  studying  this  fascia 
the  student  must  first  thoroughly  understand  how  it  forms  the  saphenous 
opening,  and  then  observe  its  various  processes  and  septa.  Pinch  up  with 
the  forceps  the  sheaths  of  the  muscles  formed  by  it,  and  divide  and  sepa¬ 
rate  each  in  the  course  of  its  fibres,  displacing  the  muscles  as  little  as 
possible. 

The  Deep  Fascia  or  Femoral  Aponeurosis  (more  correctly  apomyosis) 
is  generally  a  strong,  blueish-white,  glistening  membrane,  whose  fibres 


Fro.  238. — Superficial  dissection  op  inside  op  right  knee,  slightly  altered 
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interlace  in  various  directions.  It  continuously  surrounds  the  muscles 
and  vessels,  *tc.,  of  the  thigh,  and  sends  from  its  under  surface,  septa 
between  the  muscles,  and  also  two  strong  processes  which  are  attached  to 
the  outer  and  inner  lips  of  the  linea  aspera,  and  which  separate  the 
muscles  in  front  from  those  on  the  posterior  and  inner  aspect  of  the  thigh, 
giving  partial  origin  to  them.  The  position  of  these  septa  is  visible  on 
the  surface  of  the  fascia  by  white  lines.  This  membrane,  which  from  its 
extent  is  called  the  fascia  lata,  is  thin  in  very  fat  subjects.  There  is 
another  and  less  strong  septum  which  isolates  the  inner  and  posterior 
groups  of  muscles. 

The  fascia  lata  is  much  stronger  on  the  outer  and  upper  side  of  the 
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this'll  than  elsewhere,  and  its  superficial  or  outer  part  is  attached  above 
amf  in  front  to  the  crest  and  spine  of  t  he  pubes  and  to  Poupart’s  ligament, 
and  behind  it  is  attached  to  the  outer  lip  of  the  crest  of  the  ilium  and  to 
the  lower  part  of  the  posterior  surface  of  the  sacrum  and  coccyx.  The 
deep  part  of  the  fascia  lata  is  attached  to  the  body  and  ramus  of  the 
pubes,  to  the  ramus  and  tuberosity  of  the  ischium,  and  to  the  ilio-pecti- 
neal  line,  in  front  of  the  insertion  of  the  aponeurosis  of  the  external 
oblique.  It  covers  the  pectineus,  having  over  this  muscle  a  thickening  of 
transverse  fibres  passing  from  the  spine  of  the  pubes  to  the  ilio-pectineal 


Fig.  239.— Right  ext.  saphena  vein  and  its  tributaries. 

1.  External  saphena  vein  piercing  the  deep  fascia. 


line  and  to  the  posterior  border  of  Gimbemat’s  ligament.  This  is  called 
the  ligament  of  Cooper.  Most  of  these  fibres  come  from  the  lower  end  of 
the  ligament  of  Colies ,  which  is  formed  by  the  most  internal  fibres  of  the 
internal  or  superior  pillar  of  the  external  abdominal  ring.  These  fibres 
are  part  of  the  aponeurosis  of  the  external  oblique  muscles  and  decussate 
behind  the  linea  alba  with  those  of  the  opposite  side,  to  become  continuous 
■with  the  ligament  of  Cooper.  This  layer  then  joins  the  pelvic  fascia 
through  the  fascia  iliaca,  and  splits  at  the  inner  border  of  the  psoas,  in¬ 
vesting  the  lower  portion  of  it  and  the  iliacus,  and  is  attached  to  the  front 
of  the  capsular  ligament  of  the  hip.  At  the  outer  side,  the  gluteus  maxi- 
mus  is  inserted  into  it  by  a  fibrous  expansion,  and  the  fascia  here  encloses 
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the  tensor  fasciae  femoris.  A  strong  process  passes  up  between  it  and  the 
vastus  externals,  and  is  attached  superiorly  to  tire  ilium  just  above  the 
origin  of  the  posterior  head  of  the  rectus.  This  strong  process,  called  the 
ilio-tibial  bund  or  ligament ,  passes  down  to  be  attached  around  the  knee 
to  the  condyles  of  the  femur,  tuberosities  of  the  tibia,  and  head  of  the 
fibula.  It  relieves  the  extensor  muscles  of  the  knee  in  standing.  Around 
the  knee  the  fascia  lata  is  strong  and  receives  expansions  from  the  flexor 
and  extensor  muscles  of  the  knee.  Attached  to  the  sides  of  the  patella 
are  two  transverse  bands  of  fibres  ;  the  retinacula  or  alee  of  the  patella,  of 
which  the  outer  is  stronger  than  the  inner.  The  former  joins  the  inser¬ 
tion  of  the  vastus  externus,  and  externally,  the  ilio-tibial  band.  It  pulls 
the  patella  outwards  in  flexion.  The  inner  is  fixed  to  the  patella  at  a 
lower  level,  and  joins  the  insertion  of  the  vastus  interims.  These  bands 
support  the  patella  and  strengthen  and  protect  the  joint. 

This  fascia  is  perforated  in  numerous  places  by  cutaneous  vessels  and 
nerves.  Its  posterior  part  will  be  described  in  the  dissection  of  the 
buttock  and  back  of  the  thigh.  To  explain  the  formation  of  the  saphenous 
opening,  and  to  facilitate  the  description,  this  fascia  has  been  artificially 
divided  into  an  outer,  iliac  or  superficial  portion,  and  an  inner,  pubic  or 
deep  part.  The  former  is  external  to  the  saphena  vein  and  the  latter 
internal  to  it.  They  will  be  described  in  the  next  sections.  If  fluid  be 
effused  beneath  the  fascia  lata,  it  can  only  reach  the  surface  through  the 
apertures  in  the  saphenous  opening,  or  along  the  cutaneous  vessels  and 
nerves,  or  by  ulcerating  through  the  fascia  itself.  Fluid  can  pass  down  as 
far  as  the  knee  and  around  the  thigh,  being  limited  by  the  intermuscular 
septa.  It  may  pass  into  the  pelvis  along  the  sheath  of  the  femoral  vessels, 
and  vice  versa,  fluid  may  pass  into  the  thigh  from  the  cellular  tissue  of 
the  abdomen  and  pelvis.  The  adhesions  of  the  inner  and  outer  parts  of 
the  fascia  lata  to  the  back  and  front  of  the  femoral  sheath  would  tend  to 
prevent  this,  but  it  does  occur  occasionally. 


ANATOMY  OF  FEMORAL  HERNIA. 

Dissection. — To  prevent  the  parts  drying,  bring  together  the  skin 
over  the  front  of  the  thigh,  and  study  the  formation  of  the  saphenous 
opening. 

The  Saphenous  opening,  or  External  Femoral  Ring  or  aperture,  is  the 

lower  weak  point  through  which  a  complete  femoral  hernia  protrudes. 
Before  entering  into  a  description  of  the  structures  concerned  in  this 
hernia,  a  few  explanatory  words  will  render  the  subject  more  interesting 
and  intelligent  to  the  student.  A  hernia,  commonly  called  a  rupture,  is 
the  protrusion  of  a  viscus,  or  part  of  it,  from  its  natural  cavity;  thus,  we 
see  hernia  cerebri,  hernia  of  the  iris,  ovary,  &c.  But  the  most  common 
form  of  hernia  is  protrusion  of  intestine  or  of  omentum,  and  this  may 
occur  in  the  inguinal,  femoral,  or  umbilical  regions,  through  the  obturator 
foramen  or  through  the  sciatic  notch  1 

There  may  also  occur  the  rare  lumbar  hernia,  i.e.  protrusion  in  the 

1  Lumbar,  vaginal,  and  retro-  or  post-peritoneal  hernias  are  rare  forms.  The  first  pro¬ 
trudes  at  the  weak  part  of  the  loin  external  to  the  quadratus  lumborum,  the  second  into 
the  va*>'ina,  and  the  third  behind  the  peritoneum.  A  perinical  hernia  may  also  occur. 
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lumbar  region ;  sciatic  and  obturator  hernine  are  also  very  rare.  The  other 
three  kinds  are  common,  inguinal  being  (he  most  frequent,  then  femoral, 
and  lastly,  umbilical.  Femoral  and  umbilical  are  more  common  in  women, 


Fffi.  2-10. — DIAGRAM  OP  INCISION’S  FOR  THE  DISSECTION  OF  FEMORAL  Aftl) 

INGUINAL  HERNIA. 

The  numbers  indicate  the  course  of  the  incisions. 


Only  the  skin  and  fatty  outer  layer  of  the  supfl.  fascia  have  been  removed. 
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and  inguinal  in  men.1  In  women  the  greater  size  of  the  deep  femoral  ring, 
the  greater  depth  of  the  crural  arch,  and  child-bearing,  are  the  predisposing 
elements  for  the  two  former  kinds,  whereas  the  descent  of  the  testes  dis¬ 
tending  the  canal  is  said  to  he  the  cause  of  the  inguinal  canal  being  a  weak 
point  in  man.  Inguinal  and  femoral  hernia  may  be  complete,  or  incomplete ; 
when  complete  they  traverse  both  apertures — external  and  internal — of 
their  respective  canals,  and  appear  under  the  skin.  The  incomplete  forms 
do  not  come  out  of  the  external  rings. 

The  student  must  clearly  understand  that  these  so-called  canals  and 
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rimes  are  merely  weak  points  in  the  inguinal  and  femoral  situations,  and 
do  not  distinctly  exist  until  made  by  a  hernia,  or  in  dissecting.  Most 
intestinal  hernia;  have  sacs  formed  by  the  peritoneum,  and  they  are  mostly 
external  as  distinguished  from  internal  hernia1,  which  occur  inside  the 
abdomen. 

Femoral  and  inguinal  hernia?,  have  (bis  in  common,  that  there  is  a 
canal  and  two  apertures,  but  femoral  hernia  protrudes  below  Poupart’s 


1  Inguinal  is  the  common  form  of  hernia  in  infants 
i>c  explained  in  the  dissection  of  the  abdomen. 


and  children,  and  its  varieties  will 
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Fig.  242 


Int.  sapli.  v.  Cremaster 

. — Superficial  view  of  the  inguinal  and  femoral  canals  on  the 

SIDE  AND  DEEPER  DISSECTION  ON  THE  RIGHT  SIDE. 
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'liniment  and  does  not  pass  into  (lie  scrotum  or  labium,  while  complete 
inguinal  hernia  does.  Much  confusion  is  caused  to  the  student  by  the 
indiscriminate  use  of  tin1  terms  crural  and  femoral  in  the  description  of 
this  hernia.  Crural  comes  from  cries,  which  signifies  the  leg,  and  is  not 
applicable  to  this  region,  which  is  the  femoral.  We  shall,  therefore,  only 
call  them  the  femoral  canal  and  rings,  and  femoral  sheath,  septum,  and 
arches. 

The  Saphenous  Opening  results  in  consequence  of  the  iliac  portion  of 
the  fascia  lata  being  on  a  plane  anterior  to  the  pubic  portion.  The  former 
being  attached  to  Poupart’s  ligament  is  in  front  of  the  femoral  vessels  and 
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Fig.  243. — Superficial  dissection  of  femoral  and  inguinal  regions. 

The  ilio-inguinal  and  hypogastric  nerves  are  shown  ;  also  the  internal  cutaneous  of  thigh. 


their  containing  sheath,  and  the  latter  behind,  being  attached  to  the  ilio- 
pectineal  line  and  continuous  with  the  pelvic  fascia,  so  that  that  part  of 
the  deep  layer  of  the  superficial  fascia  which  covers  the  opening  and  is 
called  the  cribriform  fascia,  slants  from  without  inwards  in  consequence 
of  the  outer  margin  of  the  opening  being  on  a  higher  level  than  the 
inner. 

The  Saphenous  Opening,  or  Superficial  or  External  Femoral  Ring  or  aper¬ 
ture,  is  the  lower  and  larger  aperture  of  the  femoral  canal,  and  is  an  oval  aper- 
1  ure  at  the  upper  and  inner  part  of  the  thigh,  and  is  directed  obliquely  down 
iind  outwards.  It  is  about  an  inch  and  a  half  long  and  about  half  an  inch 
wide.  Its  outer  margin  or  edge  is  sickle-shaped,  and  therefore  called 
the  falciform  process  of  the  opening,  or  superior  cornu,  and  extends  from 


HUMAN  MORPHOLOGY. 


JUS 


the  spine  of  the  pubes  and  pectineal  line  and  base  of  Giinbernat’s  ligament 
to  the  saphenous  vein,  under  which  it  is  continuous  with  the  inner  margin 
°l  the  opening.  It  passes  in  front  of  the  femoral  vessels  and  is  adherent 
to  the  anterior  layer  of  the  femoral  sheath,  and  to  the  deep  layer  of  the 
superficial  fascia.  The  concavity  of  this  process  is  directed  down  and  in. 
It  was  described  by  Allen  Burns  as  the  falciform  l igame id  or  process,  and 
is  called  by  some  Burns’  ligament.  The  outer  and  upper  part  of  the 
saphenous  opening  is  in  front  of  the  inner  part  of  the  femoral  sheath 
and  canal. 

The  Inner  Margin  of  the  opening  has  a  thin  sharp  border,  but  is  less 
defined  than  the  outer,  being  stretched  over  the  subjacent  pectineus  mus- 
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Fig.  244.— ISuperfiltal  and  deep  dissections  oe  femoral  and  inguinal  regions, 


The  left  spermatic  cord  cut  and  suspensory  ligament  of  penis  shown. 


cle ;  it  is  on  a  plane  posterior  to  the  femoral  vessels  and  is  adherent  to  the 
posterior  layer  of  the  femoral  sheath.  The  student  should  pass  his  finger 
into  the  opening  and  observe  that  the  margins  become  relaxed  in  flexion 
and  rotation  inwards,  and  vice  versa.  The  former  position  is  to  be  given 
to  the  limb  in  employing  tin*  taxis,  which  is  the  manipulation  employed 
in  attempting  to  return  a  hernia  into  its  natural  cavity.  A  hernia  does 
not  come  out  through  the  lower  part  of  the  opening  because  it  is  occupied 
by  the  saphena  vein  around  which  the  cribriform  fascia  is  very  adherent, 
but  it  projects  at  (lie  upper  part  of  the  opening  just  below  the  falciform 
process. 

Dissection . — Make  an  incision  through  the  fascia  lata  parallel  and  close 
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to  Poupart's  ligament  commencing  just  outside  the  upper  part  of  the 
saphenous  opening,  and  passing  outwards  about  two  inches;  from  the 
termination  of  this,  make  another  down  and  in,  near  to  the  saphenous  vein, 
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Fig.  2-15.  —  Dissection  of  the  utter  and  inner  part  of  both  femoral  regions. 


The  deeper  dissection  is  on  the  right  of  the  page. 


and  reflect  the  flap  inwards.  The  anterior  layer  of  the  femoral  sheath  will 
now  be  exposed  and  should  be  cleaned.  Then  separate  the  femoral  sheath 
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Fig.  216. — Diagrammatic  longitudinal  antero-posterior  section  through  outer 

PART  OF  LEFT  POUPART’S  LIGT.,  SEEN  FROM  THE  RIGHT  SIDE. 

Tin-  radiating  lines  from  Poupart’s  ligt.  show  the  connec.iou  between  it  and  the  deep  layer  of  superficial  fascia. 


fioni  Poupart’s  ligament  in  front,  from  Gimbernat’s  ligament  on  the  inner 
side,  and  from  the  pubic  portion  of  the  fascia  lata  behind.  Let  us  first 
consider  the  femoral  arch. 

Fallopius’s  or  Poupart's  Ligament,  or  the  Femoral  or  Crural  Arch ,  or  the 
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Ilio-pubic  Band  nr  Liyament ,  is  tlie  si  rong  lower  border  of  the  aponeurosis 
of  the  external  oblique  niusele  of  the  abdominal  wall,  and  extends  from 
the  anterior  superior  iliae  spine  to  the  spine  and  crest  of  pubes  and  ilio- 
pectineal  line.  When  the  fascia  lata  is  uncut,  it  is  arched  downwards.  Its 
outer  half  is  oblique,  and  the  inner  half  is  horizontal  and  widens  at  the 
pubes.  The  structures  passing  from  the  pelvis  into  the  thigh  nearly  fill  the 
space  between  this  ligament  and  the  innominata  bone.  The  outer  half  is 
occupied  by  the  external  cutaneous  nerve,  (he  iliacus,  the  anterior  crural, 
and  the  psoas;  the  inner  half  by  the  femoral  vessels  in  their  sheath,  and 
by  a  small  triangular  space  inside  the  sheath  on  the  inner  side  of  the 
femoral  vein.  This  space  contains  some  fatty  cellular  tissue  and  some¬ 
times  a  small  lymphatic  gland,  and  is  the  femoral  canal  along  which  a 


Fid.  217. _ PEEPER  DISSECTION  OF  THE  EIGHT  1NGUINO-FEMORAL  REGION. 

Tlic  deep  layer  of  the  siq  fi.  fascia  rc fleeted.  The  extl.  oblique  and  its  aponeurosis  arc  shown. 

hernia  descends.  The  student  will  note  that  the  aponeurosis  of  the  external 
oblique  at  its  lower  part  forms  Poupart’s  ligament  and  the  ligament  of 
Colics  which  is  continuous  with  Cooper’s  ligament,  also  Gimbernat’s 
ligament,  which  will  now  be  described. 

Dissection.^ To  study  the  femoral  sheath  and  canal,  and  Gimbernats 
ligament,  the  student  must  arrange  with  the  dissector  of  the  abdomen, 
who  by  this  time  will  have  got  out  inguinal  hernia,  &c.  The  peritoneum 
must  be  pushed  away,  after  dividing  the  cord  or  round  ligament,  from  the 
external  iliae  vessels  to  observe  the  septum femora  I  e  and  the  relations  of 
the  vessels,  to  the  internal  ring.  Poupart’s  ligament  should  then  be  di¬ 
vided  carefully  an  inch  outside  the  sheath,  and  on  reflecting  it,  the/m  ore 


DISSECTION  OF  THE  LOWER  LlMIi. 


351 

sheath  and  the  deep  femoral  arch  will  he  exposed.  Cut  across  the  sheath 
about  half  an  inch  below  Poupart’s  ligament,  and  hold  up  the  upper  part 
and  observe  the  septa.  Then  pass  the  little  finger  up  into  the  femoral  canal 
and  study  its  boundaries  and  relations,  and  note  that  the  cellular  sheath 
proper  to  the  vessels  is  distinct  from  the  femoral  sheath.  The  peri-perito¬ 
neal  cellullo-fatty  tissue  extends  over  and  across  the  upper  opening  of  the 
femoral  sheath  and  canal,  and  therefore  covers  the  internal  femoral  ring. 
The  genito-crural  nerve  will  be  seen  on  the  external  iliac  artery. 

Gimbernat’s  Ligament  is  a  part  of  the  insertion  of  the  aponeurosis  of 
the  external  oblique  muscle.  It  is  three  quarters  of  an  inch  long,  and 


Fig.  248. — 


Dissection  of  the  eight  femoral  region,  to  show  the  formation  of 

THE  SAPHENOUS  OPENING. 

The  inti,  oblique  and  sheath  of  rectus  arc  shown. 


triangular,  with  its  base,  which  is  concave,  thin  and  sharp,  directed  out¬ 
wards,  and  is  continuous  with  the  pubic  and  iliac  parts  of  the  fascia  lata, 
and  with  Cooper’s  ligament.  Its  apex  is  at  the  pubic  spine,  its  anterior 
margin  is  attached  to  Poupart’s  ligament,  and  its  posterior  to  the  ileo- 
pectineal  line.  In  the  erect  position  it  is  nearly  horizontal,  and  it  is  larger 
in  the  male. 

1  he  Femoral  Sheath  is  a  funnel-shaped,  loose  membranous  tube  around 
the  artery  and  vein.  The  expanded  end  of  the  funnel  is  above,  and  the 
narrow  end  becomes  continuous  an  inch  below  Poupart’s  ligament,  with 
the  cellular  sheath  proper  to  the  vessels.  Its  anterior  layer  is  formed  by 
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the  transversal)#  fascia,  which  is  prolonged  beneath  Poupart’s  ligament 
and  the  deep  femoral  arch,  and  (lie  posterior  layer  is  formed  by  and  is  conti¬ 
nuous  with  the  iliac  fascia.  These*  two  layers  are  continuous  on  the  outer 


-  Ext.  obliq. 


A  poll,  of  ext. 
obliq. 


Ext.  obliq, 
Int.  obliq. 
ami  transv. 

Epig.  a. 
Ext.  iliac  v 


Sper.  cord 
Lymph,  gl. 
Ext.  pudic  v 

Crib,  fascia 
lilt.  saph.  v 


Cirf.  iliac  a. 

Ext.  iliac  a. 
Poup.  lig. 


Fm.  250.  Deep  dissection  to  show  the  relations  oe  the  leet  inguinal 

AND  I 'E.Vl ORAL  CANALS. 

The  anterior  walls  of  both  ami  the  posterior  of  the  former  have  been  cut  and  raised.  The  three  abdominal 

muscles  nrcpullcd  upwards. 
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sitk*  of  t he  artery,  but  before  meeting  on  the  inner  side  of  the  vein,  a  small 
triangular  interval  is  left  which  forms  the  femoral  canal.  There  is  a  thin 
septum  or  partition  between  the  artery  and  vein,  and  one  between  the  vein 
and  canal.  The  canal  is  internal,  the  artery  external,  and  the  vein  in  the 
middle.  The  falciform  process  and  the  cribriform  fascia  are  connected  with 
the  inner  part  of  the  sheath  in  front,  and  the  pubic  portion  and  Cooper’s 
ligament  behind.  Its  outer  border,  which  is  straight,  is  pierced  by  the 
crural  branch  of  the  genito-  crural  nerve,  and  its  oblique  border  by  the 
saphena  vein  and  superficial  vessels  and  lymphatics.  The  deep  femoral 
arch ,  when  present,  crosses  the  front  of  the  sheath  at  its  upper  part. 


ISlfi- 

Branches  of  A. 

Circtnu  fle-v.-ile 

I  v!' 

\|:V  nU' 


Fig.  251. — Deep  dissection  of  the  right  inguino-femokal  region. 


The  relative  positions  of  the  vessels  anil  nerves  above  and  below  Poupart’s  ligt.  are  depicted,  also  the 

transversalis  abdominis. 


Some  cutaneous  filaments  from  the  anterior  crural  nerve  have  already  been 
described  as  piercing  the  sheath  in  front  and  behind. 

The  Femoral  Canal  is  the  triangular  interval  inside  the  sheath  to  the 
inner  side  of  the  vein.  It  is  consequently  bounded  in  front  by  the  fascia 
transversalis,  and  behind  by  the  fascia  iliaca.  It  is  about  half  an  inch  long 
and  extends  from  the  base  of  Gimbernat’s  ligament  to  the  upper  part  of 
the  saphenous  opening.  It  is  larger  above  than  below,  where  it  is  closed. 
It  contains  cellular  tissue,  some  lymphatic  vessels,  and  sometimes  a  gland. 
In  front  of  it  are  Poupart’s  ligament,  the  deep  femoral  arch,  and  the  upper 
part  of  the  falciform  process  ;  belaud  it  is  the  pectineus,  covered  by  the 

A  A 
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pubic  portion  of  the  fascia  lata  and  Cooper’s  ligament ;  inside ,  the  iliac 
and  transversalis  fasciae  meet,  and  outside  is  the  femoral  vein. 

The  Deep  or  Internal  Femoral  Ring  is  oval,  and  about  half  an  inch 
in  its  greatest  diameter  which  is  transverse,  and  is  larger  in  the  female. 
This  is  one  reason  why  femoral  hernia  is  more  common  in  females.  It  is 
the  upper  opening  of  the  canal,  and  leads  into  the  abdomen.  In  front  of 
the  ring  are  Poupart’s  ligament  and  the  deep  arch  ;  behind  it  are  the 
ilio-pectineal  line  and  the  pectineus,  covered  by  the  pubic  part  of  the 
fascia  lata  and  Cooper’s  ligament;  inside  are  Grimbernat’s  ligament,  the 
conjoined  tendon  of  the  internal  oblique  and  transversalis  muscles,  the  trans¬ 
versalis  fascia  and  the  deep  arch,  and  outside  is  the  femoral  vein,  separated 
from  it  by  the  septum  between  it  and  the  canal.  The  student  must  note 
that  this  ring  is  immediately  outside  and  around  the  upper  or  abdominal 
end  of  the  canal,  and  is  not  formed  by  the  fascia;  forming  the  walls  of  the 
latter  although  these  pass  from  the  abdomen  to  the  thigh  within  it. 


1.  Fascia  trail. 

2.  Obt.  int.  covered  by  fascia, 

3.  Deep  cirf.  iliac  art. 

4.  Int.  abd.  ring. 

5.  Lymph,  gland  in  femoral  ring, 
Poupart's  lig.  above  it  and  Girn- 
bernat’s  ligt.  to  its  inner  side. 

C.  Ext.  iliac  art. 

7.  ,,  vein. 

8.  Spermatic  vessels  and  cord. 

!).  Dee])  epigastric  and  anastomosis 

with  obt. 

10.  Vas  deferens. 

11.  Obt.  art.  and  nerve. 

12.  Symphysis. 

Fig.  252. — The  relations  of  the  right  internal  femoral  and  abdominal 

RINGS  SEEN  FROM  THE  INSIDE. 

The  iliacns,  covered  by  the  iliac  fascia,  is  to  the  right  of  the  figure  and  is  cut,  as  also  is  the  os  innominatmn.  The 

rectus  is  shown  just  above  the  symphysis. 

The  external  femoral  ring,  or  saphenous  opening ,  is  anterior  or  super¬ 
ficial  to  the  sheath,  so  that  a  hernia  would  have  to  carry  before  it,  or  tear 
through  the  anterior  layer  of  the  sheath,  before  it  could  pass  through  this 
opening. 

Relations  of  the  Internal  Femoral  Ring  or  aperture.— The  structures 
surrounding  the  ring  outside  the  femoral  sheath  have  already  been  men¬ 
tioned,  but  I  will  repeat  them.  Bounding  the  canal,  and  at  its  front,  are 
Poupart’s  ligament,  and  the  deep  crural  arch,  inside  are  (ximbernats  liga¬ 
ment  and  the  conjoined  tendon  ;  outside  is  the  femoral  vein  separated  by 
a  fibrous  septum;  and  behind  are  the  pubes  covered  by  the  pectineus, 
and  the  pubic  portion  of  the  fascia  lata  with  its  thickening,  which  has  been 
described  as  a  ligament  called  the  Ligament  of  Cooper. 

Directions. — To  see  the  vessels  and  other  structures  bounding  this 
ring,  the  student  should  arrange  with  the  dissector  of  the  abdomen,  and 


DISSECTION  OF  THE  LOWER  LIME. 


600 


by  following  the  instructions  given  in  the  next  paragraph  he  will  be  able 
to  ascertain,  and  more  readily  to  comprehend  the  anatomy,  course,  relations 
and  coverings  of  a  femoral  hernia. 


Antr.  supr.  spine- 


Intl.  ingl.  ring - 


!  Extl. 

Cimbernat’s  ligt. 
i  Inti.  fcra.  ring. 
Femcr.il  v. 


Inti.  saph.  v. 


■Dcej)  crural  arch 
.Crural  branch  of 
genito-crural  n. 

Falciform  process 
reflected 


Fig.  253.  Diagram  of  the  femoral  sheath  and  of  the  fascia  lata  forming 

the  saphenous  opening.  -ng 

The  Sheath  is  supposed  to  be  transparent  to  show  the  positions  of  the  artery  and  vein. 

Dissection.  It  is  presumed  that  the  abdominal  wall  and  inguinal 
henna  have  been  dissected  and  reflected.  On  the  same  side  on  which  the 


lacuna  vasnrvm 


■'Ti'berir. 

'iknuhic* 


Fig.  254.-  Vertical  transverse  section  through  right  thigh  on  the  same 

PLANE  AS  POUPARTS  LIGAMENT. 

'fo  dTfCted  ‘,he  P^oueum  is  to  be  separated  fro,,, 
verse  inci^t  of/+he  abdominal  wall,  and  from  the  iliac  fossa,  by  trans- 
is  about  two  inches  above  Poupart’s  ligament. 
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The  spermatic  cord,  must  be  divided  just,  before  it  enters  the  internal 
abdominal  ring,  and  the  sub-peritoneal  cellulo-fatty  tissue  is  to  be  carefully 
separated  from  the  iliac  fossa  and  abdominal  wall  by  similar  transverse 
incisions.  The  abdominal  aspect  of  the  inner  femoral  ring  and  femoral 
sheath  are  to  be  Cleaned,  and  the  fascia  transversalis  in  front,  and  fascia 
iliaca  behind,  should  be  traced  to  and  beneath  Poupart’s  ligament,  so  as 
to  make  out  the  formation  of  the  femoral  sheath.  That  part  of  the  sub- 
or  supra-peritoneal  cellulo-fatty  tissue  which  covers  the  internal  femoral 
ring  should  be  left ;  it  is  the  septum  femorale,  and  a  lymphatic  gland  is 
commonly  found  on  it.  In  this  dissection  some  lymphatic  glands  on  the 


Postr.  layer  of 

sheath  of  rectus  Linea  alba 


Adminiculum 
linea?  alba? 
Bladder  reflected _ 


The  three 
Hat  abd. 
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Epigast.  vesstd- 


t.  iliac  a. 
lilt.  fem.  ring 


imbernat’s  lig. 

Lower  fibres  of  trail 
Ext.  ing.  ring 
Colies’s  lig. 


Pubo-'vesic.  lig. 


Tiausv. 


Lnt.  ing.  ring 


Trans,  tend, 
passing  in 
front  of 
rectus 


Psoas 
Fascia  iliaca 
Epigast. 
vessels 
Ant.  crural  n.- 


Fiu.  255. — Inguinal  and  femoral  canals  seen  from  their  abdominal  aspects. 

The  ilia  and  rami  of  pubes  cut  and  lower  part  of  the  right  rectus  removed.  The  posterior  surfaces  of  the  inner 
and  outer  pillars  are  shown  on  each  side  of  the  external  ring.  The  anterior  layer  of  the  rectal  sheath  is  shown 
just  below  the  divided  rectus  on  the  right  of  the  figure,  and  the  lines  just  external  to  the  epigastric  vessels 
indicate  the  separation  of  tho  two  layers. 


sides  of  the  iliac  vessels  will  be  exposed,  and  the  crural  branch  of  the 
genito-crural  nerve  will  be  seen  on  the  iliac  artery. 

Deeper  Relations  of  the  Internal  Femoral  Ring.  In  front  and  above 
are  the  spermatic  cord  in  t  he  male  (formed  by  the  vas  deferens,  spermatic 
artery,  spermatic  veins,  nerves,  lymphatics,  and  the  cremaster  muscle), 
and  the  round  ligament  in  the  female.  The  femoral  vein  is  on  the  outer 
side,  and  the  epigastric  artery  is  at  the  upper  and  outer  angle  of  the 
ring,  The  pubic  or  communicating  branch  between  the  obturator  and 
epigastric  lies  in  front  of  and  internal  to  the  ring. 

The  student  will  observe  t hat  the  circumference  of  the  ring  is  bounded 
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everywhere,  except  beliiiul,  by  vessels;  but  as  1  lie  pubic  branch  is  very 
small  and  is  some  distance  from  the  inner  margin  of  the  ring,  it  may  be 
considered  that  in  the  male  the  internal  ring  is  bounded  by  vessels  in 


1.  Fascia  tran. 

2.  Obt.  int.  covered  by  fascia. 

3.  Deep  cirf.  iliac  art. 

4.  Int.  abd.  ring. 

Lymph,  gland  in  femoral  ring, 
Poupart’s  lig.  above  it  and  Gim- 
I'ernat’s  ligt.  to  its  inner  side. 

(>.  Ext.  iliac  art. 

7.  „  vein. 

8.  Spermatic  vessels  and  cord. 

!>.  Deep  epigastric  and  anastomosis 
with  obt. 

10.  Vas  deferens. 

3 1 .  Obt.  art.  and  nerve. 

12.  Symphysis. 


Fig.  256.- 


-The  relations  op  the  right  internal  femoral  and  abdominal 

RINGS  SEEN  FROM  THE  INSIDE. 


The  iliaens,  covered  by  the  iliac  fascia,  is  to  the  right  of  the  figure  and  is  cut,  as  also  is  the  os  innominatum 

rectus  is  shown  just  above  the  sympysis. 


The 


front,  above,  and  on  the  outer  side,  therefore  the  deeper  incisions  in 
operating  for  the  relief  of  a  strangulated  femoral  hernia,  should  the  stric- 


Psoas 
Ext.  iliac  artery 
vein 


Obturator  fascia 

l  ie  257.— Left  femoral  and  inguinal  canals  seen  from 

The  left  os  innominatum  lms  been  detached. 


Testis 


THE  ABDOMINAL  SIDE. 


Epigastric  artery 


- Neck  of  a  hernial  sac 


Obturator  artery  coming 
from  epigastric  and 
passing  outside  ring 

_  Pulics 


ture  1)6  il(  the  inner  ring,  must  not  extend  in  t  hese  directions,  hut  may  be 
made  either  internally  or  behind.  By  passing  the  finger  along  the  canal, 
e  ft-e)  that  the  anterior  and  inner  boundaries  are  strong  and  unyield- 
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big,  and  that  their  state  varies  with  the  position  of  the  limb,  for  if  the 
thigh  be  Hexed,  adducted,  and  rotated  in,  these  boundaries,  i.e.  the  super¬ 
ficial  and  deep  femoral  arches,  and  (fimbernat’s  ligament,  and  the  margins 
of  the  saphenous  opening  will  be  relaxed. 

'1  he  Obturator  Artery  is  usually  a  branch  of  the  anterior  division  of  the 
internal  iliac,  but  arises  in  the  proportion  of  once  in  3^  subjects  from 
the  epigastric  branch  of  the  external  iliac.  About  once  in  seventy-two 
subjects  it  arises  by  two  roots,  one  from  the  epigastric  and  one  from  the 


1 .  Ext.  iliac  artery. 

2.  „  vein. 

3.  Common  trunk  of  epi¬ 

gastric  and  obturator. 

4.  Epi gastric  artery. 

5.  Obturator  artery, 
i  6.  Gimberuat’s  lig. 

7.  Tut.  abdom.  ring  and 

sptc.  vessels  cut. 

8.  Cirf.  iliac,  cut. 


Fro.  258. — Abnormal  obturator  artery.  Inner  view  of  right  side 


The  common  trunk  of  the  epigastric  and  obturator  is  short,  and  the  latter  descends  close  to  the  vein 

on  the  outer  side  of  the  deep  ring. 


internal  iliac,  and  it  is  given  off  in  about  the  same  proportion  from  the 
external  iliac.  In  the  majority  of  cases  these  anomalies  exist  on  only  one 
side  of  the  body.  In  such  cases  it  may  have  different  relations  to  the 
internal  femoral  ring,  one  of  which  is  of  great  practical  importance.  The 
more  common  and  less  important  arrangement  is  for  the  abnormal  obtura¬ 
tor  to  arise  from  near  the  root  of  the  epigastric  and  to  lie  on  the  inner 
side  of  the  iliac  vein,  and  to  pass  vertically  down  to  the  obturator  foramen. 
In  this  course  it  is  nlaced  on  the  outer  side  of  the  ring,  and  is  not  in 

1.  Ext.  iliac  artery. 

S.  „  vein. 

3.  Common  trunk  of  epi¬ 
gastric  and  obturator. 

■I.  Epigastric  artery. 

5.  Obturator  artery. 

6.  Gimbernat’s  lig. 

7.  Int.  abdom.  ring  and 
sptc.  vessels  cut. 

8.  Cirf.  iliac,  cut. 

Fig.  252. — Abnormal  obturator  passing  on  gimbernat’s  ligament 

INTERNAL  TO  THE  DEEP  RING. 

In  tills  case  the  common  trunk  of  epigte.  and  obtr.  is  long. 


danger  of  being  wounded,  as  incisions  are  never  made  in  this  direction. 
Hut  about  once  in  seventy-five  subjects  the  artery  is  given  off  from  the 
epigastric  higher  up,  and  runs  along  the  outer  free  margin  of  (rimbernat’s 
ligament,  and  is  in  close  relation  with  flu-  inner  side  of  the  neck  of  a 
femoral  hernia,  and  would  be  in  great  danger  of  being  wounded  if  the 
deep  incisions  were  free.  I  have  seen  this  abnormal  vessel  on  the  inner 
side  of  the  ring,  and  yet  not  in  danger  of  being  wounded,  if,  in  dividing 
Gimbernat’s  ligament,  its  edge  were  carefully  nicked  instead  of  being  too 
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freely  cut.  There  was  a  good  one-eighth  of  an  inch  between  the  vessel 
and  the  free  edge  of  Gimbernat’s  ligament.  In  two  cases  I  have  seen  the 
vessel  obliquely  cross  the  ring,  from  without  downwards  and  inwards,  but 
there  was  space  enough  above  it  to  divide  Gimbernat’s  ligament  without 
risk  to  the  vessel. 

The  Septum  Femorale,  or  Crurale,  is  that  portion  of  the  sub-peritoneal 
cellulo-fatty  tissue  which  is  thickest  and  most  fibrous  at  the  lower  part 
of  the  abdomen,  and  passes  over  the  upper  opening  of  the  femoral 
sheath  ;  internal  to  the  vein  it  covers  over  the  internal  abdominal  ring, 
and  may  have  a  lymphatic  gland  either  on  its  abdominal  or  femoral  sur¬ 
face.  Clocquet  named  the  part  of  it  which  covers  the  internal  ring  the 


Fig.  260.— Int.  abdominal  and  femoral  apertures  seen  from  within. 

The  ilio-psoas,  obturator  interims,  and  levator  alii  cut.-  The  continuity  of  the  iliac  fascia  with  tlic  obturator 

and  transversalis  fascia  is  shown. 


septum  crurale  from  its  position  between  the  thigh  and  abdomen.  Its 
upper  surface  is  slightly  concave,  and  its  lower  or  femoral  surface  is  convex. 
It  is  perforated  by  several  lymphatic  vessels  which  connect  the  deep  in¬ 
guinal  glands  with  those  around  the  external  iliac  artery.  The  septum 
femorale  is  separated  by  some  loose  areolar  tissue  from  the  peritoneum, 
and  in  some  cases  it  contains  much  fat  which,  if  protruded  in  front  of  the 
sac  of  a  femoral  hernia,  may  by  an  inexperienced  operator  be  mistaken 
for  omentum.  1  have  seen  this  layer  much  thickened,  condensed,  and 
hardened  from  the  pressure  of  a  truss. 

The  Natural  Course  in  the  Descentof  a  Femoral  Hernia. —  Instructions. — 
If  the  student  will  pinch  up  a  piece  of  small  intestine,  and  after  replacing 
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the  peritoneum  and  supra-peritoneal  fatty  tissue  in  the  position  from 
which  they  have  been  displaced,  endeavour  to  force  the  intestine  through 
the  internal  ring  on  the  inner  side  of  the  femoral  vein  until  his  finger 
reaches  the  saphenous  opening,  he  will  get  a  correct  idea  of  the  course, 
covering,  relations,  and  seats  of  stricture,  of  the  two  chief  varieties  of 
femoral  hernia.  There  would  be  considerable  difficulty  in  stretching  the 
peritoneum  if  it  had  not  previously  been  dissected  free  from  its  attach¬ 
ments.  The  student  must  now  understand  that  the  formation  of  a  hernia 
in  the  living  is  in  the  majority  of  eases  a  gradual  process.  A  pouch  of 
peritoneum  having  been  gradually  distended  either  through  congenital 
debility  of  the  weak  points  of  the  abdomen,  or  through  repeated  muscular 
efforts,  such  as  coughing,  straining,  or  through  child-bearing,  any  extra 
effort  may  then  force  a  fresh  piece  of  intestine  or  omentum  into  the  peri- 


Fig.  261.— The  right  internal  femoral  ring,  seen  from  within. 

Tue  dotted  vessels  represent  three  abnormal  positions  that  an  unusual  obturator  artery  may  take. 


toncal  pouch,  and  push  the  latter  downwards  along  the  canal,  through  the 
saphenous  opening  and  under  the  skin.  This  would  form  a  complete 
femoral  hernia ;  but  should  from  any  cause,  i.e.  insufficiency  of  the 
expulsive  force,  or  an  adhesion,  or  obstruction  in  the  femoral  canal,  the 
hernia  be  retained  in  the  canal,  if  cannot  get  out  through  the  saphenous 
opening,  and  thus  an  incomplete  femoral  hernia  is  the  result.  This  form 
cf  hernia  is  usually  small  because  of  the  resisting  nature  of  the  surround¬ 
ing  parts,  but  the  complete  form  may  be  large  because  it  is  free  to  expand 
in  the  loose  areolar  tissue  beneath  the  skin. 

Course. — The  direction  of  a  femoral  hernia  is  at  first  downwards, 
through  the  internal  ring,  and  into  the  canal, and  if  it  bea complete  hernia 
it  will  change  its  direction  at  the  saphenous  opening  and  pass  forwards  and 
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upwards,  and  may  elongate  transversely  over  Poupart’s  ligament.  It  does 
not  usually  pass  downwards,  either  in  the  canal  or  when  it  has  become 
subcutaneous,  because  in  the  former  situation  ihe  femoral  sheath  is  closely 
adherent  to  the  proper  sheath  of  the  femoral  vessels  near  the  lower  part 
of  the  saphenous  opening  ;  and  in  the  latter  position  the  connection  of  the 
layers  of  the  superficial  fascia  between  themselves  is  firmer  than  towards 
the  groin,  where  they  are  separated  by  the  lymphatic  glands  and  superfi¬ 
cial  vessels,  and  also  because  of  the  firm  attachment  of  the  cribriform  fascia 
and  anterior  layer  of  the  femoral  sheath  to  the  lower  part  of  the  margin 
of  the  saphenous  opening. 

Coverings. — The  intestine  or  omentum  carries  before  it  a  pouch  of  the 
peritoneum  which  is  called  the  sac  of  the  hernia  ;  the  sub-serous  cellular 
tissue,  the  septum  femorale,  the  cribriform  fascia  which  covers  the  saphe¬ 
nous  opening,  the  superficial  fascia  and  fat,  and  the  skin,  these  are  the 


Skin  of  supfl.  fascia.  . 
Ext.  obliq 
Int.  obliq.  and  transls. 

Trnnsls.  fascia  ■— 
rcriserons  cellular  tissue . 

Peritoneum . 


Fascia  iliaca 
Pubic  ramus  cut 


Septum  femoral 
Pubic  part  of  fascia  lata 


Poupart’s  ligt. 
—•Falciform  process  cut 
Cribriform  fascia 


Postr.  layer  of 
femoral  sheath 

Antr.  layer  of  _  _  '  1  ! 

femoral  sheath' . 

Fascia  lata 

1  k;.  202. — Diagram  of  a  longitudinal  antero-posterior  section  through  the 
left  femoral  canal,  seen  from  the  right  side. 

The  arrow  shows  the  course  of  a  complete  femoral  hernia.  The  connection  between  the  deep  layer  of  supfl.  fascia 

mul  Poupart’s  ligt.  is  represented. 


eo\  eiings  of  the  complete  form,  of  femoral  hernia.  The  difference  between 
the  coverings  of  this  and  the  'incomplete  form  is  explained  by  the  fact 
that  the  latter  does  not  leave  the  canal,  and  consequently,  has  in  front  of 
it,  instead  of  the  cribriform  fascia,  the  anterior  layer  of  the  femoral  canal 
which  is  formed  by  the  fascia  transversal  is. 

Coverings  of  Femoral  Hernia. 

Complete  form. 

Peritoneum. 

Subserons  cellulo-fatty  tissue. 

Septum  femorale. 

Cribriform  fascia. 


In  the 


Superficial  fascia. 

Skin. 

incomplete  form,  substitute  fascia  transversalis  for  cribriform 
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Pathological  conditions,  or  individual  variations,  may  produce  certain 
changes  in  the  normal  coverings  of  a  hernia ;  thus  the  anterior  layer  of 
the  canal  may  form  one  of  its  coverings,  or  it  may  break  through  the 
anterior  layer  and  be  constricted  by  it.  In  old  hernia;  the  septum  femorale 
may  be  united  with  the  anterior  layer  of  the  canal  forming  the  fascia 
propria  of  Sir  Astley  Cooper.  This  may  be  immediately  external  to  the 
sac,  but  is  often  separated  from  it  by  adipose  tissue.  It  is  important  to 
remember  that  this  condition  may  be  occasionally  present  so  as  to  prevent 
mistaking  the  fascia  for  the  hernial  sac,  and  the  fat  within  it  for  omentum. 
Sometimes  this  fascia  is  formed  by  the  subperitoneal  cellular  tissue  which 
by  the  pressure  of  the  truss  is  rendered  thick  and  membranous. 


Tuber  ischii. 


Fig.  263.— Dissection  to  show  the  relation  of  a  small  femoral  hernia  c  to 

THE  FEMORAL  VESSELS. 


Ant.  sup.  spine 


Linen  alba 


Ilio-psoas 


Ext.  ing.  ring 
Fern.  a.  and  v. 


..Ext.  ing.  ring 
Sper.  cord 
Crib,  fascia 


Sper.  cord 
Acetab. 


The  anterior  crural  nerve  is  seen  between  the  psoas  and  iliucus.  and  the  obturator  foramen  and  fascia,  uncovered 

by  nnisclos,  arc  below  the  hernia. 


In  operating,  the  surgeon  does  not  heed,  or  expect  to  meet  with,  the 
different  layers  as  found  in  dissection,  but  cuts  down  at  once,  carefully,  upon 
the  narrow  part  or  neck  of  the  sac  where  it  is  constricted,  and  finds  the 
peritoneum,  which  is  usually  recognised  by  its  bluish  white,  glistening 
aspect  if  it  be  not  diseased.  The  constricting  bands  are  divided  outside 
the  sac,  and  the  bowel  is  endeavoured  to  be  returned.  Should  this  not 
succeed,  the  sac  must  be  opened,  any  stricture  within  must  be  divided,  and 
the  bowel  or  omentum  returned  or  not,  according  to  its  condition. 

Varieties  of  Femoral  Hernia. — These  have  been  mentioned  in  passing, 
but  it  would  be  well  to  say  a  few  more  words  concerning  them.  A  com¬ 
plete  femoral  hernia  enters  the  femoral  canal  through  the  internal  femoral 
ring,  passes  along  the  canal,  leaves  it  through  the  upper  part  of  the  saphe¬ 
nous  opening,  and  gets  under  or  between  the  layers  of  the  superficial 
fascia  and  beneath  the  skin,  having  behind  il  the  falciform  process  of  the 
fascia  lata  and  the  lower  portion  of  the  tendon  of  the  external  oblique 
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muscle.  An  incomplete  femoral  hernia  descends  some  distance  along  the 
canal,  usually  as, far  as  the  saphenous  opening,  but  does  not  escape  through 
this  apeituie.  Ihis  form  of  hernia  is  small,  on  account  of  the  firm  and 
resisting  character  of  the  tissues  bounding  the  canal,  and  is  dangerous 
because  of  the  difficulty  of  feeling  or  seeing  it,  and  because  it  takes  a 
shorter  period  of  strangulation  to  damage  the  intestine  in  this  kind  of 
rupture  on  account  of  the  dense  nature  of  its  surroundings.  In  fat  people 
it  is  often  difficult  to  diagnose  it;  but  the  surgeon  will  not  delay  an  ex¬ 
ploratory  operation  if  there  be  vomiting  with  pain  in  this  region  or  in  the 
abdomen,  provided  no  other  satisfactory  cause  be  found  to  explain  the 
symptoms.  1 

In  rare  cases  the  hernial  sac  protrudes  on  the  outer  side  of  the  femoral 
vessels,  m  front  of,  or  even  behind,  and  sometimes  between  them.  The 
diagnosis  of  these  different  forms  and  of  the  other  affections  which  may 
be  mistaken  for  a  femoral  hernia  the  disseetor  will  study  in  his  works  on 
surgery  in  a  more  advanced  stage  of  his  curriculum  ;  but  by  making  him- 
selt  once  and  for  all  familiar  with  the  salient  features  of  the  anatomy  of 
femoral  and  inguinal  hernia  lie  will  be  prepared,  subsequently,  to  deal 
with  any  emergency.  It  may,  however,  be  here  stated  that  a  femoral  - 
hernia  is  usually  to  be  recognised  from  an  inguinal  by  its  smaller  size,  and 
by  the  fact  that  it  does  not  pass  into  the  scrotum  or  labium,  although  in 
a  lecent.  case  of  strangulated  complete  femoral  hernia  on  which  I  operated 
it  bulged  beyond  the  groove  separating  the  thigh  from  the  labium  mains.’ 
In  such  a  case  it  will  be  observed  that  the  rupture  cannot  be  followed  up 
into  the  inguinal  canal,  and  that  its  neck  can  be  traced  below  Poupart’s 
ligament,  although  its  expanded  base  may  lie  above  that  structure  ;  in 
other  words,  a  femoral  hernia,  whether  complete  or  incomplete,  has’ its 
neck  below  Poupart’s  ligament,  and  does  not  pass  into  the  labium,  or 
along  the  cord  into  the  scrotum;  whereas  an  inguinal  hernia,  whether 
complete  or  incomplete,  is  always  in  the  inguinal  canal  which  is  above 

Pou part  s  ligament  ;  and  in  the  latter  form  it  protrudes  into  the  scrotum 
or  labium.1 

Seats  of  Stricture.— These  may  be  external  or  internal  to  the  neck  of 
ic  sac,  or  in  its  substance;  and  the  external  constricting  bands  are  usually 
tormed  by  the  fascia  or  tendinous  structures  bounding  the  rings.  The 
external  cause  of  stricture  may  be  situated  at  the  inner  or  outer  ring,  or  in 
the  canal,  but  its  most  common  seat  is  at  the  internal  ring,  where  it  is 
usmaHy  formed  opposite  the  base  of  Gimbernat’s  ligament,  where  the  fal- 
citorm  process  of  the  fascia  lata  joins  it.  The  falciform  margin  of  the 
saphenous  opening  may  also  constrict  the  hernia,  and  after  cutting  down 

.  ,  inner  S1(le  of  the  neck  of  the  sac  any  constricting  bands  at  the 
saphenous  opemng,  or  deeper  in  at  the  internal  femoral  ring,  should  be 

•  efu  ly  dlvlded  to  the  extent  of  two  or  three  lines  in  a  direction  directly 
n 'aids,  <,r  inwards  and  upwards.  The  constriction,  if  at  the  externa*! 
,'V  K‘  lr,lore  freely  '^vidcd  if  necessary.  If  the  hernia  cannot  be 
placed  after  having  divided  these  structures,  and  if  the  finger  can  be 
1,  d  towards  the  abdomen  by  the  side  of  but  external  to  the  hernial  sac, 
nc  opera  (,r  |(1  conclude  that  the  obstruction  to  the  return  of  the 

1  ‘stlne  ]iiy  either  within  the  sac  or  in  its  substance. 


canal. 


then  the  rare  interstitial  forms  of  inguinal  hernias  come  through  some  portion  of  the 


HUMAN  MORPHOLOGY. 


30 1 


If  (lie  stricture  be  in  llie  substance  of  the  sac  it  is  caused  by  a  thick¬ 
ening  at  its  neck.  'This  will  have  to  lie  cautiously  scratched  through  and 
the  taxis  again  applied.  Should  this  proceeding  not  succeed,  the  sac  must 
be  carefully  pinched  up  over  a  piece  of  omentum,  or  over  some  fluid  which 
it  generally  contains,  so  as  to  avoid  wounding  the  gut.  An  opening  must  be 
made  into  it  sufficiently  large  to  introduce  the  finger,  which  should  be 


Ant.  crural  11  . 
Deep  cirllx.  iliac  a.  _ 
Int.  ingl.  ring 

Deep,  cpigtc.  a. 
Spermatic  coni 


Ext.  ingl.  ring. 


G  imbernat’s  ligt.. 
Fascia  iliaca. 


Antr.  crural  nv 
Foupt/s  ligt.#< 

Ext.  cuts,  n.. 


Pubic  part  of  fascia  lata 


Sheaths  of  femoral  a. 

and  v. 
Transls.  fascia. 


Crural  branch  genito- 
c rural  n.* 
Iliac  part  of  fascia  lata 


Diacus  bursa 


Fig.  204. — Diagram  or  tiik  femoral  sheath  and  oe  the  femoral  arch  and 

STRUCTURES  PASSING  BENEATH  IT.  Al.SO  OE  PARTS  OF  THE  PELVIC,  OBTURATOR, 
AND  PKRIN.EAL  F  ASCI  A3. 


The  bone  around  tbe  obturator  foramen  lms  been  chiselled  away  to  show  tbe  junction  of  the  pelvic  end  obturator 
fasoite.  The  great  Bacro-soiatic  ligt.  posses  from  the  tuber  iscbii  to  the  coccyx.  I.  Femoral  artery.  Femoral 
vein.  3.  Femoral  ring  (internal)  within  tbe  femoral  slicnlh.  On  the  right  of  the  figure,  Gimbernat’s  iigt. 
and  the  int.  feml.  ring  are  seen  just  above  the  pectinpus. 
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passed  with  its  fleshy  part  towards  the  intestine  ;  a  probe-pointed  bistoury 
must  be  introduced  carefully  along  it,  and  the  thickened  neck  of  the  sac 
and  some  fibres  of  the  edge  of  Giinbernat’s  ligament  must  be  divided  in  an 
inward  direction.  The  gut  and  omentum  will  then  most  likely  be  able  to 
be  returned,  but  if  not  the  operator  will  seek  for  the  third  cause  of  irre- 
ducibility. 

d  he  strictures  inside  the  sac  may  lie  due  to  various  pathological  con¬ 
ditions,  such  as  adhesion  of  the  coils  of  intestine  to  each  other  and  to  the 
sac,  or  to  the  omentum  which  may  be  adherent  to  the  sac.  These  may,  if 
considered  desirable,  be  separated  and  the  protruded  parts  returned,  or, 
after  seeing  that  the  strictures  are  well  divided,  and  the  canal  and  its  aper¬ 
tures  quite  free,  the  intestine  may  be  left  where  it  was  found,  and  the 
wound  closed. 

Danger  to  surrounding  Parts. — As  already  stated,  the  deeper  in¬ 
cisions  or  nicks,  in  dividing  a  stricture  at  the  internal  ring,  must  only  be 


Obliterated  hypogastric  arteries 


made  in  an  inward  direction,  or  inwards  and  upwards,  or  backwards.  Gim- 
bernat’s  ligament  would  be  divided  in  the  former  case,  and  in  the  latter 
the  pubic  portion  of  the  fascia  lata  and  Cooper’s  ligament.  It  must  not 
be  made  forwards  for  fear  of  injuring  the  vas  deferens  and  the  spermatic 
vessels.  In  the  female  it  would  not  matter  so  much,  because  the  round 
ligament  is  not  so  important  or  vascular  a  structure  as  the  spermatic  cord, 
but  the  forward  direction  of  the  incision  must  be  avoided  in  either  sex 
because  the  abnormal  obturator  artery  curves  along  the  lower  edge  of 
Poupart’s  ligament  to  get  to  the  inner  side  of  the  ring,  and  the  bistoury 
must  not  be  directed  outwards  lest  the  femoral  vein  be  wounded. 

In  the  usual  inward  direction  of  the  incision  the  pubic  branch  of  the 
epigastric  and  the  spermatic  cord  will  not  be  injured  unless  the  cut  be  too 
extensive.  Lawrence  states  that  once  in  about  eighty  operations  the 
obturator  artery  will  be  found  to  take  the  unusual  course  in  front,  i.e. 
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above  and  on  the  inner  side  of  the  neck  of  the  sac.  In  the  dissecting- 
room  and  post  mortem  table  this  variety  of  the  obturator  is  found  about 
once  in  seventy-five  subjects,  and  as  operations  for  hernia  are  much  less 
frequent  than  post  mortems  or  dissections,  it  is  probable  that  the  latter 
estimate  is  the  more  correct,  but  it  must  be  borne  in  mind  that  this 
abnormal  condition  may  be  present  in  many  cases  of  hernia  which  have 
been  reduced  without  a  cutting  operation,  and  that  even  in  some  of  those 
which  have  been  operated  on,  it  may  have  been  on  the  inner  side  of  the 
ring  and  yet  not  sufficiently  close  to  the  free  edge  of  Grimbernat’s  ligament 
to  lie  wounded.  In  the  dissecting  and  post  mortem  rooms  I  have  seen  at 
least  five  instances  in  which  the  vessel  was  on  the  inner  side  of  the  ring, 
and  many  in  which  it  was  on  the  outer  side.  The  enquiring  student  may 
with  a  very  little  trouble  ascertain  in  the  course  of  a  year  whether  the 
proportion  of  one  in  seventy-five  be  correct  by  examining  both  sides  of 


Transls.  Obturator  Gimbemat’s 
fascia  rascia  ligt. 


Fig.  266.  -  Diagram  of  the  femoral  arch,  and  to  show  the  anterior  and 

POSTERIOR  LAYERS  OF  THE  FEMORAL  SHEATH. 

1.  Space  for  femoral  vessels.  2.  Space  for  iliacus  arnl  psoas.  3.  Ext.  ingl.  ring.  4.  Int.  femoral  ring.  5.  Septum 
of  fascia  lata.  The  femoral  vessels,  with  the  fascia  transversalis  passing  in  front  and  the  fascia  iliaca  behind, 
are  shown  on  the  left  of  the  figure.  The  insertions  of  the  ext.  oblique  to  the  pubes,  to  the  linea  alba  by  Collis’s 
ligt.,  and  to  the  ilio- pectineal  line  by  Gimbernat’s  ligt.  are  depicted. 


every  subject  on  the  post  mortem  table;  and  if  he  have  access  to  the 
pathological  department  of  the  London  Hospital,  where  the  largest  number 
of  post  mortems  are  annually  made,  he  will  be  able  in  twelve  months  to 
accumulate  facts  which  may  throw  much  additional  light  on  this  interesting 
and  important  subject. 

Having  again  gone  through  the  anatomy  of  femoral  hernia,  and  feeling 
by  self  cross-examination  that  he  thoroughly  understands  it,  the  student 
must  proceed  with  the  dissection  of  Scarpa’s  triangle. 

SCA UFA'S  TRIANGLE. 

Dissection . — Remove  the  fascia  lata  from  the  upper  third  of  the  thigh 
and  clean  the  muscles,  vessels,  and  nerves  which  are  exposed.  In  re¬ 
moving  the  fatty  tissue  from  beneath  the  common  femoral  artery,  be 
careful  of  one  or  two  small  nerves  from  the  anterior  crural  to  the  pectineus 
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muscle.  The  femoral  sheath  is  to  lx?  removed,  and  the  superficial  femoral 
vessels  traced  as  far  as  the  apex  of  the  triangle. 

This  hollow  space  corresponds  with  the  axilla  of  the  upper  limb,  and 
is  placed  at  the  upper  and  inner  part  of  the  thigh.  It  is  situated  beneath 
the  depression  seen  just  below  Poupart’s  ligament,  and  is  triangular  in 
shape,  having  its  base  above  and  its  apex  below. 

Its  base  is  formed  by  Poupart’s  ligament,  and  its  apex  by  the  meeting 


lilt.  cuts.  11. 


Apous.  between  addtrs.  - 
long,  and  mag.  and 
vast.  exts. 


Tut.  sapli.  v.  and  n. 


riexus  patellie 


Ext.  cuts. 
Ant.  crural  n. 

Ext.  cirflex.  iliac 

Feml.  a. 


Ext.  cuts.  n. 
Ascending  of  ext.  cirflx. 


Descending  „  „ 

1!  iddle  cuts. 
Iut.  sapli.  v.  and  n. 


Supfl.  epigtc.  a.  and  v. 

„  ext.  pndic  a.  and  v. 


Muscular 


Fig.  2G7.  -Deeper  dissection  of  right  thigh. 


The  sartorius  is  hooked  back. 


ef  the  sartorius  and  adductor  longus.  Its  outer  border  is  formed  by  the 
inner  edge  of  the  sartorius,  and  its  inner  border  by  the  outer  edge  of  the 
adductor  longus.  It  is  about  three  inches  from  above  downwards,  but  its 
length  varies  with  the  breadth  of  the  sartorius  and  with  the  height  at 
which  it  crosses  inwards.  It  is  covered  in  by  the  skin,  superficial  fascia, 
and  fascia  lata,  and  its  floor,  which  slopes  towards  the  middle,  where  it  is 
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deepest,  is  formed  from  without  inwards  by  the  iliacus,  psoas,  pectineus, 
and  small  portions  of  the  adductors  brevis  and  longus. 

Contents. — This  triangle  is  bisected  into  two  nearly  equal  parts  by  the 
femoral  artery,  which  passes  through  the  centre  of  the  hollow  from  the 
base  to  beyond  its  apex,  and  gives  off  its  cutaneous  and  profunda  branches. 
On  the  inner  side  of  the  artery  and  close  to  it,  between  the  margins  of  the 
pectineus  and  psoas,  is  the  femoral  vein  which  receives  the  deep  femoral 
and  internal  saphenous  veins.  The  large  anterior  crural  nerve  is  placed 
about  half  an  inch  external  to  the  artery,  and  is  at  first  deeply  seated  be¬ 
tween  the  psoas  and  iliacus,  but  subsequently  is  more  superficial,  and 
divides  into  its  anterior  and  posterior  branches.  The  artery  and  vein  are 
enclosed  in  a  strong  fibrous  sheath  (the  femoral  sheath),  and  are  still  further 
protected  by  the  fascia  lata,  and  are  separated  from  each  other  by  thin 


Mill.  cuts. 


Supfl.  ext.  pudic 
a.  and  v. 


Sartorius 


Supfl.  epigastc.  a 
Lymphtc.  gland 
Ext.  cut  n 
Ant.  crural  n 


Supfl.  epigtc.  v. 


Fe  ml .  si  leatlireflectei 


Sartoriuf 
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emoral  sheath 
reflected 


v. 


Fig.  208.— Dissection  to  show  the  upper  part  of  the  femoral  artery 

AND  VEIN. 

The  middle  cutaneous  of  the  anterior  crural  is  seen  on  the  artery.  7  is  the  long  saphena  vein. 


fibrous  partitions.  Deep  lymphatic  vessels  accompany  the  femoral  vessels. 
They  are  joined  by  the  superficial  lymphatics  and  pass  into  the  glands  sur¬ 
rounding  the  external  iliac  artery. 

The  Femoral  Artery  is  the  continuation  of  the  external  iliac,  and  extends 
from  the  lower  border  of  Poupart’s  ligament  to  the  margin  of  the  adductor 
opening,  whence  it  is  continued  on  into  the  popliteal  space  under  the 
name  of  the  'popliteal  artery.  A  line  drawn  from  a  little  internal  to  the 
middle  of  l’oupart’s  ligament  to  the  inner  side  of  the  inner  femoral  condyle, 
will  indicate  the  course  of  the  vessel.  It  passes  down  the  forepart  and 
inner  side  of  the  thigh,  and  at  the  upper  part  of  the  thigh  is  slightly 
internal  to  the  head  of  the  femur,  and  is  comparatively  superficial,  being 
uncovered  by  muscles,  but  in  the  lower  part  of  its  course  it  is  on  the  inner 
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side  of  the  femoral  shaft,  and  is  beneath  the  sartorins,  being  separated 
from  the  bone  by  a  considerable  extent,  in  consequence  of  the  artery  run¬ 
ning  a  straight  course,  and  of  the  projection  of  the  neck  and  shaft  of  the 
femur  outwards.  It  occupies  about  two-thirds  of  the  thigh,  and  is  super¬ 
ficial  in  Scarpa’s  triangle,  but  deeply  placed  beyond  it. 

Relations. — Only  the  superficial  portion  of  the  artery  is  now  being 
dissected.  The  deep  part  will  be  studied  in  the  next  section;  but  for 


Fig.  2G9.-  Left  Scarpa’s  triangle,  deeper  view,  and  the  deep  femoral  ring. 


The  external  pudic  arteries  are  seen  passing  under  the  spermatic  cord. 

the  convenience  of  the  student  the  relations  of  the  entire  vessel  will  now 
be  given. 

In  front  of  it,  from  above  downwards,  are  the  skin  and  superficial 
fascia,  fascia  lata,  the  crural  branch  of  the  genito-crnral  nerve  and  some 
branches  of  the  anterior  crural,  the  sartorius,  the  long  saphenous  nerve 
and  vein,  and  the  aponeurotic  covering  of  Hunter's  canal. 


HUMAN  MORPHOLOGY. 


Behind  it,  from  above  downwards,  are  the  nerve  from  the  anterior 
crural  to  the  pectineus,  the  psoas,  which  separates  it  from  the  pelvic 
margin  and  from  the  hip  capsule,  the  profunda  vessels  and  femoral  vein 
separating  it  from  the  pectineus,  the  adductor  longus,  and  the  tendon  of 
(he  adductor  magnus  separated  from  it  by  the  femoral  vein. 

To  its  inner  side  are  the  femoral  vein  above,  and  adductor  longus  and 
sartorius  below. 

At  its  outer  side  and  lower  part  are  the  vastus  interims  and  femoral 
vein.  The  internal  saphenous  nerve  is  also  on  the  outer  side  of  the  artery 
in  Hunter’s  canal,  but  is  external  to  the  proper  sheath  of  the  vessels. 


Relations  or  the  Femoral  Artery. 


In  front. — Skin,  superficial  fascia,  crural  branch  of  genito-crural  and  branches  of  anterior 
crural,  sartorius,  long  saphenous  nerve  and  vein,  aponeurosis  of  Hunter’s  canal. 


Inside.  —  Femoral  vein  at 
upper  part,  adductor  longus, 
sartorius. 


Outside.  —  Vastus  interims, 
long  saphenous  nerve  and  femoral 
vein  at  lower  part. 


Behind. — Psoas,  pectineus  and  nerve  to  it,  profunda  vessels,  adductor  longus,  femoral 

vein,  adductor  magnus. 


The  Femoral  Vein  has  three  relations  to  the  artery.  Commencing 
below,  where  the  popliteal  ends,  the  vein  is  first  on  the  outer  side,  then 
ascends  behind,  and  near  Poupart’s  ligament  is  close  to  the  inner  side  of 
and  on  the  same  plane  with  the  artery,  being  separated  from  it  bv  a  thin 
fibrous  partition.  Frequently  a  large  superficial  vein  ascends  for  some 
distance  directly  over  the  artery  to  empty  either  into  the  internal  saphenous 
or  into  the  femoral  vein  itself. 

That  part  of  the  artery  which  is  about  an  inch  and  a  half  to  two  inches 
long  from  Poupart’s  ligament  to  its  division,  is  called  the  common  femoral, 
and  its  two  terminal  branches  are  respectively,  the  superficial  and  deep 
femorals. 

The  Common  femoral  gives  off  some  small  superficial  branches  to  the 
fascia,  skin,  and  glands  of  the  groin.  These  are  the  superior,  and  in¬ 
ferior,  or  superficial,  and  deep  external  pudic,  the  superficial  epigastric 
and  the  superficial  circumflex  iliac.  The  profunda  femoris  and  superficial 
femoral  are  its  large  terminal  divisions. 

'i'he  branches  of  the  superficial  femoral  are  several  muscular  offsets 
and  the  anastomotica  magna  ;  and  the  branches  of  the  profunda  are  the 
external  and  internal  circumflex  and  perforating.  These  will  be  subse¬ 
quently  dissected. 

The  cutaneous  offsets  have  been  seen  in  the  superficial  dissection  of 
this  region  with  the  exception  of  the  inferior  external  pudic  which  is  at 
first  placed  beneath  the  fascia  lata. 

The  Inferior  External  Pudic  is  the  most  deeply  placed  of  the  cutane¬ 
ous  branches  of  the  common  femoral  (it  may  be  given  off  from  the  super¬ 
ficial  femoral),  and  passes  inwards  on  the  pectineus  muscle  to  ] tierce  the 
fascia  lata  and  supply  (he  skin  of  (lie  inner  border  oi  the  thigh  and  the 
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scrotum  or  labium,  and  anastomoses  with  branches  of  (lie  superficial  peri¬ 
neal  artery.  It  may  arise  in  common  with  (he  superior  external  pudic, 
and  it  usually  pierces  the  fascialata  near  the  pudic  ramus. 

The  Deep  Femoral,  or  Profunda  Femoris,  nearly  equals  the  superficial 
femoral  in  size,  and  arises  from  the  outer  and  back  part  of  the  common 
femoral,  usually  from  one  to  two  inches  below  Poupart’s  ligament.  It  is 
at  first  on  the  outer  side  of  the  superficial  femoral,  and  then  passes  to  the 
inner  side  of  the  femur  behind  the  femoral  artery  and  vein,  and  ends  at 
the  lower  third  of  the  thigh  in  a  small  branch  which  pierces  the  adductor 


Fig.  270.— Right  femoral  and  profunda  arteries  and  articular  of  popliteal. 

Tlie  antr.  crural  nerve,  sartorius,  anil  rectus  are  cut  away. 

niagnUs,  and  after  supplying  the  hamstring  muscles,  anastomoses  with  the 
inferior  perforating  and  upper  articular  branches  of  the  popliteal.  It  is  the 
principal  nutrient  vessel  of  the  thigh,  and  will  be  dissected  presently. 

Varieties  of  the  Femoral  A  rtery  and  its  Branches. — Four  or  five  cases 
in  which  the  superficial  femoral  divided  into  two  vessels  and  subsequently 
became  reunited  near  the  adductor  opening  to  form  a  single  popliteal 
artery  are  recorded.  Much  interest  is  attached  to  this  anomaly  from  the 
fact  that  it  was  met  with  by  Sir  Charles  Pell  during  (lie  course  of  an 
operation  for  ligature  of  the  femoral  for  popliteal  aneurism.  The  late  Mr. 


HUM  A  N  MO  It PIIO  L  O  G  Y. 


372 

Nunnely  of  Leeds  recorded  in  the ‘Lancet’  about  twelve  years  ago,  an 
interesting  case  of  fracture  of  the  neck  of  the  femur,  with  double  femoral 
artery,  giving  rise  to  anomalous  and  very  interesting  symptoms.  It  is  not, 
to  my  knowledge,  stated  if  this  double  condition  of  the  vessels  existed  on 
both  sides  in  the  above  mentioned  cases. 

Change  of  Position. — Four  instances  in  which  the  femoral  artery  was 
replaced  at  the  back  of  the  thigh  by  a  trunk  continuous  with  the  internal 
iliac,  have  been  recorded.  This  unusual  vessel  accompanies  the  great 
sciatic  nerve  to  the  popliteal  space  and  leaves  the  pelvis  through  the  great 
sacro-sciatic  foramen.  Its  relations  in  the  ham  are  similar  to  those  of  the 
normal  vessel. 

Anomalies  of  the  Branches. — The  dee})  femoral  is  sometimes  given  off 
from  the  inner  side,  and  more  rarely  from  the  back  of  the  common  femoral. 
It  may  be  given  off  nearer  to,  or  further  from,  Poupart’s  ligament  than  its 
usual  position.  In  one  case  recorded  by  It.  Quain  it  commenced  above 
Poupart’s  ligament,  and  in  another  four  inches  below  it,  but  in  the  latter 
instance  the  circumflex  arteries  were  not  given  off  by  the  profunda,  but 
from  the  superficial  femoral.  When  given  off  opposite  to  or  above  Pou¬ 
part’s  ligament  it  is  a  branch  of  the  external  iliac  which  divides  into 
superficial  and  deep  femoral,  the  common  femoral  being  wanting. 

Many  occasional  branches,  such  as  the  deep  epigastric,  or  aberrant 
obturator,  have  been  seen  to  be  given  off  from  the  femoral ;  and  as 
rarities  the  accessory  deep  femoral,  the  accessory  external  circumflex,  a 
dorsalis  penis  or  ilio-lumbar  may  be  derived  from  it.  The  great  saphenous 
artery  is  an  occasional  large  vessel,  and  when  present  comes  off  either 
above  or  below  the  origin  of  the  profunda,  and  passes  at  first  between  the 
adductor  magnus  and  vastus  interims,  then  pierces  Hunter’s  canal  to  reach 
the  inner  side  of  the  knee  and  accompanies  the  long  saphenous  vein  to  the 
inner  malleolus. 

Surgical  Anatomy. — The  femoral  may  be  readily  compressed  just 
below  Poupart’s  ligament  where  the  artery  is  very  superficial.  The 
pressure  may  be  either  digital  or  by  means  of  a  tourniquet,  and  must  be 
directed  backwards,  at  the  upper  part  of  Scarpa’s  triangle,  but  outwards 
against  the  shaft  of  the  femur,  in  the  middle  third  of  the  thigh.  If  the 
common  femoral  be  tied,  the  main  collateral  channels  for  re-establishing 
the  circulation,  are  the  anastomoses  of  the  ascending  branches  of  the 
external  circumflex  below,  with  the  descending  branches  of  the  gluteal 
and  circumflex  iliac  arteries  above  and  on  the  outer  side;  on  the  inner  side 
the  ascending  branches  of  the  internal  circumflex  below,  join  the  descend¬ 
ing  branches  of  the  obturator  and  sciatic  above,  to  the  inner  side,  and 
behind.  At  the  back  of  the  thigh,  the  comes  nervi  ischiatici  branches  ot 
the  sciatic  descend  to  join  the  superior  articular  vessels  of  the  popliteal, 
and  also  unite  with  the  perforating;  and,  on  the  outer  side,  the  external 
circumflex  also  joins  the  ilio-lumbar  which  comes  from  the  posterior 
division  of  the  internal  iliac. 

After  ligature  of  the  superficial  femoral  artery,  circulation  is  maintained 
by  the  descending  branches  of  the  external  circumflex  anastomosing  with 
the  external  articular  branches  of  the  popliteal  and  with  some  enlarged 
muscular  vessels,  also  with  the  anastomotiea  magna  through  the  superior 
external  articular,  and  blood  may  reach  the  anterior  tibial  recurrent  artery 
from  the  external  circumflex  by  means  of  an  anastomosis  with  the  external 
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articular  artery.  The  descending  branches  of  I  he  internal  circumflex 
anastomose  with  the  superior  internal  articular,  with  the  termination  of 
the  profunda,  and  with  enlarged  muscular  arteries  ;  and  the  termination 
of  the  profunda  may  help  to  bring  the  blood  into  the  leg  by  its  anastomoses 
with  the  superior  external  articular.  The  comes  nervi  ischiatici  also  aid 
greatly  in  re-establishing  the  circulation. 


Fig.  271. — Dissection  showing  the  anastomoses  of  the  axillary  and  femoral 

VEINS  WITH  THE  SUPERFICIAL  ARDOM1NAL  VEINS,  AND  OF  THESE  (AT  THE  PLACES 

numbered)  with  the  deeper  abdominal  and  thoracic  veins.  The  trans¬ 
verse  LINES  INDICATE  THE  POSITION  OF  THE  VALVES.  I  HAVE  SHOWN  IN  DOTTED 
OUTLINE  THE  JUNCTION  OF  THE  UPPER  VEINS  WITH  THE  CERVICAL  VEINS  ON  THE 
LEFT. 

From  Mr.  E.  Hurry  Fenwick's  exhibits  at  the  recent  International  Medical  Congress. 


The  Femoral  Vein  is  the  principal  vein  of  the  lower  limb,  and  in 
Scarpa’s  triangle  lias  the  same  relations  as  the  artery.  It  is  on  the  inner 
side  of  the  artery,  and  on  the  same  plane  with  it  near  l’oupart’s  ligament, 


374 


H  UMAX  MO TtrilOL  0  G  Y. 


but  it  soon  passes  beneath  it,  and  at  the  upper  border  of  the  adductor 
longus  is  placed  to  its  outer  side,  and  continues  in  this  position  until  it 
becomes  the  popliteal  vein.  It  receives  the  deep  femoral  and  internal 
saphenous  veins,  and  the  inferior  external  pudic  vein.  The  vein  is  sometimes 
placed  internal  to  the  artery  in  its  entire  length,  or  it  may  be  double.  The 
anomalies  of  this  vein  will  be  given  subsequently. 


DEEP  PARTS  OX  THE  FRONT  OF  TIIE  THIGH. 

Dissection. — An  incision  is  to  be  carried  along  the  middle  of  the  front 
of  the  thigh,  if  this  have  not  previously  been  done,  and  the  skin,  superficial 
and  dee})  fasciae  must  also  be  divided  and  reflected.  The  incision  should 
reach  to  the  tubercle  of  the  tibia.  The  dissector  must  observe  the  attach¬ 
ment  of  the  fascia  lata  to  the  sides  of  the  patella  forming  its  alas  or  wings, 
and  also  its  junction  with  the  prolongations  from  the  tendon  of  the  quad¬ 
riceps  extensor  muscle. 

The  sartorius  crossing  the  thigh  from  without  inwards,  and  the  tensor 
fasciae  latae  at  the  upper  and  outer  part  of  the  muscles  which  combine  in 
the  quadriceps  or  triceps  extensor  should  be  dissected,  also  some  of  the 
branches  of  the  profunda  artery  and  of  the  anterior  crural  nerve. 

In  dissecting  the  sartorius,  the  nerves  in  contact  with  its  surfaces,  and 
especially  a  plexus  beneath  it  at  the  middle  of  the  thigh  which  may  be 
called  the  mid-femoral  plexus ,  should  be  preserved.  A  branch  of  the 
internal  cutaneous,  and  of  the  anterior  crural  crossing  over  it  below  its 
middle,  and  another  along  the  inner  edge  of  the  muscles  below  its  middle, 
should  be  dissected,  and  the  trunk  of  the  great  saphenous  nerve 
issuing  from  beneath  it  near  the  knee,  also  its  patellar  branch  piercing  the 
muscle  rather  higher  up  must  be  taken  care  of.  The  nerves  to  the  mid- 
femoral  plexus,  from  the  internal  saphenous,  internal  cutaneous  and  ob¬ 
turator,  should  be  traced  out  beneath  the  sartorius.  The  anterior  surface 
of  the  adductors  will  be  found  internal  to  the  sartorius,  and  the  triceps 
extensor  external  to  it.  The  knee  should  be  bent  in  dissecting  the  sar¬ 
torius,  and  an  expansion  from  it  to  the  fascia  lata,  and  to  the  inner  side  of 
the  knee,  is  to  be  preserved. 

The  Tensor  Fasciae  Latce  at  the  upper  and  outer  part  of  the  thigh,  with 
a  strip  of  the  fascia  lata  of  t  he  same  width  as  the  muscle,  should  be  cleaned 
and  left  on  the  outer  side  of  the  thigh.  One  or  two  transverse  incisions 
should  be  made  through  the  remains  of  the  fascia  lata  on  the  outer  side, 
and  the  attachments  of  this  fascia  to  the  femur  should  be  made  out. 

The  Sartorius  is  the  longest  muscle  in  the  body,  and  passes  from  the 
pelvis  over  the  hip  and  knee  joints  to  the  tibia.  It  is  a  flat  muscle  arising 
by  tendinous  fibres  from  the  anterior  superior  iliac  spine  and  upper  halt  of 
the  notch  below  it.  It  lies  in  a  hollow  between  the  extensors  on  the  outer 
and  the  adductors  on  the  inner  side,  and  obliquely  crosses  the  upper  and 
anterior  part  of  the  thigh  from  the  outer  to  the  inner  side,  then  descends 
vertically  as  far  as  the  inner  side  of  the  knee,  passes  behind  the  internal 
femoral  condyle,  and  ends  in  a  thin  tendon  below  the  knee  which  curves 
obliquely  forwards  and  expands  into  a  broad  aponeurosis,  which  is  inserted 
into  the  upper  part  of  the  inner  surface  of  the  shaft  of  the  tibia  nearly  as 
far  forwards  as  the  crest,  and  also  by  its  upper  edge  as  far  back  as  the 
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internal  lateral  ligament  of  the  knee.-  This  expansion  covers  the  insertions 
of  the  gracilis  and  semitendinosus,  being  partly  united  to  them,  and  partly 
separated  by  a  synovial  bursa.  An  expansion  from  the  upper  margin  of 
the  sartorius  aponeurosis  blends  with  the  fibrous  capsule  of  the  knee,  and 
another  from  its  lower  border  is  continuous  with  the  deep  fascia  on  the 
inner  side  of  the  leg. 

Relations. —  It  is  superficial  throughout,  and  is  pierced  by  some  cuta¬ 
neous  vessels  and  nerves.  In  the  upper  third  of  the  thigh  it  forms  the 
outer  boundary  of  Scarpa’s  triangle.  In  the  middle-third  of  the  thigh 
the  superficial  femoral  artery  lies  along  its  inner  border  and  then  passes 
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Fig.  272.— Muscles  of  the  left  thigh.  Internal  view. 

behind  the  muscle.  Its  superficial  surface  is  in  relation  with  the  skin, 
deep  fascia  and  long  saphenous  vein  ;  its  deep  surface  with  the  iliacus, 
psoas,  rectus,  vastus  interims,  anterior  crural  nerve,  femoral  sheath, 
adductor  longus,  adductor  magnus,  gracilis,  long  saphenous  nerve  and  its 
patellar  branch,  and  internal  lateral  ligament  of  the  knee.  Below  the 
adductor  opening  for  the  femoral  artery  it  bounds  the  popliteal  space  inter¬ 
nally  and  is  placed  between  the  vastus  interims  and  adductor  magnus  in 
front,  and  the  gracilis,  semi-tendinosus  and  semi-membranosus  behind. 

Action. — It  Hexes  the  knee  and  hip  joints,  and  rotates  the  tibia  in- 
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wards.  It  can  also  adduct  the  leg,  crossing  one  over  the  other.  Acting 
from  below,  it  Hexes  tlu*  pelvis  <>n  the  thigh,  and  one  muscle  acting  alone 
assists  in  rotating  the  pelvis.  It  is  also  a  tensor  of  the  deep  fascia 
of  the  thigh  and  leg,  and  supports  the  pelvis  on  the  femoral  head  in 
standing. 

Nerve. — Anterior  crural. 

Varieties. — It  is  frequently  divided  into  two  parts  which  have  a  similar 
attachment,  or  the  lower  muscle  may  be  inserted  into  the  femur  or  into 
the  tendon  of  the  femoral  muscle.  Its  insertion  tendon  may  end  in  the 
fascia  lata  or  the  inner  side  of  the  knee  capsule,  which  may  be  entirely 
absent.  It  is  extremely  rarely  double,  and  it  may  have  a  tendinous  inter¬ 
section  which  may  be  closely  adherent  to  the  fascia  lata. 

Dissection. — To  expose  the  superficial  and  deep  femoral  vessels  and 
their  branches,  the  sartorius  should  be  divided  about  the  junction  of  its 
upper  and  middle  third  and  reflected.  The  structures  enumerated  in  the 
following  paragraph  must  be  cleaned. 

Position  of  Parts. — Beneath  the  sartorius  will  be  found  an  aponeurosis 
which  is  thin  above  and  which  separates  the  extensors  from  the  adductors. 


Fig.  273. — Diagram  of  transverse  section  through  left  Hunter’s  canal, 


The  femoral  artery  and  vein  are  seen  in  their  sheath,  and  the  long  saphenous  nerve  is  in  the  canal 

but  outside  the  sheath. 


The  internal  saphenous  nerve  is  beneath  it.  The  nerve  to  the  vastus  in¬ 
terims  sending  an  off-set  to  the  knee,  lying  on  the  surface  of  the  muscle, 
will  be  found  parallel  to  the  upper  and  outer  part  of  the  saphenous  nerve. 
The  femoral  or  mid-femoral  plexus  on  the  inner  side  of  the  thigh  will  also 
be  exposed. 

The  anastomotica  magna  branch  of  the  superficial  femoral  should  be 
traced  through  the  fibres  of  the  internal  vastus  in  front  of  the  tendon  of 
the  adductor  magnus  as  far  as  the  knee,  also  a  twig  from  it  accompanying 
the  long  saphenous  nerve.  These  will  be  found  in  the  lower  third  of  the 
thigh. 

'The  Aponeurotic  Sheath  for  the  femoral  vessels  ( Hunter's  Canal) 
only  exists  where  the  vessels  are  overlaid  by  the  sartorius.  It  consists  of  a 
strong  fibrous  band  passing  transversely  between  the  vastus  interims  and 
t  he  tendons  of  the  adductors  longus  and  magnus.  It  is  thin  above,  but 


DISSECTION  OF  THE  LOWER  LI  MIL 


below  is  composed  of  strong  fibres  which  cease  at  the  opening  in  the 
adductor  magnus  where  its  border  is  defined,  and  beneath  which  the  long 
saphenous  nerve  and  satellite  vessels  escape.  The  adductor  opening  is  a 
good  deal  larger  than  the  structures  it  contains. 

The  deeper  part  of  the  Superficial  Femoral  Artery  is  contained  in  a 


Fig.  274.— Deep  nerves  op  the  right  lower  limb  and  the  femoral  artery. 

The  sartorius,  pectineus,  adductor  long.,  and  tibialis  anticus  are  cut  and  the  rectus  is  drawn  aside. 

muscular  hollow  bounded  externally,  by  the  vastus  interims,  and  internally, 
by  the  adductor  magnus  and  longus,  and  covered  in  by  the  aponeurotic 
covering  just  described.  On  vertical  transverse  section  this  canal  is 
triangular,  with  its  base  at  the  aponeurosis.  In  the  canal  the  femoral  vein 
lies  on  the  outer  aide  ot  the  artery,  but  close  to  it,  and  still  more  external 
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is  (he  long  saphenous  nerve  which,  although  in  the  canal, is  not  within  the 
sheath  of  the  vessels. 

Branches. — A  few  unnamed  muscular  twigs  and  the  anastomotica  magna 
arise  from  this  part  of  the  artery. 

The  Anastomotica  Magna  is  given  off  from  the  femoral  in  Hunter’s 
canal  just  before  it  passes  through  the  tendinous  opening  in  the  adductor 
muscle.  It  at  once  divides  into  a  superficial  and  deep  branch. 

The  Superficial  Branch  pierces  the  anterior  wall  of  the  canal  and  accom¬ 
panies  the  saphenous  vein  to  the  lower  border  of  the  sartorius,  and  perfo¬ 
rating  the  fascia  lata,  ends  in  the  shin. 

The  Deep  Branch  runs  in  the  fibres  of  the  vastus  internus,  lying  in 
front  of  the  tendon  of  the  adductor  magnus,  to  the  inner  side  of  the  knee, 
where  it  anastomoses  with  the  superior  internal  articular  branch  of  the 
popliteal,  and  the  recurrent  articular  branch  of  the  anterior  tibial.  It 
gives  off  a  branch  which  crosses  outwards  in  the  substance  of  the  vastus 
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internus  above  the  articular  surface  of  I  he  femur  and  anastomoses  with  an 
offset  of  the  superior  external  articular  artery,  forming  an  arch,  bom 
which  branches  are  distributed  to  the  front  of  the  knee. 

The  Muscular  Branches  come  chiefly  from  the  outer  side  of  the 
artery  and  supply  the  vastus  internus,  adductor  longus,  and  sartorius. 

The  Femoral  Vein  in  (his  part  of  its  course  is  external  to  the  artery, 
and  has  similar  relations  to  it,  receiving  branches  corresponding  to  those 
of  the  artery. 

Variety. — This  vein  may  pierce  the  adductor  magnus  above  the  usual 
place,  and  joining  the  deep  femoral  vein  approach  the  femoral  artery  at 
the  groin.  It  may  be  doubled  in  its  whole  length,  or  only  in  a  small  part 
of  its  course.  In  rare  cases  the  two  veins  which  are  united  to  form  the 
femoral  are  joined  by  three  or  four  transverse  branches  in  front  of  the 
femoral  artery,  and  in  other  instances  (here  are  three  or  four  largish 
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veins  which  only  join  near  Poupart’s  ligament  to  form  a  common  femoral 

vein. 

The  Tensor  Fasciae  Femoris  is  a  short  Hat  muscle  placed  at  the  outer 
and  upper  third  of  the  thigh.  It  is  the  most  external  and  smallest  of 
the  outer  group  of  muscles,  and  arises  from  the  anterior  portion  of  the 
outer  lip  of  the  iliac  crest,  from  the  outer  aspect  of  the  anterior  superior 
spinous  process,  and  from  the  upper  part  of  t lie  notch  between  it  and  the 
inferior  spine.  At  its  origin  it  is  between  the  sartorius  and  gluteus 
medius,  and  its  fibres  form  a  fleshy  belly  about  two  inches  wide  which 


Fig.  276. — Muscles  of  the  front  and  inner  side  of  tiie  right  thigh. 


passes  obliquely  down  and  back,  to  be  inserted  between  the  layers  of 
faseiR  lata  about  three  inches  below,  and  rather  anterior  to  the  great 
trochanter.  The  ilio-tibial  band  of  the  fascia  lata  may  be  considered  as 
part  <if  the  insertion  of  this  muscle. 

Relations. — Superficially,  with  the  skin  and  fascia  lata ;  deeply  with 
the  gluteus  medius,  rectus,  vastus  externus,  ascending  branches  of  the 
external  circumflex  artery,  and  a  branch  of  the  superior  gluteal  nerve  ; 

interiorly,  with  the  sartorius  and  rectus;  and  posteriorly  with  the  gluteus 
niedius. 
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Action. — It  abducts  the  (high  and  renders  tense  the  fascia  lata.  It 
assists  in  internal  rotation  of  the  femur.  Acting  from  below  it  will  support 
the  pelvis  on  the  femoral  head  and  assist  in  balancing  it  in  walking. 

Nerve. — The  superior  gluteal,  which  enters  its  under  surface. 

Dissection. — Divide  the  artery  and  vein  below  the  origin  of  the  pro-  i 
funda  femoris,  and  throw  them  downwards.  Remove  the  veins  and  fatty  £ 
tissue  from  the  anterior  crural  nerve  and  from  the  branches  of  the  pro¬ 
funda.  The  process  of  the  fascia  lata  extending  from  the  tensor  to  the 
knee  should  be  cut,  and  separated  from  the  neighbouring  muscles.  This  : 
dissection  will  enable  the  upper  part  of  the  inner  vastus  and  the  head  of 
the  rectus  to  be  traced  out. 

The  Triceps  Extensor  Cruris,  or  Quadriceps  of  some  authors,  consists  of 
three  parts,  one  of  which,  the  rectus  femoris,  is  distinct,  and  descends  [ 
from  the  hip  bone,  while  the  two  others  are  distinguished  by  the  arrange¬ 
ment  of  their  fibres  and  cover  the  whole  of  the  anterior  and  lateral  surfaces  ‘ 
of  the  femur,  from  which  they  arise.  The  three  parts  or  heads  composing  i 
this  muscle  are  the  outer,  formed  by  the  vastus  externus,  the  middle,  I 
formed  by  the  rectus,  and  the  antero-internal,  formed  by  the  crureus  and  i 
vastus  internus.  Inferiorly  these  muscles  unite  into  a  single  tendon  > 
which  is  attached  to  the  tibia.  They  envelope  the  femoral  shaft  from  i 
the  condyles  to  the  trochanters.  The  rectus  femoris,  or  middle  head  of 
the  triceps  extensor,  forms  a  fleshy  prominence  on  the  front  of  the  thigh,  ; 
is  fusiform,  and  arises  by  two  tendons  or  heads,  an  anterior  or  short  head,  i 
and  a  posterior  or  long  head.  The  anterior  arises  from  the  anterior  in¬ 
ferior  iliac  spine,  and  the  posterior  (which  will  be  subsequently  dissected) 
from  a  depression  above  the  brim  of  the  acetabulum.  The  long  or  reflected  • 
head  joins  the  straight  tendon  at  an  acute  angle  about  an  inch  from  its  i 
origin,  and  separates  into  an  aponeurosis  from  which  the  muscular  fibres  ' 
arise  in  a  penniform  manner.  These  turn  outwards  and  backwards  as 
they  descend,  and  are  inserted  in  a  similar  manner  into  the  inferior 
tendon,  which  is  prolonged  on  the  posterior  surface  of  the  muscle,  while 
the  superior  tendon  is  prolonged  on  its  anterior  aspect.  The  inferior 
tendon  becoming  narrow  and  flattened,  is  inserted  into  the  upper  border 
of  the  patella  and  through  the  ligamentum  patellae  into  the  tubercle  of 
the  tibia.  The  lower  tendon  occupies  the  inferior  two-thirds  of  the  pos¬ 
terior  surface  of  the  muscle,  and  sends  a  strong  prolongation  to  the  upper 
and  anterior  part  of  the  great  trochanter.  It  is  connected  with  the  ilio- 
trochanteric  band  of  the  hip  capsule,  and  is  rendered  tense  in  external 
rotation  of  the  femur. 

Relations . — a Superficially,  with  the  anterior  fibres  of  the  gluteus 
minimus,  the  tensor  fasciae  femoris,  sartorius,  outer  borders  of  psoas  and 
iliacus,  and  with  the  fascia  lata.  Posteriorly,  with  the  hip-capsule,  the 
external  circumflex  vessels,  branches  of  anterior  crural  nerve,  the  vasti, 
and  crureus. 

Some  authors  have  described  the  vasti  and  crurens  under  the  name 
of  triceps  extensor,  but  the  description  already  given  will  be  adhered  to 
as  the  more  natural  one. 

Nerve. — The  anterior  crural. 

Variety. — It  may  have  an  external  origin  from  the  anterior  superior 
spine,  or  its  acetabular  head  may  be  absent. 

Dissection. — Divide  the  rectus  near  its  lower  end  and  reflect  it,  care- 
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fullv  preserving  the  branches  of  vessels  and  nerves  beneath  it.  Some 
descending  vessels  and  nerves  will  indicate  the  point  of  separation  between 
the  external  vastus  and  the  crureus  and  vastus  interims.  The  separation 
of  these  muscular  masses  at  the  mid-part  of  the  outer  aspect  of  the  thigh, 
is  indicated  by  the  long  vertical  fibres  of  the  external  vastus  passing  to 
their  tendon,  crossing  over  the  deeper  fibres  which  pass  obliquely  inwards, 
and  are  a  part  of  the  internal  vastus. 

The  Vastus  Externus  arises  by  an  extensive  aponeurosis  from  the  base 
of  the  great  trochanter  in  front,  from  the  tubercle  and  anterior  border  of 
the  same  bony  process,  from  the  horizontal  ridge  on  its  outer  surface,  and 
from  a  rough  line  passing  between  the  linea  aspera  and  great  trochanters, 
also  from  the  whole  length  of  the  outer  lip  of  the  linea  aspera.  This 
aponeurosis  covers  the  upper  three-fourths  of  the  muscle  and  gives  origin 
to  many  muscular  fibres.  A  few  fibres  also  arise  from  the  external  inter¬ 
muscular  septum,  between  the  vastus  externus  and  short  head  of  the 
biceps,  also  from  the  tendon  of  the  gluteus  maximus.  Its  origin  from 
the  femur  is  narrow  as  compared  with  its  thickness  and  size.  Its  fibres 
form  a  rhomboidal  mass,  which  is  attached  to  a  strong  aponeurosis  on  the 
under  surface  and  lower  part  of  the  muscle,  and  which  descends  obliquely 
inwards  and  forwards,  on  the  outer  surface  of  the  vastus  interims,  and  be¬ 
comes  thickened  and  contracted  into  a  fiat  tendon  which  joins  the  outer 
border  of  the  tendon  of  the  rectus,  and  is  attached  to  the  outer  border  of 
the  patella,  giving  an  expansion  over  the  outer  side  of  the  knee  joint.  It 
is  pointed  above,  but  broad  and  thick  below,  forming  the  prominence  on 
the  outer  side  of  the  thigh. 

Relations. — Superficially ,  with  the  rectus,  tensor  fasciae  femoris, 
gluteus  maximus,  from  which  it  is  separated  by  a  bursa  and  fascia  lata. 
Deeply,  with  the  crureus,  being  separated  from  it  by  the  descending 
branches  of  the  external  circumflex  artery,  and  anterior  crural  nerve. 

Nerve. — The  anterior  crural. 

Variety. — It  may  be  bi-laminar,  as  in  birds. 

Vastus  Interims. — The  vastus  interims  and  crureus  are  inseparably 
united  and  form  the  deep  or  inner  head,  and  smallest  portion  of  the  triceps 
extensor.  The  anterior  part  covered  by  the  rectus  is  called  the  crureus. 
The  inner  portion  which  is  beneath  the  fascia  lata  is  the  vastus  interims. 
The  fibres  of  this  portion  may  be  easily  separated  into  a  superficial  and 
deep  set.  The  former  is  a  continuous  lamina  over  the  front  and  both 
sides  of  the  femur,  completely  enclosing  the  deeper  fibres,  and  it  descends 
in  different  directions.  The  anterior  or  middle  fibres  arch  forwards  almost 
parallel  to  the  femur,  and  the  lateral  fibres,  both  inner  and  outer,  are 
more  oblique,  and  at  the  lower  part  of  the  muscle  they  are  almost  hori¬ 
zontal.  The  anterior  fibres  arise  from  the  middle  of  the  anterior  inter¬ 
trochanteric  line,  and  the  inner  lateral  fibres  come  from  a  line  passing 
from  the  anterior  inter-trochanteric  line  in  front  of  the  small  trochanter, 
to  the  inner  line  leading  to  the  linea  aspera,  from  the  lower  half  of  that 
line,  from  the  inner  lip  of  the  linea  aspera,  and  from  the  inner  intermus- 
°ular  septum.  The  outer  lateral  fibres  arise  from  Ihe  anterior  inter¬ 
trochanteric  line  and  from  the  outer  surface  of  Ihe  shaft  of  the  femur 
immediately  in  front  of  it,  being  closely  connected  with  the  origin  of  the 
external  vastus.  The  lower  external  lateral  fibres  reach  some  distance 
beyond  the  lower  border  of  the  vastus  externus  and  arise  from  the  outer 
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lip  of  the  linea  aspera,  and  from  the  external  intermuscular  septum.  The 
fibres  converge  from  this  extensive  origin,  which  is  partly  aponeurotic,  to 
the  under  surface  and  margins  of  a  flat  tendon  which  runs  upwards  chiefly 
on  the  surface  of  the  anterior  portion  of  the  muscle.  Interiorly,  this 
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tendon  joins  those  of  the  rectus  and  vastus  externus,  and  ends  in  an 
aponeurosis  which  blends  in  the  common  tendon  of  insertion  and  is  in¬ 
serted  into  the  upper  and  lateral  margins  of  the  patella,  lower  than  the 


DISSECTIOX  OF  THE  LOWER  LI  MR. 


vastus  externus.  Many  of  the  lowest  outer  and  inner  lateral  fibres  are 
attached  directly  to  the  sides  of  the  patella  and  to  the  fascia  lata  at  the 
sides  of  the  knee. 

The  deep  set  of  fibres  which  may  be  called  the  crureus ,  takes  origin 
from  about  the  middle  two-thirds  of  the  anterior  aspect  only  of  the  femoral 
shaft.  Its  lower  part  reaches  to  within  two  or  three  inches  of  the  articu¬ 
lar  surface,  and  its  origin  is  separated  by  a  slight  interval  from  that  of 
the  superficial  fibres.  The  fibres  of  this  set  pass  obliquely  down  and  for¬ 
wards  and  are  inserted  into  the  posterior  aspect  of  the  tendon  of  the 
superficial  fibres.  There  is  a  longitudinal  band  on  the  lateral  surfaces  of 
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Fig.  278.— Muscles  of  the  left  thigh.  Internal  view. 


the  femur  on  each  side  of  the  origin  of  this  portion  of  the  muscle,  which  is 
free  from  muscular  attachment.  This  band,  varies  in  breadth  in  different 
subjects,  and  is  broader  on  the  inner  aspect  of  the  femur.  It  will  thus  be 
noted  that  the  internal  vastus  arises  from  nearly  the  whole  of  the  anterior, 
external,  and  internal  surfaces  of  the  femoral  shaft,  from  the  anterior 
inter-trochanteric  line  to  within  the  lower  fourth  of  the  bone,  and  that 
its  different  fibres  converge  to  a  broad  aponeurosis  which  is  on  the  anterior 
surface  of  the  middle  portion  of  the  muscle,  and  which  covers  the  deep 
surface  of  its  inner  division  (the  vastus  interims). 

Relations. — Anteriorly,  with  the  rectus,  sartorius,  femoral  vessels, 
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anterior  crural,  and  saphenous  nerves;  'posteriorly,  with  the  femur,  sub- 
crureus,  and  synovial  membrane  of  the  knee.  On  its  outer  surface 
is  the  vastus  externus,  and  along  its  inner  border  are  the  psoas,  iliacus, 
and  the  femoral  artery  and  vein,  and  if  is  closely  connected  with  the 
adductors  along  the  linea  aspera,  being  firmly  united  to  the  adductor 
magnus  by  the  aponeurosis  which  forms  Hunter’s  canal. 

Variety. — It  may  be  bi-laminar. 

Nerve. — The  anterior  crural. 

Dissection. — To  expose  the  tendon  of  this  extensor,  a  thin  aponeurotic 
layer  which  is  continuous  with  the  lower  fleshy  fibres  of  the  muscle,  and 
which  covers  the  anterior  and  lateral  aspects  of  the  knee  joint,  must  be 
divided  along  the  middle  line  as  far  as  the  tubercle  of  the  tibia.  If  a 
transverse  cut  be  made  at  the  latter  situation  and  this  aponeurosis  be  re¬ 
flected  outwards  and  inwards  the  tendon  will  be  apparent. 

The  Tendon  of  these  Extensors  of  the  leg  is  common  to  all  these  muscles, 
and  is  formed  by  the  union  at  the  lower  part  of  the  thigh,  of  the  tendons 
from  the  different  portions  of  the  muscle.  It  passes  in  front  of  the  knee, 
acting  as  an  anterior  ligament  to  the  joint.  The  tendinous  expansions 
from  these  different  muscles  are  partly  inserted  into  the  upper  part  and 
sides  of  the  patella,  but  beyond  it  (hey  form  a  thickish  flat  tendon  which 
is  really  inserted  into  the  tubercle  of  the  tibia,  the  patella  being  a  sesamoid 
bone  developed  in  the  tendon  of  the  triceps  femoralis.  This  tendon  is 
wide  above  where  the  muscular  fibres  end.  Over  the  joint  it  narrows,  and 
below  is  inserted  into  the  lower  part  of  the  tubercle  of  the  tibia  and  into 
the  tibia  itself  an  inch  below  it.  A  bursa  is  interposed  between  the  upper 
part  of  the  tibial  tuberosity  and  the  tendon.  From  the  tendons  of  the 
vasti  a  superficial  aponeurotic  expansion  is  derived  which  is  united  with 
the  fascia  lata  which  forms  a  capsule  protecting  the  knee  joint,  and  which 
is  attached  below  to  the  heads  of  the  tibia  and  fibula.  From  these 
expansions  a  few  scattered  aponeurotic  fibres  cover  the  anterior  surface  of 
the  patella,  but  there  are  none  on  its  articular  aspect.  The  fibrous 
prolongation  from  the  vastus  interims  is  the  strongest,  and  the  fibrous 
capsule  of  the  knee  is  strengthened  on  the  outer  side  by  the  fascia  lata. 
The  direction  of  this  tendon  is  rather  obliquely  down  and  out  to  the  tibial 
tubercle. 

If  (he  student  have  previously  dissected  the  arm  he  will  be  struck 
with  the  analogy  that  exists  between  the  triceps  brachialis  and  the  triceps 
femoralis.  The  latter  has  (hree  divisions  or  heads  like  the  former,  an 
outer  and  inner  head,  and  a  middle,  or  long  head,  which  is  attached  to 
(lie  pelvic  girdle,  similar  to  the  long  head  of  (he  arm  muscle  which  is 
attached  to  a  part  of  the  shoulder  girdle. 

The  Sub-Crureus  is  a  small  muscular  layer  of  pale  fibres  which  is 
usually  distinct  from  the  crureus,  but  may  be  blended  with  it  and  the 
vastus  interims.  Some  consider  it  to  be  a  part  of  the  inner  vastus, 
separated  from  (lie  rest  by  areolar  tissue.  It  arises  from  (lie  anterior 
surface  of  the  lower  part  of  the  femoral  shaft,  often  by  an  outer  and  inner 
slip,  and  is  inserted  by  scattered  aponeurotic  fibres  into  the  upper  part  of 
(he  supra-] latellar  pouch  of  the  synovial  membrane  of  the  knee. 

Varieties. — It  is  often  double,  or  may  consist  of  two  separate  muscular 
bundles. 

Nerve. — 'l'he  anterior  crural. 
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Action. — The  three  heads  of  the  common  extensor  of  the  leg  extend 
the  knee  joint,  but  its  action  is  not  essential  to  maintain  the  erect  attitude, 
as  the  knee  joint  remains  in  complete  extension  without  muscular  assistance 
when  the  foot  is  firmly  placed  on  the  ground.  The  student  may  be  con¬ 
vinced  of  this  by  feeling  his  patella  while  standing  with  the  knee  extended. 
It  will  be  then  found  to  be  quite  loose,  and  to  be  movable  laterally,  as 
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Fig.  279.— Dissection  of  the  left  femoral  artery  and  its  branches. 

The  circumflex  come  off  from  the  superficial  femoral,  and  the  profunda  is  given  off  unusually  low  down. 


well  as  up  and  down,  but  directly  he  raises  his  foot  from  the  ground  it 
will  at  once  become  fixed. 

The  rectus  extends  Ihe  knee  and  Hexes  the  hip,  over  which  it  passes. 
Its  anterior  head  acts  when  the  thigh  is  extended,  and  the  posterior  when 
the  thigh  is  bent. 

Acting  from  below  Ihe  triceps  will  draw  the  femur  forwards  and 
straighten  the  knee,  supporting  the  femur  perpendicularly  on  the  tibial 
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head,  and  maintaining  the  body  weight  in  walking  or  standing.  The 
rectus  can  assist  the  psoas  and  iliacus  in  Hexing  the  pelvis  on  the  femur, 
or  in  supporting  it  on  the  femoral  head. 

The  sub-crureus  contracts  when  the  knee  is  extended  and  pulls  the 
synovial  membrane  up  out  of  the  way  of  the  joint  surfaces. 

The  Inter- Muscular  Septa  have  already  been  described,  but  the  student 
should  now  make  himself  familiar  with  their  attachments.  As  already 
stated  they  separate  the  muscles  in  the  front  from  those  at  the  back  of 
the  thigh,  and  are  attached  to  the  outer  and  inner  lips  of  the  linea  aspera, 
and  to  the  lines  leading  from  it  to  the  femoral  condyles,  and  bind  the 
fascia  lata  to  the  femur  in  the  lower  part  of  the  thigh. 

The  Internal  Septum  is  much  thinner  than  the  external,  and  is  attached 
to  the  femur  between  the  adductors  and  the  vastus  interims.  It  is  very 
thin  along  the  border  of  the  internal  vastus,  and  between  the  linea  aspera 
and  inner  condyle  it  is  strengthened  or  supplanted  by  the  tendon  of  the 
adductor  magnus.  The  superior  internal  articular  vessels  pass  through  it 
to  the  front  of  the  knee,  and  the  deep  branch  of  the  anastomotica  magna, 
accompanied  by  the  branch  to  the  knee  from  the  nerve  to  the  inner  vastus, 
passes  down  on  the  septum. 

The  External  Septum  is  the  stronger,  and  is  inserted  into  the  linea 
aspera  from  the  outer  condyle  to  the  lower  border  of  the  tendon  of  the 
gluteus  maximus  between  the  short  head  of  the  biceps  and  the  vastus 
externus  and  internus.  It  is  pierced  near  the  condyle  by  the  superior 
external  articular  vessels  and  nerve,  and  gives  origin  to  the  short  head  of 
the  biceps. 

The  External  Circumflex  Artery  is  larger  than  the  internal,  and  supplies 
the  muscles  in  front  of  the  thigh.  It  is  given  off  from  the  outer  side  of 
the  profunda  near  its  origin,  and  passes  transversely  outwards  beneath  the 
sartorius  and  rectus  muscles,  and  through  the  divisions  of  the  anterior 
crural  nerve  to  the  outer  part  of  the  thigh,  where  it  divides  into  three  sets 
of  branches ;  ascending,  transverse,  and  descending. 

The  Ascending  Branches  pass  up  beneath  the  sartorius,  rectus,  and 
tensor  fasciae  femoris,  to  the  outer  side  and  back  of  the  hip,  and  anastomoses 
with  the  terminal  branches  of  the  gluteal  and  with  some  of  the  external 
descending  branches  of  the  circumflex  iliac  artery. 

The  Transverse  Branches  are  the  smallest  and  least  numerous;  they 
pass  out  over  the  crureus,  pierce  the  outer  vastus,  so  as  to  get  between  it 
and  the  femur,  just  below  the  back  of  the  great  trochanter,  and  at  the 
back  of  the  thigh  anastomose  with  the  internal  circumflex  and  superior 
perforating  branches  of  the  deep  femoral,  and  with  the  gluteal  and  sciatic 
branches  of  the  internal  iliac  artery. 

The  Descending  Brandies ,  three  or  four  in  number,  pass  down  and 
out  on  the  extensors,  but  behind  the  rectus.  Some  of  them  are  large 
and  supply  the  muscles  on  the  fore-part  of  the  thigh,  but  one  or  two  pass 
beneath  the  vastus  externus  as  far  as  the  knee  to  anastomose  with  the 
superior  external  articular  branch  of  the  popliteal.  A  small  branch  runs 
over  this  muscle  with  the  nerve  to  the  knee,  which  is  given  ofl  by  the 
nerve  to  the  vastus  externus. 

Varieties. — The  external  circumflex  sometimes  arises  directly  from 
the  femoral,  or  there  may  be  two  branches,  one  from  the  deep  femoral 
and  the  other  from  the  femoral  itself.  Both  branches  may  arise  from  the 
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deep  femoral,  and  as  a  rarit  y,  both  may  come  from  the  superficial  femoral 
artery,  or  even  from  the  common  femoral. 

The  Anterior  Crural  Nerve  is  the  largest  branch  of  the  lumbar  plexus, 
and  is  derived  mainly  from  the  anterior  primary  divisions  of  the  third  and 
fourth  lumbar  nerves,  having  a  fasciculus  from  the  second.  It  supplies 
the  iliacus,  pectineus,  and  all  the  muscles  of  the  front  of  the  thigh,  and 
most  of  the  skin  of  the  front  and  inner  side  of  the  thigh  and  of  the  leg 
and  foot,  and  gives  articular  branches  to  the  knee.  Only  the  femoral 


Iliacus  branch 
Ant.  crural 
Psoas  branch  3 
Ext.  cut9,  cut 

Cut9,  branches  cut 

to  rectus  g 


to  vast.  ext. 


to  vast.  int. 


**  Lumbar  sympth'. 


20  Lumbo-sac. 
IS  Obt. 

21  Sacral 
Sympthc. 

'3  to  pect8. 


7  Branch  of  int.  cut  to 
add.  mag. 
if,  Anast0.  branch  of 
■It  int.  cut9. 

I17 

18 

6  Muscular 


Int.  saph. 


13  Patellar  of  int.  saph. 


Int.  saph. 


Fig.  280.— Deep  nerves  of  right  thigh.  Anterior  view. 

16,17,  18, 19.  Branches  of  obturator  to  add.  long.,  brev.,  and  gracilis  ;  the  latter  divides  and  anastomoses  with  int. 
saph.  and  the  deep  branch  of  int.  cut.  21.  Lumbo  sacral  joining  first  sacral. 


part  of  the  nerve  is  now  dissected.  It  enters  the  thigh  beneath  Poupart’s 
ligament,  between  the  psoas  and  iliacus  muscles,  where  it  is  somewhat 
flattened,  and  divides  into  an  anterior,  superficial,  or  cutaneous,  and  a 
posterior,  deep,  or  muscular  part,  under  Poupart’s  ligament.  It  is 
beneath  the  iliac  fascia,  and  is  separated  from  the  femoral  artery  by  the 
psoas  muscle. 

The  Superficial  Division  gives  off  three  branches,  the  middle  and 
'internal  cutaneous  and  internal  saphenous  nerves. 
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1  ho  Middle  Cutaneous  perforates  tlio  fascia  lata,  and  sometimes  the 
sartorius  also,  about  three  inches  below  Poupart’s  ligament,  and  extends 
to  the  knee.  It  has  already  been  dissected. 

1  he  Internal  Cutaneous  gives  off  two  or  more  branches  which  pierce 
the  fascia  lata  and  supply  the  skin  of  the  upper  third  of  the  thigh.  It 
then  divides  in  front,  or  to  the  inner  side  of  the  femoral  artery,  into  an 
anterior  and  inner  branch.  Sometimes  these  branches  are  given  off 
separately  from  the  anterior  crural. 

The  Anterior  Branch  lies  over  the  sartorius  as  far  as  the  middle  of 
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Fig.  281. — Inner  view  of  right  side  of  pelvis,  to  show  some  of  the  branches 

OF  THE  LUMBAR  AND  SACRAL  PLEXUSES. 

It  represents  an  antero-posterior  vertical  section  in  the  mid-line.  !>.  Obturator  nerve  entering  its  foramen.  The 
symphysis  pubis  is  shown  in  section  just  below  it.  The  sartorius  is  pierced  by  the  middle  cutaneous. 


the  thigh,  and  then  pierces  the  fascia  lata  to  supply  (he  skin  as  far  as  the 
inner  side  of  the  knee.  The  Inner  branch ,  while  beneath  the  deep  fascia, 
runs  along  the  inner  border  of  the  sartorius,  and  about  the  middle  of  the 
thigh  joins  in  the  femoral  plexus.  II  is  beneath  the  deep  fascia  as  far  as 
the  knee,  and  near  the  knee  it  joins  a  branch  of  the  internal  saphenous 
nerve. 

The  Internal  Saphenous  Nerve  is  the  largest  branch  of  the  superficial 
division  of  the  anterior  crural.  Il  accompanies  the  femoral  vessels,  lying 
on  their  outer  side,  and  is  contained  in  1  lunter’s  canal  as  far  as  the  adductor 
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opening 


w  At  that,  point  it  leaves  the  aponeurosis  and  passes  under  the 
sartorius  to  the  upper  and  inner  part  of  the  leg,  the  skin  of  which  it 
supplies.  It  is  then  continued  onwards  to  the  lout.  While  beneath  the 
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deep  fascia  it  gives  off  two  branches,  a  communicating,  and  a  patellar 
branch. 

Its  Communicating  Brunch  is  given  off  about  the  middle  of  the 
thigh,  and  passes  inwards  beneath  the  sartorius  to  join  the  internal 
cutaneous  and  obturator  in  the  femoral  plexus,  or  it  may  join  the  internal 
cutaneous  nearer  the  knee.  This  offset  is  frequently  absent. 

The  Patellar  Branch  arises  from  the  nerve  near  the  inner  side  of  the 
knee,  and  piercing  the  sartorius  and  fascia  lata,  joins  in  the  prae-patellar 
plexus  and  supplies  the  skin  over  the  inner  side  and  front  of  the  knee. 

The  Deep,  or  Muscular  Division  of  the  anterior  crural  nerve  supplies 
all  the  muscles  in  the  front  of  the  thigh,  and  also  the  pectineus ;  but  the 
pectineal  branch  sometimes  arises  from  the  superficial  division  of  the 
nerve.  The  tensor  fasciae  femoris  is  not  supplied  by  the  anterior  crural, 
but,  as  before  stated,  by  the  superior  gluteal  nerve. 

Muscular  Branches. — The  branch  to  the  pectineus  is  a  slender  filament 
which  passes  to  the  anterior  aspect  of  the  muscle  beneath  the  femoral 
artery.  There  may  be  two  twigs  to  the  muscle. 

The  Sartorius  receives  three  or  four  twigs  from  the  middle  or  internal 
cutaneous  which  supply  mostly  its  upper  part.  The  student  will  note 
that  this  muscle  is  supplied  from  the  division  of  the  nerve  which  is  mainly 
cutaneous. 

The  Rectus  has  a  separate  branch  which  enters,  by  several  filaments, 
the  upper  part  of  its  anterior  aspect. 

The  Vastus  Externus  has  a  branch  of  considerable  size  which  accom¬ 
panies  the  external  circumflex  artery  to  the  lower  part  of  the  muscle.  It 
divides  into  two  or  more  branches  as  it  enters  the  muscle,  from  one  of 
which  a  long  slender  articular  filament  passes  down  to  the  knee,  piercing 
its  fibrous  capsule  on  the  anterior  aspect. 

The  Nerve  to  the  Vastus  Interims  is  nearly  as  large  as  the  internal 
saphenous,  in  common  with  which  it  often  arises,  and  divides  into  two 
sets  of  branches  which  enter  the  vastus  interims  and  crureus  about  the 
middle  of  these  muscles.  The  nerve  to  the  inner  vastus  gives  filaments 
which  enter  the  upper  part  and  middle  of  the  muscle,  but  before  pene¬ 
trating  the  muscular  fasciculi  gives  a  small  branch  to  the  knee. 

The  Articular  Branch  to  the  knee  from  the  nerve  to  the  inner  vastus, 
passes  on  or  in  the  muscle  along  the  internal  intermuscular  septum  with 
the  deep  branch  of  the  anastomotica  magna  artery,  resting  on  the  tendon 
of  the  adductor  magnus  as  far  as  the  inner  side  of  the  knee  where  it 
pierces  the  capsular  ligament  and  passes  outwards  on  the  synovial  mem¬ 
brane  beneath  the  ligament um  patellae. 

The  Nerve  to  the  Tensor  Fascice  Femoris  comes  from  the  superior 
gluteal,  and  after  entering  the  under  surface  of  the  muscle  extends  nearly 
to  its  lower  end. 

The  student  must  now  proceed  with  the  dissection  of  the  parts  on  the 
inner  side  of  the  thigh,  but  before  doing  so  he  should  thoroughly 
recapitulate  the  substance  of  the  present  section. 
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THE  INNER  SIDE  OF  THE  THIGH. 

In  this  dissection  the  student  will  become  familiar  with  the  three  ad¬ 
ductor  muscles,  with  t  he  gracilis,  obturator  externus,  and  the  insertion  of  the 
psoas  and  iliacus.  lie  will  also  dissect  out  the  profunda  artery  and  vein 
and  their  branches,  also  those  of  the  obturator  artery  and  nerve,  the  latter 
being  found  deeply  situated  amongst  the  adductors. 

Dissection. — The  skin,  fatty  tissue,  and  fascia  must  be  removed  from 
the  muscles,  and  the  adductors  magnus  and  brevis  should  be  separated 


Fig.  283. — Muscles  of  the  inside  of  the  right  thigh. 

from  each  other,  being  careful  of  the  branches  of  the  obturator  nerve 
which  are  beneath  them,  and  especially  of  an  offset  which  lies  beneath  the 
adductor  magnus  and  goes  to  join  the  femoral  plexus.  The  branches  of 
the  profunda  artery  and  vein  must  also  be  cleaned. 

The  Gracilis  is  the  most  superficial  muscle  of  the  internal  femoral 
region,  and  is  a  long  slender  riband-like  structure,  passing  from  the  pelvis 
to  the  tibia.  It  is  broad  above  and  narrow  below,  and  arises  by  a  thin 
flattened  tendon  between  two  and  tliree  inches  broad  from  (lie  inner  inar- 
R111  of  the  rami  of  the  pubes  and  ischium  along  the  lower  half  of  the  sym- 
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physis,  and  the  upper  part  of  the  pubic  arch.  Its  fibres  pass  vertically 
down  and  end  in  a  round  tendon  which  passes  behind  the  inner  femoral 
condyle,  curves  round  the  inner  tuberosity  of  the  tibia,  and  becoming 
flattened,  is  inserted  into  the  upper  part  of  the  inner  surface  of  the  tibial 
shaft  below  the  tuberosity,  beneath  and  close  to  the  sartorius  with  which  it 
is  blended,  and  is  on  the  same  plane  with  but  higher  up  than  the  semi- 
tendinosus.  It  is  separated  from  the  internal  lateral  ligament  by  a  syno- 


Kio.  28 1. — Muscles  of  the  pelvis  and  origin  of  those  of  the  inner  side  of 

THE  RIGHT  THIGH. 


vial  bursa  which  is  common  to  it  and  the  semitendinosus,  and  which  pro¬ 
jects  above  it  and  beneath  the  sartorius  insertion.  Its  tendon  sends  an 

expansion  to  the  deep  fascia  of  the  leg. 

Relations. — Superficially,  with  the  fascia  lata  and  with  the  sartorius 
below.  The  internal  saphenous  vein  crosses  obliquely  over  it  neat  its 
lower  part  being  superficial  to  the  fascia  lata.  Deeply,  with  the  adductors, 
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senii-membranosus  and  internal  lateral  ligament,  from  wliicli  if  is  separated 
by  a  bursa,  and  it  forms  part  of  the  inner  boundary  of  the  popliteal  space. 

Action. —  It  flexes  the  knee,  rotates  the  tibia  out,  and  assists  the  sar- 
torius  in  flexing  the  leg  and  drawing  il  inwards.  It  is  also  an  adductor  of 
the  thigh.  Acting  from  below,  it  will  assist  in  maintaining  the  pelvis  on 
the  femur. 

Nerve. — The  obturator. 

The  Pectineus  is  the  highest  of  these  muscles,  and  is  placed  at  the 
anterior,  upper,  and  inner  aspects  of  the  thigh  passing  from  the  pelvis  to 
the  inner  side  of  the  femur.  It  is  flat  and  quadrangular,  and  arises  from 


t  ig.  285. — Diagram  of  muscles  on  the  inner  side  of  the  thigh. 

the  ilio-pectineal  line,  and  from  the  triangular  smooth  surface  of  bone  in 
fiont  of  that  line  between  the  ilio-pectineal  eminence  and  spine  of  the 
pubes,  also  from  a  tendinous  prolongation  of  (j imbernat’s  ligament,  which 
is  attached  to  the  pubic  crest  and  which  is  continuous  with  the  fascia 
covering  the  anterior  surface  of  the  muscle  (ligament  of  Cooper).  The 
fibres  pass  down,  back,  and  out,  to  lie  inserted  by  a  flat  tendon,  about  two 
inches  wide,  into  the  femur  behind  the  small  trochanter,  and  into  the 
upper  part  ol  the  rough  line  which  leads  from  the  trochanter  minor  to  the 
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linen,  aspera.  This  muscle  is  twisted  so  that  the  surfaces  which  are 
directed  forwards  and  backwards  near  the  pelvis  are,  at  the  femur,  turned 
in  and  outwards. 

Relations. — Anteriorly,  with  the  pubic  part  of  the  fascia  lata,  which 
separates  it  from  the  femoral  vessels,  the  deep  external  pudic  artery,  and 
the  internal  saphenous  vein.  Posteriorly,  with  the  anterior  branches  of  the 
obturator  vessels  and  nerve,  the  obturator  externus  and  abductor  brevis 
muscles,  and  with  the  hip-capsule.  Its  inner  harder  is  in  relation  with 
the  adductor  longus,  and  its  outer  is  separated  from  the  psoas  by  a  slight 
cellular  interval  along  which  runs  the  femoral  artery. 

Varieties. — It  is  frequently  divided  into  two  portions  which  are  sepa¬ 
rated  above,  and  have  their  nerves  from  ditferent  sources,  the  outer  part 
being  supplied  from  the  anterior  crural  and  the  inner  by  the  obturator 
nerve.  This  dual  separation  is  normal  among  animals.  It  has  been  seen 
attached  to  the  capsule  of  the  hip  or  even  inserted  into  it. 

Action. — It  adducts  the  femur  and  flexes  the  hip-joint,  further,  because 
of  its  oblique  direction  and  twisted  arrangement  it  can  rotate  the  thigh 
outwards.  Acting  from  the  femur,  it  supports  the  pelvis,  or  can  draw  it 
forwards  in  stooping. 

Nerve. — Branches  from  the  lumbar  plexus. 

The  Adductor  Longus  is  the  most  superficial  of  the  three  adductors  and 
is  a  flat  triangular  muscle,  internal  to,  but  on  the  same  plane,  as  the  pec- 
tineus,  with  which  it  is  often  blended.  It  arises  by  a  short,  flat,  narrow 
tendon  from  the  front  of  the  body  of  the  pubes  at  the  angle  of  junction  of 
the  crest  and  the  symphysis,  and  expands  into  a  broad  fleshy  belly  which 
passes  down,  back,  and  out,  to  be  inserted  by  an  aponeurosis  into  the 
middle  third,  or  into  nearly  the  whole  of  the  inner  margin  of  the  linea 
aspera,  between  the  adductor  magnus  and  the  vastus  internus.  Aponeu¬ 
rotic  bands  connect  its  tendon  of  insertion  with  the  adductor  magnus  and 
vastus  internus,  helping  to  form  Hunter’s  canal. 

Relations. — Anteriorly ,  with  the  sartorius,  fascia  lata,  and  near  its  in¬ 
sertion  with  the  femoral  vessels.  Posteriorly ,  with  the  adductor  brevis 
and  magnus,  the  anterior  branches  of  the  obturator  vessels  and  nerves,  and 
near  its  insertion  with  the  profunda  artery  and  vein.  Its  outer  border  is 
close  to  the  pectineus  and  its  inner  border  to  the  gracilis.  It  forms  the 
inner  boundary  of  Scarpa’s  triangle. 

Varieties. — It  may  be  divided  into  two  muscular  bundles,  or  it  may 
extend  as  far  as  the  knee,  its  tendon  being  inseparably  united  with  that 
of  the  adductor  magnus. 

Action. — It  adducts  the  femur,  assisting  the  other  adductors,  and 
it  can  flex  the  hip-joint.  It  aids  the  other  adductors  in  drawing  forwards 
the  leg  in  walking  or  running,  and  in  grasping  the  sides  of  the  horse  in 
riding.  Taking  its  fixed  point  at  tin1  femur,  it  helps  to  prop  the  pelvis  on 
the  femoral  head  and  also  flexes  it  on  the  thigh. 

Nerve. — The  obturator. 

Dissection To  expose  the  branches  of  the  obturator  artery  and  nerve, 
also  the  adductor  brevis  muscle  and  the  profunda  artery  and  vein  with 
their  branches,  the  pectineus  and  adductor  longus  must  be  divided  near 
their  origins  and  carefully  reflected,  so  as  not  to  injure  the  small  accessory 
obturator  nerve  which  turns  beneath  the  outer  border  of  the  former 
muscle,  and  so  as  not  to  destroy  I  lie  branches  of  the  obturator  nerve  be- 
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neath  the  adductor  longus,  the  tendon  of  which  is  to  be  carefully  separated 
from  that  of  the  adductor  magnus  beneath  it,  in  order  that  the  branches 
of  the  deep  femoral  artery  may  be  exposed. 

If  these  directions  lie  followed,  the  adductor  brevis  will  come  into  view, 
and  on  it  will  be  found  a  branch  of  the  obturator  nerve  to  t lie  femoral 
artery ;  also  an  offset  to  the  femoral  plexus.  The  adductor  brevis  should 
be  separated  from  the  magnus,  and  the  lower  branch  of  the  obturator  nerve 
and  artery  will  be  seen  to  issue  between  them.  Near  this  point  a  slender 
branch  of  the  obturator  nerve  to  the  knee  joint  will  be  found  descending 
on,  or  in,  the  fibres  of  the  adductor  magnus.  The  deep  part  of  the  ob¬ 
turator  nerve  will  be  subsequently  seen  beneath  the  adductor  brevis. 

The  Accessory  Obturator  Nerve,  when  present,  arises  from  the  obturator 
near  its  upper  end,  or  separately,  from  the  third  and  fourth  lumbar  nerves. 
It  descends  along  the  inner  border  of  the  psoas  over  the  pubes  to  beneath 
the  pectineus,  where  it  divides  into  several  branches,  one  of  which  joins 
the  anterior  or  superficial  branch  of  the  obturator  nerve.  Another  pierces 
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1.  Obturator  membrane. 

2.  Attachment  o£  pectineus,  and 

beneath  it  the  obt.  art.  and 
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Fig.  286.— External  view  of  right  side  of  pelvis  with  muscular  attachments. 


the  pectineus  on  its  under  surface,  and  a  third  accompanies  the  articular 
artery  to  the  hip-joint. 

Varieties. —  It  is  often  absent.  Schmidt,  its  discoverer,  found  it  only 
four  or  five  times  in  nine  or  ten  bodies.  When  present  it  may  be  smaller 
than  usual,  and  may  end  in  the  hip  joint;  and  when  it  is  absent  the  hip 
receives  compensating  branches  from  the  obturator  nerves. 

The  Adductor  Brevis  is  placed  immediately  behind  the  pectineus  and 
adductor  longus,  and  is  thick  above  and  broad  below.  It  is  triangular,  and 
arises  by  an  origin  partly  fleshy,  and  in  part  aponeurotic,  which  is  two 
inches  in  depth,  from  the  outer  surface  of  the  body  and  descending  ramus 
of  the  pubes,  between  the  gracilis  and  obturator  externus.  It  passes  down, 
out,  and  back,  and  is  inserted  by  a  flat  tendon  or  aponeurosis  into  the 
"'hole  of  the  oblique  line  leading  from  the  linea  aspera  to  the  small 
trochanter,  immediately  behind  the  pectineus  and  upper  part  of  the 
adductor  )ovi<>us. 

o 
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Varieties. — It  is  frequently  divided  into  two  or  three  parts,  and  it  may 
be  incorporated  with  the  magnus. 

Relation s. — Anteriorly,  are  the  pectineus,  adductor  longus,  anterior 
branches  of  (he  obturator  vessels  and  nerve,  and  the  profunda  vessels; 
posteriorly ,  with  the  adductor  magnus,  posterior  branches  of  the  obturator 
vessels  and  nerve,  and  a  branch  of  the  internal  circumflex  artery.  Its 
o  a  ter  and  upper  borders  are  in  relation  with  the  obturator  extemus,  the 
conjoined  tendon  of  the  psoas  and  iliacus,  and  the  internal  circumflex  artery 
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t'n;.  287.— Deep  nerves  of  right  thigi 


Anterior  view. 


Hi,  17,  18,  ID.  Branches  of  obturator  to  add.  long.,  brev.,  and  gracilis  ;  the  latter  divides  and  anastomoses  with  int. 
sapli.  and  the  deep  branch  of  int.  cut.  21.  Lumbo-sacral  joining  first  sacral. 


passes  between  it  and  the  obturator  externus.  Its  inner  and  lower 
borders  with  the  gracilis  and  adductor  magnus.  It  is  pierced  near  its 
insertion  by  the  middle  perforating  branch  o{  (he  profunda  artery. 

Action. —  It  adducts  the  femur,  and  flexes  the  hip,  and  acting  from 
below,  will  draw  the  pelvis  forwards  and  assist  the  upper  fibres  of  the  mag¬ 
nus  and  the  longus  in  rotating  the  pelvis  to  its  own  side. 

Nerve. —  The  obturator. 

'i’lie  Obturator  Nerve  comes  by  two  roots  from  the  anterior  primary 
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branches  of  the  third  and  fourth  lumbar  nerves,  and  leaves  the  pelvis  above 
the  obturator  vessels,  through  the  upper  part  of  the  obturator  or  thyroid 
foramen,  through  which  it  passes  into  the  thigh,  and  at  once  divides  into 
an  anterior  or  superficial  and  posterior  or  deep  branch ,  which  are  sepa¬ 
rated  from  each  other  by  the  adductor  brevis.  It  supplies  the  adductors, 
the  obturator  externus,  the  hip  and  knee  joints,  and  sometimes  the  skin  of 
the  inner  part  of  the  thigh  and  leg. 

The  anterior  or  superficial  part  of  the  nerve  descends  in  front  of  the 
adductor  brevis,  and  beneath  tin;  pectineus  and  adductor  longus  to  the 
lower  border  of  the  latter,  where  it  communicates  with  the  inner  branch  of 
the  internal  cutaneous,  and  with  the  internal  saphenous  nerves  in  the 
femoral  plexus.  It  then  is  distributed  along  the  femoral  artery. 

Branches. — A  communicating  branch  which  joins  the  accessory  obtu¬ 
rator  nerve. 

An  articular  branch  is  given  off  near  the  obturator  foramen,  which 
accompanies  an  artery  to  the  hip  joint. 

Muscular  branches  to  the  gracilis,  adductor  magnus,  and  sometimes 
to  the  adductor  brevis,  and  pectineus.  These  and  the  communicating 
branch  are  given  off  beneath  the  pectineus. 

The  termination  of  the  nerve  turns  outwards  upon  the  femoral  artery, 
and  breaks  up  into  filaments  that  surround  the  vessel. 

Varieties. — In  some  subjects  the  communicating  branch  is  larger  than 
usual,  and  emerges  from  the  lower  border  of  the  adductor  longus,  and 
descends  along  the  posterior  margin  of  the  sartorius  to  the  inner  side  of  the 
knee,  where  it  pierces  the  dee})  fascia,  joins  the  long  saphenous  nerve,  and 
passes  down  to  supply  the  skin  of  the  inner  side  of  the  leg,  as  low  as  its 
middle.  When  this  branch  is  small,  its  place  is  taken  by  an  inner  branch 
of  the  internal  cutaneous  nerve,  and  vice  versa  ;  when  this  nerve  is  present, 
the  branch  of  the  internal  cutaneous  of  the  anterior  crural  is  small,  the 
size  of  the  two  nerves  bearing  an  inverse  proportion  to  each  other.  When 
large,  it  sends  branches  to  the  femoral  plexus. 

The  Posterior  or  Deep  Branch  of  the  obturator  nerve  perforates  the 
obturator  externus,  and  passes  behind  the  adductor  brevis  to  the  front  of 
the  adductor  magnus,  where  it  divides  into  many  muscular  branches,  which 
supply  the  obturator  externus,  the  adductor  magnus,  and  occasionally  the 
adductor  brevis,  i.e.  if  this  muscle  receives  no  branch  from  the  anterior 
division  of  the  nerve. 

The  Articular  branch  for  the  kn^e  is  long  and  slender,  and  rests  at  first 
on  the  adductor  magnus,  but  pierces  its  lower  fibres  to  reach  the  upper  part 
of  the  popliteal  space.  It  then  descends  upon  the  popliteal  artery  to  the 
back  of  the  knee,  and  after  sending  filaments  around,  the  vessel  enters  the 
joint  through  the  posterior  ligament. 

Directions. — The  veins  and  the  fatty  tissue  must  be  removed  from  the 
perforating  branches  of  the  profunda,  and  the  internal  circumflex  should 
be  traced  to  its  origin,  above  the  upper  border  of  the  adductor  brevis. 

The  Profunda  Femoris,  or  Deep  Femoral  Artery,  nearly  equals  the  super¬ 
ficial  femoral  in  size,  and  is  given  off  from  the  outer  and  back  part  of  the 
common  femoral,  about  an  inch  and  a  half  to  two  inches  below  Poupart’s 
ligament.  It  is  the  principal  nutrient  vessel  ofthe  muscles  and  soft  parts 
of  the  thigh.  At  it  s  commencement  it  passes  out  in  front  ofthe  iliacus, 
and  then  runs  down  and  back  behind  the  femoral  vessels  to  the  inner  side 
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o!  i  lie  femur,  passing  between  the  femoral  attachments  of  the  adductors 
longus  and  magnus,  and  at  the  lower  third  of  the  thigh  ends  in  a  branch 
which  pierces  the  adductor  magnus,  to  be  distributed  to  the  muscles  on  the 
back,  and  outer  part  of  the  thigh,  anastomosing  with  branches  of  the  popli¬ 
teal  and  inferior  perforating  arteries.  On  the  inner  side  of  the  femur  it  is 
parallel  to  the  superficial  femoral  artery,  though  deeper  than  it. 

Relations.— Behind  it  are  the  iliacus,  pectineus,  adductor  magnus 
and  brevis  muscles.  In  front,  it  is  separated  from  the  femoral  artery  by 
the  femoral  and  profunda  veins;  and  below,  by  the  adductor  longus.  On 
its  outer  side  is  the  origin  of  the  vastus  interims,  and  on  its  inner  side  is 
the  superficial  femoral  artery. 


Relations  of  tee  Profunda  Artery. 


In  front..— The  femoral  and  profunda  veins  and  tlie  adductor  longus. 


Outside. — Origin  of  tlie  vastus 
interims. 


Inside. — The  superficial  femoral 
artery. 


Behind. — Tlie  pectineus,  iliacus,  and  adductors  brevis  and  magnus. 


Branches. — Its  branches  ( muscular )  to  the  muscles  on  the  front  and 
back  of  the  thigh  are  numerous,  and  anastomose  freely  with  other  vessels 
of  the  thigh,  leg,  and  pelvis.  Of  course,  by  these  free  communications, 
the  blood  is  brought  to  the  lower  part  of  the  limb  when  the  passage  of 
the  main  vessel  is  obstructed,  either  by  disease  or  by  a  ligature.  The 
named  branches  of  the  profunda  are,  the  external  circumflex,  internal 
circumflex,  and  perforating.  The  first  has  already  been  described. 

The  Internal  Circumflex  Artery  is  smaller  than  the  external,  and  arises 
close  to  that  branch  from  the  inner  and  hinder  part  of  the  profunda,  and 
passes  backwards  around  the  inner  side  of  the  femur,  between  the  pectineus 
and  psoas  muscles,  but  above  the  adductors  brevis  and  magnus.  Opposite 
the  small  trochanter,  and  near  the  tendon  of  the  obturator  externus,  along 
which  the  artery  passes  to  the  back  of  the  thigh,  it  divides  into  two 
principal  branches,  ascending  and  transverse. 

The  Ascending  Branch  is  distributed  to  the  adductors,  gracilis,  and 
partly  to  the  obturator  externus,  anastomosing  with  the  obturator  artery. 
Another  larger  muscular  twig  descends  with  the  deep  piece  of  the  obturator 
nerve  beneath  the  adductor  brevis,  supplying  it  and  the  magnus,  while 
the  continuation  of  the  internal  circumflex  passes  back  as  the  transverse 
branch,  above  the  small  trochanter,  between  the  quadratus  femoris  and 
upper  border  of  the  adductor  magnus,  to  the  back  of  the  limb,  where  il 
supplies  the  hamstring  muscles  and  anastomoses  with  the  sciatic,  superior 
perforating,  and  external  circumflex  arteries. 

An  Articular  vessel  is  given  off  from  the  transverse  branch  opposite 
the  hip  joint,  which  it  enters  through  the  acetabular  notch  beneath  the 
transverse  ligament,  and  after  supplying  the  fatty  tissue  and  synovial 
membrane,  passes  along  the  round  ligament  to  the  head  of  the  femur. 
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Sometimes  the  articular  branch  comes  from  the  obturator  artery,  and  some¬ 
times  there  are  branches  from  both  sources. 

Varieties. — The  internal  circumflex  may  arise  from  the  common 
femoral  or  external  iliac,  and,  more  rarely,  from  the  epigastric  or  external 
circumflex  branches  of  the  external  iliac. 

The  Perforating  Arteries  are  three  or  four  in  number,  and  reach  the 


Gluteal  a. 


back  of  the  thigh,  by  piercing  the  tendons  of  the  adductors  brevis  and 
magnus,  close  to  the  linea  aspera. 

The  First  Perforatin'/  is  given  off  above  the  adductor  brevis,  and 
pierces  the  adductors  brevis  and  magnus,  supplying  both  these,  the  biceps, 
and  gluteus  maximus,  and  anastomosing  with  the  sciatic,  internal  circum¬ 
flex,  and  middle  perforating. 

The  Second  or  Middle  Perforating  branch  is  much  larger  than  the 
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first,  ai’ises  opposite  the  middle  of  the  adductor  brevis,  pierces  the  tendons 
of  the  adductors  brevis  and  magnus,  and  divides  into  ascending  and  de¬ 
scending  branches,  which  ramify  in  the  hamstring  muscles,  the  ascending 
twigs  anastomosing  with  the  superior  perforating,  and  the  descending 
with  the  inferior  perforating  arteries.  It  gives  off  the  nutrient  artery  of 
the  femur,  which  in  the  substance  of  the  bone  runs  up  towards  the  hip. 

The  Third  or  Inferior  Perforating  artery  is  given  off  below  the 
adductor  brevis,  and  pierces  the  adductor  magnus  below  the  insertion  of  the 
adductor  longus,  to  divide  into  branches  which  supply  the  flexor  muscles 
of  the  leg,  anastomosing  with  the  descending  branches  of  the  middle  per¬ 
forating,  and  with  the  termination  of  the  profunda  or  fourth  perforating 
artery. 


Fki.  280.-  Deep  muscles  on  inner  side  of  the  thigh. 

The  adductor  longus  is  removed. 

The  Fourth .  Perforating  vessel  or  Terminal  Branch  of  the  Profunda 
passes  back  close  to  the  linea  aspera,  piercing  the  adductor  magnus  near 
the  opening  for  the  femoral  artery.  It  supplies  the  short  head  of  the 
biceps,  and  the  other  hamstrings,  and  inosculates  with  the  third  perforating 
and  upper  inner  articular  branch  of  t lie  popliteal. 

There  are  three  or  four  muscular  or  anastomotic  branches  which 
pierce  the  adductor  magnus  at  some  distance  from  the  linea  aspera,  and 
anastomose  among  themselves  and  with  the  perforating  arteries,  in  the 
hamstring  muscles. 
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The  Profunda  Vein  is  formed  by  the  union  of  branches  corresponding 
with  the  offsets  of  tin*  profunda  artery.  It  closely  accompanies  the  artery 
lying  superficial  to  it,  and  ends  in  the  femoral  vein  about  an  inch  and  a 
half  below  Poupart's  ligament. 

Dissection. — Cut  through  the  adductor  brevis  near  its  orign  and  reflect 
it,  and  remove  the  fat  and  fascia  from  the  obt  urator  extern  us,  adductor 
niagnus,  and  psoas  and  iliacus  muscles,  which  will  be  exposed.  After 
learning  the  adductor  magnus,  some  of  its  upper  fibres  may  be  removed  so 
as  thoroughly  to  examine  the  attachments  of  the  obturator  externus. 

The  Adductor  Magnus  is  a  large  triangular  muscle  which  forms  a  fleshy 
septum  between  the  muscles  on  the  inner  and  those  on  the  back  of  the 
thigh.  Its  base  is  at  the  femur  and  its  apex  at  the  pelvis.  Its  upper  and 
inner  borders  are  free  and  it  arises  from  the  lower  part  of  the  pubic  body, 
from  the  rami  of  pubes  and  ischium,  and  from  the  outer  margin  and 
under  surface  of  the  ischial  tuberosity.  The  fibres  diverge  from  their 
origin  like  the  ribs  of  a  fan,  those  which  arise  from  the  pubic  ramus  are 
shorter  than  the  rest,  pass  horizontally  outwards  and  are  inserted  into  the 
lower  part  of  the  linea  quadrat i,  and  into  the  rough  line  prolonged  from 
the  linea  aspera  to  the  great  trochanter,  internal  to  the  gluteus  rnaximus  ; 
those  fibres  which  arise  from  the  ramus  of  the  ischium  pass  with  increasing 
obliquity  down  and  out  to  be  inserted  by  a  broad  aponeurosis  into  the 
whole  length  of  the  linea  aspera,  and  into  the  upper  part  of  its  inner 
bifurcation.  These  two  portions  constitute  the  anterior  part  of  the  muscle. 
The  posterior  or  internal  portion  of  the  muscle  consists  mainly  of  the 
fibres  which  arise  from  the  ischial  tuberosity  and  which  descend  almost 
vertically,  forming  the  inner  border  of  the  muscle,  and  end  in  a  narrow 
rounded  tendon,  which  is  inserted  into  the  tubercle  above  the  inner  con¬ 
dyle  of  the  femur,  being  connected  by  a  fibrous  expansion  to  the  line  leading 
from  the  linea  aspera  to  the  femoral  tubercle.  Between  the  two  portions 
of  the  muscle  there  is  an  angular  interval  which  is  tendinous  in  front  and 
fleshy  behind,  and  is  for  the  passage  of  the  femoral  vessels  into  the  popli¬ 
teal  space.  This  interval  is  situated  below  the  level  of  the  inner  condyloid 
ridge  of  the  linea  aspera,  between  the  tendinous  and  fleshy  insertions  of 
the  muscle.  The  outer  or  anterior  portion  of  the  muscle  is  interrupted 
along  its  femoral  attachment  by  three  or  more  tendinous  arches  through 
which  perforating  arteries  pass.  This  muscle  gives  off  an  aponeurosis 
which  consists  of  transverse  fibres  passing  from  the  surface  of  the  vastus 
interims  to  the  adductors  magnus  and  longus.  It  is  thinner  at  its  upper 
part  and  encloses  a  three-sided  passage  which  was  described  by  Hunter 
and  is  called  Hunter's  canal.  He  was  the  first  to  ligature  the  superficial 
femoral  in  this  situation. 

Relations. — Anteriorly ,  with  the  pectin  eons,  adductors  brevis  and 
longus,  vastus  intern  us,  femoral  vessels,  profunda  artery,  and  obturator 
nerve.  Behind ,  with  the  great  sciatic  nerve,  the  hamstring  muscles,  and 
the  gluteus  rnaximus.  Internally ,  with  the  gracilis,  sartorius,  and  fascia 
lata.  Externally,  it  is  attached  to  the  femur  behind  the  adductors  brevis 
and  longus  which  separate  it  from  the  inner  vastus,  and  is  in  front  of  the 
glut  eus  rnaximus  and  short  head  of  the  biceps,  which  separate  il  from  the 
outer  vastus.  Il  is  pierced  by  the  femoral  and  perforating  arteries,  and 
by  the  branch  of  the  obturator  nerves  to  the  knee  joint.  Its  upper  harder 
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is  in  relation  with  the  obturator  externus  and  quadratus  femoris  muscles 
and  internal  circumflex  vessels. 

Action. — It  is  a  powerful  adductor  of  the  thigh,  and  projects  the  femur 
forwards  in  walking  or  running.  The  glutei  muscles,  which  are  the 
opponents  of  the  adductors,  assist  them  in  walking.  Acting  from  below, 
it  is  a  powerful  factor  in  maintaining  the  pelvis  erect  on  the  femur,  and 
will  also  help  in  bringing  the  pelvis  forwards. 

Varieties. — It  varies  in  the  degree  of  its  segmentation.  The  upper 
transverse  part  is  so  often  separated  from  the  rest  by  the  profunda  artery, 
that  some  anatomists  have  described  it  as  a  special  muscle  called  the 
Adductor  minimus.  Its  condylar  portion  has  been  seen  to  be  quite 
distinct  from  the  rest  of  the  muscle,  but  on  the  other  hand  the  muscle 
has  been  found  undivided,  and  its  upper  part  completely  united  to  the 
quadratus  femoris.  I  perfectly  recollect  one  well-marked  instance  of  this 
arrangement. 

Nerves. — The  obturator  and  great  sciatic. 

The  Psoas  and  Iliacus,  or  Ilio-Psoas,  have  separate  origins  from  the 
lumbar  vertebrae  and  innominate  bone,  but  are  joined  in  the  thigh.  The 
conjoined  part  of  these  muscles  passes  beneath  Poupart’s  ligament,  and 
the  tendon  of  the  psoas  is  inserted  into  the  small  trochanter.  Its  tendon, 
which  is  at  first  within  the  substance  of  the  muscle,  is  afterwards  at  its 
outer  side  where  it  receives  the  fibres  of  the  iliacus.  The  fleshy  iliacus  is 
partly  inserted  with  the  tendon  of  the  psoas,  and  partly  by  fleshy  fibres 
into  a  special  triangular  impression  on  the  upper  part  of  the  femur  in 
front  of,  and  below,  the  lesser  trochanter. 

Variety. — There  is  sometimes  a  small  detached  piece  of  the  iliacus 
called  the  ilio-ca.jjsularis,  or  iliacus  minor;  it  arises  from  the  anterior 
inferior  spinous  process  of  the  ilium  and  is  inserted  into  the  anterior 
inter-trochanteric  line,  and  is  closely  united  to  the  front  of  the  hip  cap¬ 
sule. 

Relations. — Beneath  Poupart’s  ligament  the  muscles  fill  the  interval 
between  the  anterior  superior  iliac  spine  and  the  ileo-pectineal  eminence. 
In  front  of  the  iliacus  is  the  anterior  crural  nerve,  and  behind  it  is  the  hip 
capsule  and  a  small  bursa.  At  its  outer  border  are  the  origins  of  the 
rectus  and  sartorius,  and  at  its  inner  edge  is  the  psoas. 

In  front  of  the  psoas  is  the  femoral  artery,  behind  it  is  a  large  bursa 
separating  it  from  the  hip  capsule.  This  bursa  sometimes  communicates 
with  the  joint.  At  its  outer  margin  are  the  rectus,  vastus  interims,  sar¬ 
torius  and  anterior  crural  nerve,  and  its  inner  margin  is  separated  from 
the  pectineus  by  the  internal  circumflex  vessels. 

Action. — These  muscles  flex  the  hip  joint  and  rotate  the  femur 
outwards  ;  their  further  use  will  be  given  with  the  dissection  of  the  abdo¬ 
men. 

The  Obturator  Externus  is  a  flat  triangular  muscle  which  covers  the 
outer  surface  of  the  anterior  pelvic  wall.  Its  apex  is  at  the  femur,  and  its 
base  at  the  pelvis.  It.  arises  from  the  outer  surface  of  the  anterior  two- 
thirds  of  the  obturator  membrane,  from  the  outer  surface  of  the  body  and 
ramus  of  the  ischium,  and  also  from  a  tendinous  arch  which  completes  the 
canal  for  the  passage  of  the  obturator  vessels  and  nerves.  Its  fibres  con¬ 
verge  to  a  tendon  which  passes  horizontally  out  and  back  along  the  groove 
between  the  acetabulum  and  tuber  ischii,  in  contact  with  the  under  and 


DISSECTION  OF  THE  LOWER  LIMB. 


403 


hinder  surfaces  of  the  femoral  neck,  to  be  inserted  into  the  digital  or 
trochanteric  fossa  below  the  obturator  interims  and  gemelli. 

Relations. — Anteriorly ,  with  the  pectineus,  ilio-psoas,  gracilis,  and 
adductors  brevis  and  magnus,  and  more  externally  with  the  capsule  cover¬ 
ing  the  back  of  the  hip  joint.  Posteriorly ,  with  the  obturator  membrane, 
quadratus  femoris,  and  deep  part  of  the  obturator  nerve  which  pierces  it. 
The  obturator  vessels  and  nerves  pass  over  its  upper  border,  and  its  tendon 
is  in  contact  with  the  lower  and  posterior  parts  of  the  hip  capsule  while  it 
is  in  the  groove  beneath  the  acetabulum. 

Action. — It  is  an  external  rotator  of  the  thigh,  and  also  a  flexor  and 
adductor,  as  when  we  sit  with  the  knees  crossed  ;  it  also  supports  the  hip 
joint  below  and  behind. 

Nerve.- — The  obturator. 

Dissection. — Carefully  remove  some  of  the  fibres  of  the  obturator 
externus,  to  bring  into  view  the  branches  of  the  obturator  artery  and 
nerve;  or  this  dissection  may  be  left  until  after  the  limb  has  been  re¬ 
moved. 

The  Obturator  Artery  is  usually  a  branch  of  the  anterior  division  of  the 


6.  Dotted  outline  of  obt. 
tendon. 


5.  Horizontal  ramus  of 
pubes. 


Angle  of  pubes 


Fig.  290.— Eight  obturator  externus  and  its  tendon  passing  behind 

THE  NECK  OF  FEMUR. 


internal  iliac,  and  passes  along  the  side  of  the  pelvis  to  reach  the  groove 
at  the  upper  part  of  the  thyroid  foramen,  where  it  divides  into  two 
branches  which  encircle  the  obturator  membrane  beneath  the  muscle. 
Beneath  the  pubes  it  lies  in  an  oblique  canal  with  its  accompanying  vein 
and  nerve.  This  canal  is  formed  partly  by  a  groove  in  the  bone,  and 
partly  by  fibrous  tissue.  Its  two  terminal  branches  are  external  or  lower 
and  internal  or  upper. 

The  External  branch  curves  around  the  outer  margin  of  the  thyroid 
foramen,  supplies  the  obturator  muscles  and  the  upper  attachments  of  the 
hamstrings,  gives  off  small  branches  to  the  hip,  and  passes  along  the 
round  ligament  to  the  head  of  the  femur,  supplying  it  and  the  synovial 
fatty  tissue. 

It  anastomoses  with  the  internal  branch,  with  the  upper  branch  of  the 
internal  circumflex,  and  near  the  tuber  ischii  with  the  sciatic. 

The  Internal  branch  has  a  similar  arrangement  near  the  inner  margin 
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of  I  lie  foramen,  and  after  piercing  Hie  membrane  forms  a  circle  by  joining 
the  upper  brancli.  Lt  gives  branches  to  the  obturators,  adductors,  and 
gracilis.  It  communicates  with  the  external  branch  near  the  lower  border 
of  the  obturator  membrane. 

The  varieties  of  the  obturator  artery  have  been  given  with  the  dissec¬ 
tion  of  femoral  hernia. 


Fig.  2!>1.  Right  obturator  and  internal  runic  arteries  and  obturator 

INTERN  US  AND  LEVATOR  ANI  MUSCLES,  SEEN  FROM  THE  INSIDE. 


The  deep  part  of  the  Obturator  nerve  gives  branches  to  the  obturator 
extern  us ;  these  perforate  the  membrane  with  the  lower  branch  of  the 
artery. 

Directions. — After  rehearsing  the  contents  of  this  paragraph  and 
thoroughly  testing  his  knowledge  on  the  body,  the  student  will,  when  the 
body  is  turned,  proceed  with  the  dissection  of  the  gluteal  region. 


THE  <; LUTEAL  REGION. 

Directions. — The  body  being  on  its  face,  the  pelvis  is  to  be  raised  on 

blocks  and  the  lower  limbs  allowed  to  hang  over  the  end  of  the  table. 

The  buttock  and  the  back  of  the  thigh  must  be  dissected  before  the  body 
is  again  turned. 

Surface  Markings. — The  bony  parts  to  be  observed  are  the  crest  of 
the  ilium,  the  sacrum,  and  the  coccyx  in  the  mid-line.  The  posterior 
superior  spine  of  the  ilium  will  bo  observed  to  be  on  a  level  with  the 

second  sacral  spine.  At  the  third  sacral  spine  the  cauda  equina  ends. 
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The  sacroiliac  synchondrosis  extends  between  the  first  and  third  sacral 
spines.  The  dissector  should  feel  the  depression  between  the  last  rib  and 
the  iliac  crest,  and  should  measure  the  distance  between  the  anterior  and 
the  posterior  superior  spinous  processes  of  the  ilium,  because  half  an  inch 
posterior  to  the  half-distance  between  these  points  is  t  he  spot  which  cor¬ 
responds  with  the  outer  border  of  the  quadratus  lumborum.  An  oblique 
incision  midway  between  the  last  rib  and  crest  of  the  ilium,  the  centre  of 
which  corresponds  to  the  outer  border  of  the  quadratus  lumborum,  is  the 
best  one  to  adopt  in  the  operation  for  opening  the  descending  colon  in  left 
lumbar  colotomy.  This  portion  of  large  intestine  is  usually  devoid  of 
peritoneum  on  its  posterior  aspect,  and  is  frequently  opened  in  obstruc¬ 
tions  of  the  rectum. 

The  other  bony  points  are  the  tuber  ischii,  and  the  great  trochanter  of 
the  femur.  Stretching  between  the  sacrum  and  the  tuber  ischii  beneath 
the  gluteus  maximus  the  student  may  feel  the  great  sacro-sciatic  ligament 
by  passing  his  finger  upwards  beneath  the  lower  border  of  the  muscle. 
His  finger  will  sink  into  the  ischio-rectal  fossa.  Between  the  tuber  ischii 
and  the  great  trochanter  run  the  greater  and  lesser  sciatic  nerves,  and  the 


Fig.  2M2. — Diagram  of  position  of  body  and  incisions  for  dissecting  the 

BACK  OF  THE  BODY'. 


sciatic  artery.  The  nerves  are  a  little  nearer  the  tuber  than  the  great 
trochanter. 

The  Trochanter  major  is  an  important  surgical  landmark,  and  the 
surgeon  has  frequent  opportunity  to  examine  its  relations,  in  cases  of 
fracture,  dislocation,  or  disease  of  the  hip  joint  or  its  neighbourhood.  A 
line  passing  from  the  anterior  superior  spinous  process  of  the  ilium  to  the 
middle  of  the  tuber  ischii  is,  in  most  subjects,  on  a  level  with  the  upper 
margin  of  the  great  trochanter.  This  line  also  runs  over  the  centre  of 
the  acetabulum.  In  fractures  of  the  neck  of  the  femur,  or  when  the  head 
of  the  bone  is  completely,  or  even  partially  displaced  from  the  acetabulum, 
the  upper  part  of  the  great  trochanter  will  either  be  above  or  below  this 
line  according  to  the  nature  of  the  injury  or  disease.  The  gluteal  fold 
which  is  formed  by  the  lower  margin  of  the  gluteus  maximus,  and  the 
subcutaneous  fat,  is  also  a  beacon  which  will  assist  the  surgeon  in  diagno¬ 
sing  disease  or  injury  in  this  region. 

Let  the  student  sink  his  fingers  between  the  tuber  ischii  and  the 
great  trochanter,  and  also  above  the  great  trochanter,  and  if  be  now  rotate 
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the  femur  he  will  he  able  to  feel  the  movements  of  the  neck  of  the  bone. 
1  he  dissector  should  also  note  that  the  upper  margin  of  the  trochanter 
major  is  nearly  on  a  level  with  the  pubic  spine,  and  about  three  quarters 


Fig.  293. — I'ones  and  muscles  of  lower  limes.  Anterior  view. 

of  an  inch  lower  than  the  head  of  the  femur.  In  doubtful  cases  of  injury 
or  disease  the  student  must  compare  the  position  of  the  great  trochanter 
to  the  other  pelvic  bony  prominences,  and  especially  should  note  its  rela- 
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tive  position  with  that  of  the  opposite  side  supposing  t lie  latter  to  be 
normal. 

The  posterior  border  of  the  great  trochanter  is  the  guide  in  excision 


7 It  B’-ce/ta 
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Fig.  291.— Bones  and  muscles  of  the  back  of  the  lower  limbs. 
The  vastus  extennis  is,  by  mistake,  named  interims. 


of  the  hip,  and  its  upper  border  is  the  spot  at  which  the  operation  of  sub¬ 
cutaneous  osteotomy  of  the  neck  of  the  thigh  bone  is  performed.  It  will 
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lie  noted  that  the  shape  of  this  gluteal  region  is  quadrilateral,  the  superior 
and  inferior  borders  forming  two  arcs  looking  at  each  other  by  their  con¬ 
cavities.  The  upper  arc  is  formed  by  the  iliac  crest,  the  lower  by  the  in¬ 
ferior  border  of  the  gluteus  maximus  covered  by  the  skin  and  fat.  The 
condition  of  this  region  with  regard  to  the  amount  of  fat,  and  with  refer¬ 
ence  to  its  firmness  or  Haccidity,  varies  with  the  general  state  of  health. 
Sex  also  alters  the  shape  of  the  part.  In  the  male,  the  buttock  is  rounder 
and  firmer ;  in  the  female,  it  is  larger  and  more  dependent.  Racial  pecu¬ 
liarity  must  also  lie  named.  Among  the  Hottentots,  when  the  female 
arrives  at  puberty  or  has  had  an  infant,  the  subcutaneous  fat  developes 
enormously,  giving  rise  to  a  condition  which  is  regarded  as  a  great  sign  of 


Fig.  295.  Diagram  of  incisions  in  dissecting  the  back  of  the  lower  limb. 

Another  methoil  which  differs  from  that  in  the  text.  Compare  with  first  figure  of  this  section. 

beauty.  In  these  Kaffir  Venuses  this  gluteal  fold  of  fat  frequently  reaches 
to  near  the  back  of  the  knee. 

In  the  erect  position  of  the  body  (he  tubera  ischii  are  covered  by  the 
gluteus  maximus,  and  in  the  sitting  posture  they  support  the  body  weight 
and  are  frequently  covered  by  a  thick  pad  of  lobulated  fat  and  a  bursa. 
This  latter  when  enlarged  or  inflamed  (which  is  not  uncommonly  the  case 
in  people  who  ride  much)  has  been  called  consequently  ‘The  Riders 
Bursa.’  The  bursa  which  is  found  over  the  great  trochanter  'enlarges 
frequently  in  tailors  through  being  exposed  to  pressure  by  their  sitting  on 
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boards  or  benches  cross-legged, 
Bursa.’ 


and  is  therefore  called  ‘  The  Tailor’s 


Humiliating  though  it  be,  it  is  an  undoubted  anatomical  fact  that  the 
prominence  of  the  nates  is  characteristic  of  mankind  and  is  directly  asso¬ 
ciated  with  the  acquisition  of  the  erect  position. 

The  student  should  draw  a  line  from  t lie  posterior  superior  spine  of 


Fig.  29G. — Superficial  nerves  of  the  back  of  the  right  lower  limb. 

the  ilium  to  the  upper  border  of  the  trochanter  major,  with  the  thigh 
rotated  inwards.  At  the  point  where  the  upper  meets  with  the  middle 
third  of  this  line  the  gluteal  artery  leaves  the  pelvis  above  the  pyriformis 
muscle,  through  the  great  sacro-sciatic  foramen.  The  sciatic  artery  quits 
the  pelvis  about  half  an  inch  lower  than  the  gluteal.  Draw  another  line 
from  the  outer  border  of  the  tuber  ischii  to  the  posterior  superior  spine  of 


].  Gluteal  fascia. 

2.  Fascia  lata. 

3.  Prominence  of  add.  mac. 

4.  Line  of  ext.  intmuser. 

septum. 

5  and  6.  Prominence  of  the 
two  heads  of  gastrocs. 

7.  Popliteal  fascia. 

8.  Sural  fascia. 

9.  Ext.  saph.  v. 

10.  Opening  for  saph.  v.  It 
pierces  lower  down  than 
usual  in  this  case. 


Fig.  297.  -Cutaneous  nerves  and  deep  fascia  of  eight  lower  lime 

Posterior  view. 


An 


Fig. 


298. 


1.  Ext.  dorsal  v. 

2.  „  saph.  v. 

2'.  Its  junction  with  pop!. 

3.  Int.  saph.  v. 

4.  I’opltl.  v. 

5  and  6.  Postr.  feml.  cut*. 
7.  Gluteal  cut". 


—Superficial 
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aperture  has  been  made  in  the  popliteal  space.  5  pierces  the  deep  fascia 

inti,  saphena  vein. 
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(he  ilium.  The  pudic  artery  will  lie  beneath  the  spot  at  which  the  middle 
joins  the  lower  third  of  this  line;.  It  then  passes  over  the  spine  of  the 
ischium  (where  it  may  be  compressed  in  case  of  need)  into  the  lesser 
saer<  >-scia t  i c  foramen . 

From  the  respective  positions  of  the  vessels  and  nerves  it  will  be  ob¬ 
served,  that  when  sitting  upright  the  nerves  are  not  liable  to  pressure, 
but  become  pressed  upon  when  we  sit  sideways.  When  seated  on  firm  and 
even  seats  the  bones  sustain  the  pressure,  but  when  resting  on  soft  supports 
the  pressure  reaches  the  blood-vessels  through  the  soft  structures  and 
hampers  the  arterial  How  down  to  the  limbs  and  the  venous  reflux  into 
the  pelvis,  and  thus  predisposes  to  piles,  and  uterine  disorders  in  the 
female. 

Directions. — Make  an  incision  along  the  iliac  crest,  continuing  along 
the  middle  of  the  sacrum  to  the  end  of  the  coccyx.  From  this  point  make 
another,  following  the  gluteal  fold  down  and  outwards  to  six  inches  below 
the  great  trochanter.  Reflect  the  skin,  and  note  that  it  is  coarse  and 
thick,  being  much  exposed  to  pressure  and  friction.  Seek  the  cutaneous 
vessels  and  nerves  which  will  be  found  along  the  iliac  crest  and  at  the  sides 
of  the  sacrum  and  coccyx. 

Cutaneous  Nerves. —  Piercing  the  deep  fascia,  near  the  iliac  crest  and 
over  the  aponeurosis  covering  the  gluteus  medius,  will  be  found,  most 
anteriorly,  offsets  of  the  lumbar  nerves,  posteriorly  branches  from  the 
last  dorsal,  and  between  the  two,  the  iliac  branch  of  the  ilio-hypogastric 
nerve,  and  curving  backwards  below  the  anterior  iliac  spine  and  the  great 
trochanter,  will  be  found  the  posterior  branches  of  the  external  cutaneous 
nerve,  if  these  have  not  been  removed  in  the  dissection  of  the  front  of  (he 
thigh.  Piercing  the  origin  of  the  gluteus  maximus  will  be  found  branches 
of  the  sacral  nerves.  The  cutaneous  nerves  are  accompanied  by  cutaneous 
arteries  which  come  from  the  sacral,  lumbar,  superficial  circumflex,  iliac, 
gluteal,  and  external  circumflex  arteries  ;  and  also  by  cutaneous  veins.  At 
the  outer  border  of  the  erector  spinse  two  or  three  filaments  of  the  posterior 
branches  of  the  lumbar  nerves  will  also  be  seen.  In  the  fat  over  the  lower 
border  of  the  gluteus  maximus  the  student  must  find  branches  from  the 
small  sciatic.  Some  of  these  curve  up  over  its  lower  border,  and  others 
pass  inwards  to  the  perineum  (long  pudendal),  and  inner  side  of  the  thigh, 
and  some  course  up  and  down.  These  branches  of  the  small  sciatic  nerve 
are  accompanied  by  cutaneous  branches  of  the  sciatic  artery. 

Dissection. — The  thin  fascia  covering  the  gluteus  maximus  must  be 
removed,  and  after  reflecting  the  cutaneous  vessels  and  nerves  the  thigh 
must  be  adducted  and  rotated  inwards  to  render  tense  the  fibres  of  the 
muscle.  Remove  the  fat  and  fascia  and  clean  (he  muscle  either  from  above, 
down,  or  vice  versa. 

The  Fascia  of  the  gluteal  region  is  continuous  with  that  enveloping  the 
thigh,  and  is  attached  to  the  posterior  margin  of  the  iliac  crest,  and  to  the 
sides  of  the  sacrum  and  coccyx.  It  is  much  thickerover  the  gluteus  medius 
to  which  it  gives  partial  origin,  and  is  called  the  (/luteal  aponeurosis. 
At  (he  upper  border  of  (lie  gluteus  maximus  i(  divides  into  three  thin 
layers. 

The  Superficial  Layer  covers  the  gluteus  maximus,.  and  is  united  to 
the  skin  by  fibrous  tracts,  and  from  ils  deep  surface  are  given  off  cellular 
sepia,  which  subdivide  the  fibres  of  (he  muscle  into  distinct  bundles.  1  he 
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'middle  layer  passes  underneath  the  gluteus  maximus,  and  joins  the 
superficial  at  its  lower  border  forming  a  complete  sheath  for  it.  The  two 
layers  after  meeting  are  continued  outwards  to  join  the  fascia  lata.  At 
the  inner  and  upper  parts  it  passes  to  the  perineum  and  is  attached  (<>  the. 
great  sacro-sciatic  ligament  with  the  inferior  aponeurosis  of  the  levator  ani. 
Towards  the  middle  line  it  is  fixed  to  the  sacrum  and  coccyx.  The  deep 
Layer  covers  the  gluteus  medius  and  is  attached  interiorly  to  the  great 
sacro-sciatic  ligament. 

The  Gluteus  Maximus  is  the  largest  muscle  of  the  body,  and  the  most 
superficial  in  this  region,  and  extends  from  the  back  of  the  pelvis  to  the 
upper  part  of  the  femur  and  fascia  lata.  It  is  a  broad  and  thick  fleshy 
mass  of  a  quadrilateral  shape,  and  its  structure  is  coarse,  being  made  npof 


Fig. 


299.— 


Superficial  dissection  of  right  glutf.al  region. 


many  bundles  of  separate  muscular  fasciculi  lying  parallel  with  each  other. 
Its  origin  is  partly  bony  and  partly  tendinous.  It  arises  from  the  superior 
curved  line  of  the  ilium,  and  the  posterior  third  of  the  iliac  crest,  and 
from  an  impression  of  the  bone  below  it.  From  the  posterior  surface  of  the 
last  piece  of  the  sacrum,  from  the  side  of  the  coccyx,  from  the  aponeurosis 
covering  the  multifidus  spirne,  and  from  the  back  of  the  great  sacro-sciatic 
and  posterior  sacral  ligaments.  The  fibres  pass  obliquely  down  and  out  to  be 
inserted,  thus:  those  forming  the  larger  upper  portion  of  the  muscle  con¬ 
verge  and  terminate  in  a  thickish  lamina  which  passes  over  tin*  great  tro¬ 
chanter  to  be  inserted  into  the  fascia  lata  on  the  outer  side  of  the  thigh. 
The  lower  portion  of  the  muscle  is  inserted  for  about  three  inches  into 
the  rough  line  leading  from  the  linea  aspera  to  the  great  trochanter.  This 
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muscle  resembles  the  deltoid  of  Ihe  arm  in  forming  a  prominence  protect- 
ing  the  joint  also  in  its  coarse  texture.  There  are  usually  three  synovial 
bursae  beneath  it;  one  of  large  size  and  generally  multilocular  separates 
it  from  the  great  trochanter ;  another  exists  between  its  tendon  and  the 
origin  of  the  vastus  externus ;  and  a  third,  which  is  inconstant,  is 
situated  over  the  tuber  ischii. 

Relation. — Its  superficial  relations  are  unimportant  and  have  already 
been  given.  Its  deep  relations  will  be  seen  on  reflecting  the  muscle  and 
after  a  little  cleaning.  They  are  from  above  downwards.  The  posterior 
surface  of  the  ilium,  the  sacrum  and  coccyx.  The  great  sacro-sciatic  liga¬ 
ment,  a  small  portion  of  the  lesser  ligament,  the  tuber  ischii,  and  the 


Fig.  300. — Posterior  muscles  of  the  right  thigh. 


great  trochanter.  The  muscles  are  the  posterior  third  of  the  gluteus 
medius ;  the  pyriformis,  gemelli,  obturator  interims,  quadratus  femoris, 
the  origins  of  the  biceps,  semi-tendinosus,  semi-membranosus,  and  adduc¬ 
tor  magnus.  The  vessels  are  the  gluteal  artery  and  vein  above  the 
pyriformis,  and  below  it  the  sciatic  and  internal  pudic  vessels  and  nerves, 
and  nerve  to  the  obturator  interims  muscle.  The  superior  gluteal  nerve 
accompanies  the  gluteal  artery  above  the  pyriformis.  The  upper  border 
is  connected  with  the  gluteus  medius  ;  its  lower  border  is  free,  is  longer 
and  thicker  than  the  upper,  and  beneath  it  the  sciatic  vessels  and  nerves 
and  the  origins  of  the  hamstring  muscles  issue. 
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Actions. — Acting  from  above  it  extends  the  femur  and  also  abducts 
and  rotates  it  out.  It  is  also  a  tensor  of  the  fascia  lata.  Acting  from 
below  it  hxes  the  pelvis  upon  the  head  of  the  femur  maintaining  (he  erect 
position.  In  standing  on  one  leg  it  can  turn  the  face  to  the  opposite  side 
by  drawing  the  sacrum  towards  the  femur.  If  the  hip  joint  be  bent,  as 
in  sitting,  it  can  act  as  an  extensor  by  moving  back  the  pelvis,  and  is  the 
chief  muscle  in  raising  the  trunk  from  a  stooping  posture. 

Nerves.-  It  is  supplied  in  its  lower  two-thirds  by  the  inferior  gluteal 


Fig.  301.  -Muscles  of  the  buttock  and  thigh.  External  aspect. 

branches  of  the  small  sciatic  nerve.  Its  upper  third  being  supplied 
directly  from  the  sacral  plexus. 

Varieties. — It  may  be  partly  or  entirely  bi-laminar.  It  may  be  con¬ 
nected  with  an  extra  muscle,  the  agitator  caudce,  which  is  attached  to  the 
lowest  piece  of  the  sacrum,  and  to  the  coccyx.  It  may  only  be  attached 
to  the  last  two  sacral  vertebrae,  or  may  have  a  high  fascial  slip  of  origin 
from  the  lumbar  aponeurosis. 

Dissection. — Cut  through  this  muscle  near  its  origin,  being  careful  of 
the  great  sacro-sciatic  ligament  beneath  it;  note  the  origin  of  its  lower 
tihres  from  this  ligament.  The  vessels  and  fascia  beneath  the  muscle  will 
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be  a  guide  to  its  depth.  When  these  are  reached  the  muscles  should  he 
thrown  downwards;  all  vessels  and  nerves  entering  it  being  divided. 
Clean  away  the  fat  and  connective  tissue  between  the  pelvis  and  the  tro¬ 
chanter,  and  the  latter  and  tuber  ischii,  being  careful  of  the  vessels  and 
nerves.  Seek  the  bursae  over  the  great  trochanter,  the  tuber  ischii,  and 
between  the  insertion  of  the  gluteus  maximus  and  the  origin  of  the  vastus 
externus,  then  throw  towards  the  middle  line  the  origin  of  the  great 
gluteus  and  trace  the  sacral  nerves  to  the  surface  of  the  great  sacro-sciatic 
ligament.  ( )n  tracing  these  offsets  to  their  origin  they  will  be  found  to 
come  from  the  loop  of  the  outer  posterior  branches  of  the  first  three  sacral 
nerves  on  the  great  sacro-sciatic  ligament.  The  looped  arrangement  will 
be  seen  on  removing  a  fibrous  layer  which  covers  them.  They  should  be 
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Fig.  302.— Muscles  of  the  right  gluteal  region. 

traced  inward  beneath  the  multifidus  spina?  to  the  posterior  sacral 
foramina. 

The  Gluteus  Medius  is  situated  mainly  in  front  of  the  maximus  ;  is 
broad,  thick,  and  triangular,  and  passes  from  the  outer  surface  ol  the  ilium 
to  the  femur.  Its  base  arises  from  between  the  crest  and  superior  curved 
line  of  the  ilium,  and  from  the  gluteal  aponeurosis  covering  its  anterior 
part.  The  fibres  converge  to  a  si  rong  flattened  tendon  which  forms  its  apex, 
and  which  is  inserted  into  the  oblique  line  at  the  outer  surface  of  the 
great  trochanter,  extending  from  the  tip  behind  <o  the  root  in  front.  A 
small  bursa  is  found  between  it  and  the  great  trochanter. 

Relations . — Above,  at  ils  posterior  third  is  t  lie  gluteus  maximus.  Be¬ 
hind  are  the  cutaneous  vessels  and  nerves  before  mentioned.  I  he  tensor 
fascia?  fcmoris  and  deep  fascia  are  superficial  to  it  in  front.  Its  anterior 
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inferior  border  is  blended  with  the  gluteus  minimus  and  tensor  fasciae 
femoris,  and  its  posterior  edge  is  parallel  with  the  pyriforrnis;  the  gluteal 
vessels  and  superior  gluteal  nerve  being  between.  Its  deep  surface  is  in 
relation  with  the  gluteus  minimus  and  the  gluteal  vessels  and  superior 
gluteal  nerve. 

Actions. — Acting  from  above  it  abducts  and  extends  the  thigh.  Its 
anterior  fibres  rotate  the  femur  in,  and  the  posterior  rotate  it  out.  In 
walking  it  assists  the  adductors  in  moving  the  femur  forwards.  Acting  from 
the  femur  it  supports  the  pelvis,  and  consequently  the  spine  upon  the  head 
of  the  femur. 

Nerve. — It  is  supplied  by  the  superior  gluteal  nerve. 

Varieties. — This  muscle  may  also  be  bi-laminar.  It  may  be  joined 


Sup.  glut.  a.  and  n. 


I  ut.  pndic  a.  ami  n 
Gt.  sciat.  n 


Tend,  of  biceps 

semitend. 
Vast.  int. 


Glut.  mod.  (out) 


Glut.  max.  origin 
(cut) 


Sciatic 
Gt.  sciatic  n. 


rent  trochanter 
int.  and  gemelli 


Vast.  ext. 

< ;  1  ut.  max.  insertion 


Fig.  303. — Deep  dissection  of  right  gluteal  region 


behind  to  the  tendon  of  the  pyriforrnis  by  an  aponeurotic  slip,  or  once  in 
fifteen  subjects  a  bursa  (Loder’s  bursa)  may  separate  them. 

Dissection. — Detach  the  muscle  near  its  origin  and  near  its  insertion, 
separate  it  from  the  minimus  to  which  its  anterior  border  is  closely 
blended,  and  reflect  it.  The  divisions  of  the  gluteal  artery  and  the  superior 
gluteal  nerve  will  now  be  exposed,  and  must  be  cleaned.  The  branches 
of  the  artery  to  this  muscle  will  be  cut  in  reflecting  it. 

The  Gluteal  Artery  is  the  largest  branch  of  the  internal  iliac,  and  is 
apparently  the  continuation  of  the  posterior  division  of  that  vessel.  Only 
the  part  of  it  external  to  the  pelvis  is  now  dissected.  It  is  a  thick  short 
trunk,  which  leaves  the  pelvis  above  the  upper  border  of  the  pyriforrnis, 
and  at  once  divides  into  a  superficial  and  deep  branch.  The  superficial 
branch  passes  up  beneath  the  gluteus  maximus,  giving  numerous  twigs 
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Fig.  304. _ Muscles,  vessels,  and  nerves  oe  the  right  gluteal  region. 

The  inner  and  outer  hamstrings  are  shown  cut  above  and  below,  and  the  femoral  artery  emerging  from  Hunter  s 

canal  is  represented. 

superior  runs  along  tlie  upper  border  of  the  gluteus  medius  towards  the 
anterior  superior  spine,  anastomosing  with  the  circumflex  iliac,  and  ascend¬ 
ing  branch  of  the  external  circumflex  artery.  The  inferior  branch  passes 
down  and  out  with  the  nerve  over  the  gluteus  medius  to  the  great  tro- 
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which  supply  that  muscle  and  the  skin  covering  it,  and  also  that  over  the 
sacrum,  and  anastomoses  with  the  posterior  branches  of  the  sacral  arteries. 
The  deep  branch  runs  up  and  out  between  the  gluteus  medius  and  mini¬ 
mus,  and  divides  into  two,  one  being  superior,  the  other  inferior.  The 
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chanter,  supplying  the  glutei  and  tensor  fasciae  lata?,  and  inosculates  with 
the  ascending  branches  of  the  external  circumflex  artery.  Some  branches 
pierce  the  gluteus  medius  to  nourish  the  hip  joint.  The  gluteal  vein 
enters  the  pelvis  above  the  pyriformis  and  ends  in  the  internal  iliac  vein. 
It  is  accompanied  by  some  lymphatic  vessels  which  debouch  into  the 
lumbar  glands. 

The  Superior  Gluteal  Nerve  is  given  off  from  the  back  part  of  the 
lumbo-sacral  cord,  and  leaves  the  pelvis  through  the  great  sacro-sciatic 
foramen,  above  the  pyriformis  in  company  with  the  gluteal  artery,  and 
divides  into  a  superior  and  inferior  branch.  The  former  runs  along  the 
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Fig.  305. — Deep  muscles  of  the  right  buttock. 


line  of  the  gluteus  medius  and  minimus,  supplying  both  these  muscles. 
The  latter  crosses  the  lesser  glutei,  supplying  them,  and  ends  in  the  under 
surface  of  the  tensor  fasciae  femoris,  passing  nearly  to  its  lower  end. 

The  Gluteus  Minimus  is  the  smallest  of  the  glutei,  is  triangular,  and 
is  placed  immediately  beneath  the  medius.  It  passes  from  the  back  of 
the  ilium  over  the  posterior  and  upper  surface  of  the  hip  joint  to  the  great 
trochanter.  It  arises  from  the  surface  between  the  middle  and  inferior 
curved  lines  on  the  dorsum  ilii,  and  from  the  upper  margin  of  the  great 
sacro-sciatic  foramen.  The  fibres  pass  to  the  deep  surface  of  an  apo- 


HUMAN  MORPHOLOGY. 


4i»0 


neurosis  which  ends  in  a  tendon  which  is  inserted  into  an  impression  on 
the  anterior  border  of  the  great  trochanter,  where  it  is  blended  anteriorly 
with  the  gluteus  medius  and  with  the  capsule  of  the  hip.  A  bursa  is 
often  found  between  its  tendon  and  the  great  trochanter. 

Relations. — Superficial  to  it  are  the  gluteus  medius,  the  gluteal 
vessels  and  superior  gluteal  nerve.  l>y  its  deep  surface  with  the  ilium, 
the  long  head  of  the  rectus,  and  the  hack  of  the  capsular  ligament.  Its 
anterior  border  is  blended  with  the  medius,  and  the  posterior  overlays 
the  pyriformis  with  which  it  is  often  joined. 
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Fl(|.  SOU.  MUSCI.ES  AT  THE  BACK  OP  THE  LEPT  1111*. 


The  great  sciatic  ligament  is  shown. 


Actions. —  It  abducts  and  rotates  outwards  the  femur,  and  in  walking 
it  and  the  medius  bring  the  limb  forward.  Acting  from  the  femur  it  will 
steady  the  pelvis  on  the  head  of  the  thigh  bone,  and  assist  the  medius  in 
balancing  the  trunk  on  the  femur,  and  standing  on  one  leg. 

Nerve. — The  superior  gluteal. 

Varieties. —  It  may  be  divided  into  an  anterior  and  posterior  part,  or 
may  send  slips  to  the  outer  part  of  the  origin  of  the  vastus  externus,  the 
pyriformis,  or  superior  gemellus,  and  it  may  be  divided  into  an  anterior 
and  posterior  part. 
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Dissection . — Keflect  (his  muscle  by  culling  through  it  near  its  origin. 
Seek  the  long  head  of  the  rectus  beneath  il  and  close  above  the  hip  joint. 
On  throwing  down  the  muscle  towards  its  insertion  its  intimate  connec¬ 
tion  with  the  hip  capsule  will  be  evident.  The  deep  vessels  to  the  joint 
will  also  be  noticed.  The  long  outer  or  reflected  head  of  the  rectus  will 
now  be  seen  to  reach  almost  horizontally  outwards  to  a  groove  above  the 
margin  of  the  acetabulum.  It  should  be  traced  forward  to  its  junc¬ 
tion  with  the  short  head  of  the  rectus,  and  its  connection  with  the  capsule 
of  the  hip  must  be  made  evident. 

The  Pyriformis  is  triangular  and  Hat,  and  runs  parallel  with  the  pos¬ 
terior  margin  of  the  gluteus  medius.  It  arises  within  the  pelvis  from  the 


Fig.  307.— The  iught  gluteal  aktehv  and  huaxches. 
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Glut.  max.  cut 


tront  of  the  sacrum  by  three  Heshy  digitations  between  the  first,  second, 
and  third  anterior  sacral  foramina.  A  few  fibres  come  from  the  inner 
margin  of  the  great  sacro-sciatic  foramen,  and  from  the  anterior  surface  of 
the  great  sacro-sciatic  ligament.  It  leaves  the  pelvis  through  the  great 
sacro-sciatic  foramen,  and  is  inserted  by  a  rounded  tendon  into  the  upper 
border  of  the  great  trochanter  between  the  two  lesser  glutei,  being  often 
blended  with  the  tendon  of  the  obturator  interims. 

lieli  it  tons. — Its  pelvic  relation  will  be  seen  in  another  dissection. 
External  to  the  pelvis  its  anterior  surface  is  in  contact  with  the  inno- 
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minute  bone  and  capsular  ligament.  Its  posterior  surface  is  in  relation 
with  the  gluteus  maximus.  Its  upper  border  with  the  gluteus  medius 
and  minimus,  being  separated  from  it  by  the  gluteal  vessels  and  superior 
gluteal  nerve.  By  its  lower  border  it  is  in  relation  with  the  gemellus 
superior;  the  sciatic  vessels  and  nerves,  the  internal  pudic  vessels  and 
nerve,  and  the  nerve  of  the  obturator  interims,  passing  out  and  into  the 
pelvis  between  the  muscles.  At  its  insertion  it  is  covered  by  the  gluteus 
medius,  and  is  separated  from  the  hip  joint  by  the  gluteus  minimus. 

Action. — It  is  an  external  rotator  when  the  femur  is  pendant,  and  if 
the  hip  be  bent  it  abducts  the  limb.  It  also  draws  the  pelvis  forward  if  it 
have  been  inclined  backwards.  When  both  limbs  are  fixed  these  muscles 
balance  the  pelvis  and  steady  it  on  the  femoral  head.  In  standing  on  one 
leg  it  can  rotate  the  trunk  to  the  opposite  side. 

Nerves. — Special  branches  from  the  sacral  plexus. 

Varieties. — It  may  be  absent.  It  is  often  pierced  by  the  great  sciatic 
nerve  or  by  its  outer  branch,  when  it  divides  high  up  and  is  thus  more  or 
less  completely  divided  into  two  portions.  It  may  be  blended  with  the 
gluteus  medius  or  minimus,  obturator  interims  or  superior  gemellus,  and 
may  have  only  one  or  two  attachments  to  the  sacrum,  and  be  inserted  into 
the  back  of  the  hip  capsule. 

Dissection. — Cut  through  the  pyriformis  at  its  middle  and  reflect  it. 
Then  trace  the  sciatic  and  pudic  vessels  and  nerves  to  their  source  and 
termination,  as  far  as  the  present  position  of  parts  will  allow.  Some  small 
nerves  to  the  hip  joint,  to  the  obturator  interims,  gemellus  superior  and 
inferior,  and  quadratus,  will  be  seen  by  raising  the  great  sciatic  nerve. 

Blood  Vessels.— The  Sciatic  Artery  is  the  larger  of  the  two  terminal 
branches  of  the  anterior  division  of  the  internal  iliac,  and  supplies  the 
gluteal  region  at  its  lower  part,  the  gluteal  artery  supplying  the  upper. 
It  leaves  the  pelvis  through  the  lower  part  of  the  great  sacro-sciatic  fora¬ 
mina  behind  and  external  to  the  internal  pudic,  and  passes  between  the 
pyriformis  and  coccygeus,  and  accompanies  the  small  sciatic  nerve  between 
the  trochanter  major  and  tuber  ischii,  passing  over  the  gemelli  and  obtu¬ 
rator  muscles  to  the  lower  border  of  the  gluteus  maximus.  Here  it  gives 
off  several  branches  which  accompany  the  superficial  offsets  ot  its  com¬ 
panion  nerve,  and  after  supplying  the  deep  muscles  it  is  much  reduced  in 
size,  and  is  continued  along  the  back  of  the  thigh.  External  to  the  pelvis 
its  branches  are  the  coccygeal ,  inferior  gluteal,  comes  nervi  ischiatici, 
muscular  and  articular. 

The  Coccygeal  Branch  is  given  off  close  to  the  foramen;  it  pierces  the 
great  sacro-sciatic  ligament,  and  the  gluteus  maximus  which  it  supplies, 
and  passes  to  the  skin  and  cellular  tissue  at  tin*  back  of  the  coccyx  and 
lower  part  of  the  sacrum,  and  anastomoses  with  its  fellow. 

The  Inferior  Cl  a  teal  Branches  are  three  or  four,  and  supply  the  gluteus 
maximus. 

The  Comes  Nervi  Ischiatici ,  or  companion  to  the  great  sciatic  nerve, 
is  a  long,  slender,  and  somewhat  tortuous  branch  which  pierces  or  enters 
the  nerve  near  the  pelvis  and  runs  in  its  substance  to  the  lower  part  ot 
the  thigh. 

The  Muscular  Branches  enter  the  obturator  interims,  gemelli,  and 
quadratus.  The  branch  to  the  latter,  accompanied  by  the  nerve  to  that 
muscle,  passes  beneath  the  gemelli  and  obturator  interims,  giving  branches 
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to  the  inferior  gemellus  and  the  hip  joint.  These  anastomose  with  the 
gluteal,  internal  and  external,  eircumflex  and  superior  perforating  arteries 
in  the  upper  part  of  the  hamstring  muscles. 


Fig. 


a.  Iliac  crest. 


f*.  Gt.  sacro-seiatie  ligt. 


c.  Gt.  trochanter. 

d.  Skin  around  anus. 

Cs  Gt.  sciatic  nerve. 

/.  Inner  hamstrings. 

</.  Head  of  fibula. 

1.  Gluteal  a, 

2.  Pudic  a. 

3.  Sciatic  a. 

4.  First  perforating. 

4V.  Its  branch  to  flexors. 

•5.  Second  perforating  a. 

6.  Third  ,, 

7.  Popliteal  a* 

t>.  On  tendon  of  add.  mag.  just 
above  sup.  int.  artic.  a. 

5).  Anastomoses  of  sup.  ext. 
artic. 


In.  Sural. 

1 1.  Ant.  tibl.  recurrent. 


308. — Arteries  of  the  left  buttock,  back  of  thigh,  and  popliteal  spa 

(Tiedemann). 


The  Articular  Branches  are  distributed  to  the  hack  of  (he  hip  joint. 

1  he  Ana stomotic  Branch,  variable  in  size,  passes  to  the  root  of  (lie 
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great  trochanter,  where  it  joins  the  gluteal,  and  ascending  branch  of 
internal  circumflex. 

The  Pudic  Artery  is  the  smaller  of  the  two  terminal  branches  of  the 
anterior  division  of  the  internal  iliac,  and  is  smaller  in  the  female.  It 
supplies  the  perineum  and  the  external  organs  of  generation.  Only  a 
small  portion  of  the  vessel  is  now  visible.  This  passes  down  and  out 
through  the  lower  portion  of  the  great  sacro-sciatic  foramen  and  quits  the 


]  t  j  muscular  brandies 


Int.  pop. 


1’ost.  tib. 


Division  ill  to  ox  t.  ami 
int.  pluntai 


Pig.  not).— Deep  nerves  ok  the  back  of  the  right  thigh 


AND  LEG. 


pelvis  between  the  pyriform  is  and  coccygeus,  and  crossing  the  spine  of  the 
ischium  lies  internal  to  the  sciatic  artery  and  enters  t  he  perineum  tin oug  i 
(lie  lesser  sacro-sciatic  foramen  on  the  inner  side  of  the  tuber  ischii,  within 

the  obturator  fascia.  . 

Varieties. —  It  may  be  small  or  defective  in  some  of  its  branches. 
These  will  be  noticed  in  the  dissection  of  the  perineum  and  pelvis. 
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The  perineal  portion  of  the  artery  has  been  dissected  with  that  region. 
A  small  branch  passes  over  the  back  of  the  sacrum  and  inosculates  with  the 
branches  of  the  gluteal  and  sciatic  vessels,  and  a  twig  from  it  accompanies 
the  nerve  to  the  obturator  interims. 

The  veins  accompanying  the  pudic  and  sciatic  arteries  receive  branches 
corresponding  to  those  of  the  artery,  and  pass  into  the  pelvis  through  the 
foramen  beloiv  the  pyriformis  and  empty  into  the  internal  iliac  vein. 
Lymphatic  vessels  accompany  these  veins. 

Nerve*. — The  sciatic  and  pudic  nerves  leave  the  pelvis  below  and  in 
front  of  the  pyriformis,  the  former  supplying  the  lower  limb  mainly  beyond 
the  gluteal  region  ;  the  latter  being  destined  for  the  perineum  and  outer 
genital  organs. 

The  Small  Sciatic  Nerve  comes  from  the  anterior  primary  branches  of 
the  third  and  fourth  sacral  nerves.  It  accompanies  the  sciatic  artery  to 
the  lower  border  of  the  gluteus  maximus,  where  it  gives  several  cutaneous 
branches  up  and  down,  which  have  already  been  dissected.  It  then  passes 
along  the  back  of  the  thigh  beneath  the  fascia  lata,  and  becoming  smaller, 
it  pierces  the  deep  fascia  at  the  lower  part  of  the  popliteal  region,  and 
becoming  cutaneous  accompanies  the  external  saphenous  vein  to  below  the 
middle  of  the  leg.  where  it  communicates  with  the  external  saphenous 
nerve.  Its  branches  are  cutaneous,  and  two  or  three  muscular  to  the 
gluteus  maximus. 

The  Inferior  Gluteal  are  its  muscular  branches.  They  are  large,  and 
are  distributed  to  the  under  surface  of  the  gluteus  maximus  in  its  lower 
two-thirds. 

The  Cutaneous  Branches  are  internal,  ascending,  and  descending. 

The  Internal  Cutaneous  Branches  supply  the  skin  at  the  upper  and 
inner  side  of  the  thigh  at  its  posterior  aspect.  One  branch  longer  than  the 
rest,  called  the  inferior  pudendal,  curves  forward  below  the  tuber  ischii, 
pierces  the  fascia  lata  on  the  outer  side  of  the  ischiatic  ramus,  and  sup¬ 
plies  the  skin  of  the  scrotum  or  labium,  joining  the  superficial  perineal 
nerve. 

The  Ascending  set,  two  or  three  in  number,  supply  the  skin  and  fascia 
over  the  lower-third  of  the  great  gluteus. 

The  Descending  filaments  cross  along  the  outer  side  of  the  thigh,  and 
supply  the  integument  as  far  as  its  middle. 

The  Great  Sciatic  is  the  largest  nervous  trunk  in  the  body,  measuring 
about  three  quarters  of  an  inch  in  breadth.  It  is  the  continuation  of  the 
lower  part  of  the  sacral  plexus,  and  is  formed  by  the  anterior  primary 
branches  of  the  four  first  sacral  nerves.  It  leaves  the  pelvis  through  the 
great  sacro-sciatic  foramen,  in  front  of,  and  then  below,  the  pyriformis. 
It  passes  between  the  great  trochanter  and  tuber  ischii,  along  the  back  of 
the  thigh,  resting  on  the  obturator  and  two  gemelli,  quadrat  us  femoris, 
and  abductor  magnus,  external  to  the  small  sciatic  nerve  and  the  sciatic 
artery,  and  under  the  long  head  of  the  biceps,  and  at  the  lower  third  of 
the  femur  divides  into  its  two  large  terminal  branches,  viz.  the  internal 
and  external  popliteal  nerves.  It  may  divide  at  any  point  between  the 
sacral  plexus  and  the  lower  third  of  the  thigh.  When  it  divides  high  up 
the  two  nerves  run  side  by  side,  or  at  their  commencement  they  may  be 
separated  by  the  pyriformis, or  one  of  them  may  pierce  it.  It  supplies  the 
muscles  of  the  back  of  the  thigh  and  those  of  the  leg  and  foot,  and  nearly 
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the  whole  of  the  skin  of  the  leg.  It  does  not  usually  give  any  branch  to 
the  buttock,  but  one  or  two  articular  filaments  to  the  hip  may  come  from 
it  and  pierce  the  back  of  the  capsule.  These  and  the  muscular  branches 
are.  given  off  before  the  nerve  divides  into  the  popliteals,  the  muscular 
being  given  off  beneath  the  biceps  and  supplying  the  biceps,  semitendi- 
nosus,  semimembranosus,  and  part  of  the  adductor  magnus. 

The  Pudic  Nerve  comes  usually  from  the  third  and  fourth  anterior 
primary  branches  of  the  sacral  plexus,  and  leaves  the  pelvis  in  the  same 
way  as  the  sciatic  nerves,  crossing  the  ischiatic  spine  in  company  with  the 
artery,  and  passing  to  the  perineum  through  the  lesser  sacro-sciatic  fora¬ 
men.  It  does  not  give  off  any  branch  to  the  buttock,  and  it  is  generally 
internal  to  the  artery. 

Muscular  Branches  are  given  off  from  the  sacral  plexus  to  the  upper 
part  of  the  gluteus  maximus  and  the  external  rotators,  excepting  the  ob¬ 
turator  externus.  The  nerve  to  the  obturator  interims  accompanies  the 
pudic  nerve  over  the  ischial  spine  and  through  the  lesser  notch  to  the 
inner  surface  of  the  muscle.  The  nerve  to  the  superior  gemellus  is  small 
and  enters  its  superficial  surface  at  its  inner  end.  The  nerve  to  the  quad¬ 
ratic  and  inferior  gemellus  is  very  small,  and  is  accompanied  by  an  artery, 
and  passes  beneath  the  gemelli  and  obturator  interims  to  end  in  these 
vessels.  It  gives  articular  filaments  to  the  hip.  This  nerve  sometimes 
comes  from  the  upper  part  of  the  great  sciatic.  Some  articular  filaments 
are  given  off  from  the  plexus  and  pierce  the  back  of  the  capsular  ligament. 

Dissection. — Hook  aside  the  sciatic  nerves,  and,  if  necessary,  reflect 
the  sciatic  artery  and  its  branches ;  rotate  the  limb  inwards,  and  clean  the 
obturator  and  gemelli.  Separate  the  quadratic  femoris  from  the  upper 
border  of  the  adductor  magnus,  and  between  them  define  the  tendon  of 
the  obturator  externus,  being  careful  of  the  ascending  branch  of  the  external 
circumflex  artery,  which  passes  up  along  the  upper  border  of  the  adductor 
magnus. 

The  Gemellus  Superior. — The  Gemelli  are  two  small  muscular  bundles 
accessory  to  the  tendon  of  the  obturator  interims,  which  is  received  in  a 
groove  between  them.  The  superior  is  the  higher  and  smaller  of  the  two, 
and  arises  from  the  outer  and  lower  part  of  the  ischial  spine,  and  is  inserted 
into  the  upper  part  of  the  obturator  tendon.  It  is  often  absent. 

Relations. — The  sciatic  vessels  and  nerves  rest  on  it,  and  its  deep 
surface  is  in  contact  with  the  upper  part  of  the  hip  capsule. 

Nerve. — From  the  sacral  plexus. 

The  Gemellus  inferior  is  more  constant  and  larger  than  tin;  superior, 
it  arises  from  the  upper  part  of  the  hinder  border  of  the  tuberosity  of  the 
ischium  and  blends  with  the  lower  part  of  the  obturator  tendon.  It,  with 
the  superior,  accompany  this  tendon  to  the  upper  border  of  the  great 
trochanter.  It  is  not  so  frequently  absent  as  the  superior. 

Relations. — On  its  posterior  surface  are  the  sciatic  vessels  and  nerves, 
its  anterior  surface  is  in  contact  with  the  back  of  the  capsular  ligament  of 
the  hip,  and  its  lower  border  is  in  contact  with  the  tendon  of  the  obturator 
externus  and  with  the  quadratus  femoris. 

Actions. — They  assist  the  obturator  interims. 

Nerve. — From  the  sacral  plexus. 

The  Obturator  internus  arises  inside  the  pelvis.  Its  origin  cannot  now 
be  seen.  Its  fibres  pass  back  and  down,  and  end  in  four  or  five  tendinous 
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bands  on  its  deep  surface.  These  are  reflected  over  the  inner  trochlear 
surface  of  the  ischiatic  tuberosity  at  a  right  angle.  It  leaves  the  pelvis  by 


Glut.  mcd. 


1’iu.  31o. —  Branches  of  right  sciatic  and  popliteal  nerves. 


the  lesser  foramen  and  the  tendinous  hands  join  in  a  single  Hat  tendon, 
vdiich  passes  horizontally  out,  and  after  receiving  the  gemelli,  which  meet 
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beneath  it,  is  inserted  into  the  upper  border  of  the  great  trochanter  in  front 
of  the  pyriformis  with  which  it  is  blended.  Near  its  insertion  the  gemelli 
cover  the  tendon.  The  inner  surface  of  the  tuberosity  is  grooved  for  the 
reception  of  the  tendon,  and  is  covered  with  fibro-cartilage  and  lined  by  a 
large  synovial  bursa.  A  longish  synovial  sac  is  commonly  found  between 
the  tendon  and  the  hi})  capsule.  It  sometimes  communicates  with  that 
between  the  tendon  and  the  tuberosity  of  the  ischium,  the  two  then,  form¬ 
ing  one  sac. 

Relations. — The  sciatic  vessels  and  nerves  rest  on  its  posterior  surface , 
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and  its  anterior  surface  is  in  contact  with  the  back  of  the  capsular  liga¬ 
ment.  . 

Actions.-  It  abducts  and  rotates  out  the  femur.  Acting  from  below  it 

will  erect  the  pelvis  and  balance  it  on  the  femur,  and  if  standing  on  one 
leg  it  will  take  the  pelvis  to  the  opposite  side. 

n  Xerve. _ A  special  branch  from  the  sacral  plexus  coming  from  the 

junction  of  the  lumbo-sacral  with  the  first  sacral. 

The  ftuadratus  Femoris  is,  as  its  name  expresses,  a  quadrilateral  muscle. 
It  is  Hat  and  short,  and  pisses  horizontally  out  from  the  ischium  to  the 
great  trochanter  between  the  inferior  gemellus  and  the  upper  edge  of  the 
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adductor  magnus.  It  arises  from  the  outer  edge  of  the  tuber  ischii,  by 
the  side  of  the  origins  of  the  semi-membranosus  and  adductor  magnus, 
and  is  inserted  into  the  upper  part  of  the  linea  quadrati  on  the  posterior 
surface  of  the  great  trochanter,  and  for  about  two  inches  along  the  upper 
end  of  the  femur  above  the  attachment  of  the  great  trochanter.  There 
is  often  a  bursa  between  it  and  the  trochanter. 

Relations. — Behind  it  the*  gluteus  maximus  and  sciatic  vessels  and 
nerves;  in  front  the  obturator  externus,  the  trochanter  minor  (from 
which  it  is  separated  by  a  small  bursa),  the  hip  capsule,  the  internal  cir¬ 
cumflex  vessels,  and  the  nerves  and  vessels  supplying  it.  Above  is  the 
gemellus  inferior,  and  between  its  lower  border  and  the  upper  edge  of  the 
adductor  magnus  is  found  one  of  the  terminal  branches  of  the  internal 
circumflex  artery.  Its  upper  border  is  close  to  the  inferior  gemellus. 

Actions. —  It  is  a  feeble  external  rotator  if  the  femur  be  pendant,  and 
it  may  abduct  when  the  hip  is  bent.  Acting  from  its  femoral  attachment 
it  will  turn  the  face  to  the  opposite  side,  and  will  support  the  pelvis  on 
the  femur. 

Nerve. — A  special  branch  from  the  sacral  plexus. 

Varieties. — When  the  inferior  gemellus  is  large  this  muscle  may  be 
absent,  the  former  muscle  supplying  its  place. 

Directions. —  Divide  the  gemelli  and  the  quadratus  about  their  middle 
and  seek  the  small  vessels  and  nerves  which  go  to  them.  The  termina¬ 
tion  of  the  internal  circumflex  artery  and  the  obturator  externus  must  be 
dissected. 

The  internal  circumflex  branch  of  the  profunda  is  smaller  than  the 
external,  and  is  given  off  from  the  inner  and  back  part  of  the  main  trunk. 
It  has  been  described  in  the  dissection  of  Scarpa’s  triangle,  and  was  shown 
there  to  divide  into  three  branches.  Two  of  these  may  be  now  seen  :  one 
which  ascends  beneath  the  quadratus  to  the  digital  fossa  of  the  trochanter, 
where  it  anastomoses  with  the  gluteal  and  sciatic  arteries,  and  supplies 
the  bone  ;  the  other  may  be  found  between  the  quadratus  and  abductor 
magnus,  where  it  joins  the  superior  perforating  from  the  profunda  and 
supplies  the  upper  part  of  the  hamstring  muscles. 

The  Obturator  Externus  is  a  triangular  flat  muscle  which  has  been 
dissected  with  the  deep  parts  of  the  front  of  the  thigh.  In  this  dissection 
the  tendinous  part  of  the  muscle  is  exposed,  and  will  be  seen  passing 
below  the  hip  and  ascending  to  its  insertion  at  the  upper  part  of  the 
digital  fossa  of  the  trochanter. 

Relations.- — In  front  are  the  psoas,  iliacus,  pect  incus,  gracilis,  adductor 
longus,  and  brevis,  and  more  externally  its  tendon  is  in  contact  with  the 
posterior  part  of  the  capsule  of  the  hi])  and  femoral  neck.  Its  upper  border 
is  in  contact  with  the  inferior  gemellus.  Its  posterior  surface  is  covered 
by  the  quadratus,  except  near  the  femur,  and  it  is  in  contact  with  the 
obturator  membrane  from  which  it  arises,  and  its  lower  border  is  in  contact 
with  the  inferior  gemellus. 

Actions. — It  is  an  external  rotator  when  the  femur  is  hanging,  and  it 
has  a  similar  action  when  the  hip  is  bent,  thus  differing  from  the  other 
external  rotators.  It  also  supports  the  back  of  the  hip  joint.  In  the 
sitting  posture  it  assists  in  flexing  the  hip  instead  of  extending  it.  This 
muscle  and  the  pyriformis  help  to  draw  forward  the  pelvis  and  to  steady 
it  on  the  femoral  head. 


4o0  HUMAN  MORPHOLOGY. 

Dissection. — The  student  must  now  clean  the  great  sacro-sciatic 
ligament,  again  noticing  the  coccygeal  artery  and  nerve  which  pierce  it. 
Only  a  portion  of  the  lesser  ligament  will  be  seen  until  the  greater  has 
been  reflected.  These  ligaments  pass  from  the  sacrum,  ilium,  and  coccyx, 
to  the  spine  and  tuberosity  of  the  ischium. 

The  Great  Posterior,  or  Superficial  Sacro-Sciatic  Ligament  is  triangular, 
thin  and  flat,  and  narrower  in  the  middle  than  at  its  extremities.  Its 
base  is  fixed  to  the  posterior  spinous  process  of  the  ilium,  to  the  fourth 
and  fifth  transverse  tubercles  of  the  sacrum,  and  to  the  margins  of  the 
sacrum  and  coccyx  at  their  lower  part.  It  passes  obliquely  forwards,  out¬ 
wards,  and  downwards,  and  becoming  thicker  and  narrower,  is  inserted 
into  the  inner  margin  and  anterior  part  of  the  ischial  tuberosity,  increasing 
in  breadth,  and  is  prolonged  forwards  along  the  inner  margin  of  the  ischial 
ramus  forming  the  falciform  ligament.  The  free  concave  edge  of  this 
ligament  is  blended  with  the  obturator  fascia,  forming  a  groove  which 
lodges  and  protects  the  internal  pudic  vessels  and  nerves.  Its  upper  and 
lower  margins  are  concave. 

Tost.  sup.  sacro-iliac 


Post.  inf.  sacro-iliac 


Lessor  sacro-sciatic 


Great  sacro-sciatic 

Fig.  312.— The  right  sacro-sciatic  and  sacro-iliac  ligaments. 

Between  the  upper  two  horizontal  lines  is  the  great  sciatic  foramen,  and  between  the  lower  two  is  the  lesser. 

Relations. — On  its  posterior  surface  are  branches  of  the  sacral  nerves, 
and  gluteus  maximus  which  arises  from  it.  Its  anterior  surface  is  blended 
with  the  inner  part  of  the  lesser  ligament,  and  is  in  relation  with  the  ob¬ 
turator  internus.  Its  upper  border  forms  the  lower  boundary  of  the  lesser 
sacro-sciatic  foramen.  Its  lower  border  forms  part  of  the  limits  of  the 
perineum.  The  coccygeal  branch  of  the  sciatic  and  some  twigs  from  the 
gluteal  artery  pierce  it,  as  well  as  the  coccygeal  nerve. 

Dissection. — Divide  the  great  ligament  near  its  origin,  and  reflect  it 
to  see  the  attachment  of  t  he  small  ligament.  The  Lesser,  anterior,  or  deep 
sacro-sciatic  ligament  is  triangular,  thin,  and  much  shorter  and  smaller 
than  the  preceding.  It  is  attached  internally  by  its  broad  base  to  the 
outer  margin  of  the  sacrum  and  coccyx,  anterior  to  the  attachments  of  the 
great  ligament  with  which  it  is  blended;  its  apex  is  inserted  into  the 
point  and  part  of  the  posterior  aspect  of  the  spine  of  the  ischium.  It  is 
not  so  strong  as  the  great  ligament. 
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Relations. — Anteriorly  with  the  coccygeus  muscle;  posteriorly  it  is 
covered  by  the  great  ligament  and  crossed  by  the  internal  pudic  vessels 
and  nerves,  and  nerve  to  the  obturator  interims.  Its  upper  border  forms 
the  lower  limit  of  the  great  sacro-sciatic  foramen,  and  its  lower  edge  forms, 
with  the  ischial  spine,  part  of  the  upper  border  of  the  lesser  sacro-sciatic 
foramen. 

These  ligaments  convert  the  large  sacro-sciatic  notch  of  the  bony 
pelvis  into  two  apertures,  called  the  greater  and  lesser  sacro-sciatic 
foramina. 

The  Superior  or  great  Sacro-Scicitic  foramen  is  bounded  above  and 
in  front  by  the  posterior  border  of  the  innominate  bone  ;  behind  by  the 
outer  margin  of  the  great  sacro-sciatic  ligament  at  its  upper  part ;  and 
below  by  the  upper  border  of  the  lesser  ligament  and  spine  of  the  ischium. 
The  pyriformis  muscle  passes  through  it,  and  above  this,  as  already  stated, 
the  gluteal  vessels  and  superior  gluteal  nerve  leave  the  pelvis,  the 
gluteal  veins  and  lymphatics  passing  in.  Below  it  emerge  the  sciatic 
vessels  and  nerves,  the  internal  pudic  vessels  and  nerves,  and  the  nerve  to 
the  obturator  internus. 

The  inferior  or  small  sacro-sciatic  foramen  is  bounded  in  front  by 
the  upper  and  inner  margin  of  the  tuber  ischii  ;  above  by  the  lower  border 
of  the  lesser  ligament  and  the  ischial  spine  ;  behind  by  the  outer  border 
of  the  lower  part  of  the  greater  ligament.  The  obturator  internus  muscle 
passes  out  of  the  pelvis  through  it,  and  the  internal  pudic  vessels  and 
nerves,  and  the  nerve  to  the  obturator  internus,  pass  in  towards  the  peri¬ 
neum  through  it. 


TIIE  POPLITEAL  SPACE. 

Directions. — This  space  should  be  dissected  before  the  back  of  the 
thigh,  so  that  its  upper  muscular  and  tendinous  boundaries  may  be  more 
evident.  The  limb  being  in  the  same  position  as  in  the  dissection  of  the 
buttock,  an  incision  of  six  inches  in  length  must  be  made  behind  the 
knee,  and  this  should  extend  four  inches  below  the  joint.  At  each  ex¬ 
tremity  of  this  vertical  cut  make  a  transverse  incision,  and  raise  the  skin, 
turning  one  flap  in  and  the  other  out. 

After  reflecting  the  skin  the  student  must  seek  some  slender  cutane¬ 
ous  nerves  and  blood-vessels,  which  have  the  following  positions: — In  the 
middle  line  some  small  branches  of  the  sciatic  artery  and  nerve  will  be 
found  perforating  the  dee})  fascia  at  the  lower  part  of  the  space  ;  some 
offsets  of  the  internal  cutaneous  nerve  will  be  found  towards  the  inner 
side. 

The  dissector  must  clean  and  observe  the  arrangement  of  the  fascia 
lata.  He  will  note  that  this  structure  is  here  strengthened  by  fibres  run¬ 
ning  in  various  directions,  especially  transversely,  and  is  stronger  on  the 
outer  side.  It  is  connected  laterally  with  the  tendons  bounding  the 
space.  The  short  or  external  saphenous  vein  perforates  it  usually  at  the 
lower  part  of  the  space,  but  occasionally  higher  up. 

Dissection. — The  fascia  lata  is  to  be  removed  without  disturbing  the 
positions  of  the  small  sciatic  nerve  and  accompanying  artery,  and  the 
short  saphenous  vein,  which  lie  beneath  it.  The  fat  contained  in  the 


U UMA N  M () III >110 1.  <) G  J 


4  .’,-2 

s]iace  is  to  be  carefully  removed  without  injuring  the  vessels  and  nerves 
contained  in  it. 

Relation  of  Parts. — The  dissector  must  now  make  himself  conversant 
with  the  limits  and  contents  of  the  space. 

1  lie  Popliteal  Space  is  bounded  above  the  joint,  on  the  inner  side  by  the 
tendons  of  the  sartorius,  gracilis,  semi-tendinosus,  semi-membranous,  and 
deeply  by  the  tendon  of  the  abductor  magnus.  Internal ly  below  the  joint 
by  the  inner  head  of  the  gastrocnemius;  external!//  above  the  joint  by  the 
biceps  and  outer  head  of  the  gastrocnemius  and  plantaris;  externally  he- 
low  the  joint  by  the  outer  head  of  the  gastrocnemius.  This  space  occupies 
the  lower-third  of  the  femur  on  its  posterior  aspect  between  the  bifurca- 


Fm. 


Altered  from  Oodlec. 


t  ion  of  the  linea  aspera,  and  extends  as  far  as  the  upper-fifth  of  the  pos¬ 
terior  aspect  of  the  tibia.  It  is  covered  in  by  the  skin,  superficial  fascia 
and  fat,  and  deep  fascia.  The  Moor  is  formed  by  the  posterior-third  of 
the  femur,  just  mentioned,  the  ligamentum  posticum  Winslowii,  and  upper 
part  of  the  popliteal  muscle  covered  by  its  fascia  or  aponeurosis. 

While  cleaning  the  space  the  student  will  find  in  the  mid-line  the 
large  internal  popliteal  nerve,  and  on  the  outer  side,  in  near  connection 
with  the  biceps  tendon,  will  be  found  the  external  popliteal  or  peroneal 
nerve.  Branches  from  both  these  nerves,  especially  from  the  inner,  may 
be  traced  from  above  downwards.  They  will  be  found  to  accompany  the 
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respective  superior  and  inferior  articular  arteries  of  the  popliteal.  Deep 
in  the  space  will  be  found  a  nerve  which  occasionally  arises  from  the  great 
sciatic,  but  is  more  usually  a  branch  of  the  external  popliteal. 

Underneath  the  nerve  in  the  mid-line  is  the  popliteal  vein,  and  imme¬ 
diately  beneath  this,  and  closely  adherent  to  it,  is  the  popliteal  artery. 
The  superior  and  inferior  articular  branches  of  this  vessel  should  be 
cleaned,  and  the  accompanying  veins  traced  into  the  popliteal  vein.  The 
muscular  branches  of  these  vessels  should  be  traced  out.  On  the  upper 


Semi*tend. 

Semi  memb.  cut  to 
show  pop.  vessels 
Int.  pop.  nerve 

Semi-memb. 


Ending  of  ext.  saph. 
vein  in  pop. 


Gastroc.  (inner  bead) 


Ext.  saph.  vein 
and  nerve 


Fig.  314. — Left  popliteal  space. 


A  part  of  the  short  saphenous  vein  lias  been  removed.  Tin-  popliteal  vein  and  artery  are  to  the  right  of  the 
internal  popliteal  nerve,  the  vein  being  in  the  middle. 


part  of  the  artery  will  be  found  the  branch  from  the  obturator  nerve  to 
the  knee  joint;  and  above,  at  the  sides,  and  in  front  of  the  vessel,  will  be 
noticed  some  small  lymphatic  glands. 

The  space,  after  being  cleaned,  has  a  lozenge  or  diamond  shape,  but  in 
the  natural  condition  of  the  limb,  the  fascia  lata  binds  the  various  struc¬ 
tures  together,  and  the  space  is  limited  to  the  posterior  aspect  of  the 
joint.  Note  that  the  space  is  widest  opposite  the  femoral  condyles,  be¬ 
cause  there  the  muscles  are  most  separated  ;  and  observe  that  it  is  deepest 
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behind  the  articular  end  of  the  femur.  The  student  will  also  note  that 
this  space  communicates  with  the  back  of  the  thigh  and  leg  beneath  the 
muscles. 

Internal  Popliteal  Nerve. — The  internal  popliteal  nerve  is  larger  than 
the  external,  and  occupies  the  middle  of  the  ham,  lying  posterior  to  the 
vein  and  artery.  It  is  partly  superficial  to,  and  partly  covered  by,  the 
gastrocnemius,  like  the  artery,  and  extends  through  the  space  to  the  lower 
border  of  the  popliteus  muscle.  In  the  space  it  gives  the  following 


Long  head  of  biceps 
Short  head 


Ext.  pop.  li. 
Branch  to  gastroc. 

Plantaris 


Gastroc.  outer  head 

Cut*,  branch  of 
ext.  pop. 


Comm,  pcronei 


—  Fascia  lata 


Semi-memb. 


Semi-tend. 

Int.  pop.  nerve 

Pop.  art. 

Pop.  vein 


Branch  to 
gastroc. 


Gastroc.  inner 
head 


Ext.  saph.  nerve 
or  comm,  tibialis 


Deep  fascia 


Fig.  315.— roruTEAL  nerves  of  the  left  side. 


articular  and  muscular  branches  : — small  articular  twigs  to  enter  the  pos¬ 
terior  aspect  of  the  knee  joint,  these  are  accompanied  by  articular  vessels  , 
nerve  filaments  which  accompany  the  lower  internal  articular  artery,  aw 
are  of  notable  size,  and  pass  to  the  interior  aspect  of  the  articulation; 
a  branch  accompanying  the  azygos  artery  and  entering  with  it  the  back  o 
the  joint,  through  the  posterior  ligament.  Between  the  origins  ot  I  u 
gastrocnemius,  muscular  twigs  from  the  popliteal  nerves  will  be  lomu 
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accompanying  the  muscular  arteries.  One  of  these  passes  beneath  the 
gastrocnemius  and  supplies  the  soleus  on  its  cutaneous  surface.  Another 
supplies  the  plantaris  and  both  heads  of  the  gastrocnemius;  and  yet  a 
third  may  be  traced  round  the  lower  border  of  the  popliteus  to  enter  its 
interior  aspect.  Its  continuation  to  the  back  of  the  leg  is  called  the 
posterior  tibial. 

The  External  Saphenous  Nerve  is  its  largest  branch,  and  is  cutaneous 
to  the  leg  and  foot.  It  lies  on  the  gastrocnemius  beneath  the  fascia,  and 
will  be  subsequently  seen  piercing  the  deep  fascia  of  the  leg  about  its 
middle. 

The  External  Popliteal  or  Peroneal  nerve  will  be  found,  as  just  said, 


Addr.  opening 
W. _ Scmimemb. 


Biceps  (cut) _ 


Comm,  fibularis 

Gastroc8.  ext.  head  with 
nerve  to  it 

Muscular  of  int.  popl. 
Muscular  to  soleus 


Soleus  held  back 


Gastroc8. 


Soleus 
Anastotc.  branch 


!_  Supr.  ex1,  a.  ami  n. 


Gastroc8.  int.  head  and 
nerves  to  it.  Both 
heads  are  cut  to  show 
the  soleus 


Int.  popl.  passing  under 
fibrous  aicli  of  soleus 


G  astroc9. 

Ext.  saph.,  or  com.  tibialis 


Soleus 

Muscular  of  int.  pop1. 


Fig.  316. — Deep  dissection  or  left  popliteal  space 


on  the  outer  side  of  the  space  in  close  proximity  to  the  biceps  tendon. 
It  is  considerably  smaller  than  (he  inner  branch  of  the  great  sciatic  nerve 
and  accompanies  the  biceps  for  two  inches,  or  till  il  is  below  the  head  of 
ihe  fibula,  where  it  pierces  or  penetrates  the  fibres  of  the  peroneus  longus, 
and  in  that  muscle  divides  into  its  three  terminal  branches,  viz.  anterior 
tibial,  musculo-cutaneous,  and  articular  recurrent.  Commonly,  in  the 
fibres  of  the  tibialis  anticus,  a  plexiform  network  will  be  found. 

1  his  nerve  gives  off  articular  and  cutaneous  branches  ;  the  articular 
nerves  accompanying  the  external  articular  arteries  to  the  joint.  The 
cutaneous  branch  is  named  the  conimunicans  peronei  vel  Jibulavis.  It 
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joins  the  external  saphenous  branch  of  the  internal  popliteal  about  the 
middle  of  the  leg  and  soon  perforates  the  fascia,  giving  offsets  to  the 
back  and  outer  part  of  the  leg  in  the  lower  half. 

Directions. — The  student  after  having  dissected  out  the  relations  of 
the  popliteal  lymphatic  vessels  and  glands  to  the  artery,  should  define  the 
articular  branch  of  the  obturator  nerve  which  pierces  the  abductor  mag- 
nus,  and  accompanies  the  popliteal  artery  to  the  back  of  the  knee  joint. 

The  Popliteal  Artery  is  the  continuation  of  the  superficial  femoral,  and 
extends  from  the  adductor  opening  to  the  lower  border  of  the  popliteus 
muscle,  where  it  bifurcates  into  its  two  terminal  branches,  the  anterior 
and  posterior  tibial  arteries.  It  is  comparatively  superficial  at  its  upper 
part,  but  at  its  lower  lies  deeply  between  the  heads  of  the  gastrocnemius. 
It  passes  obliquely  from  the  inner  side  of  the  femur  to  the  inter-condylar 
interval,  and  then  occupies  the  middle  of  the  space  behind  the  knee 

joint. 

Relations. —  Tn  front  of  it  are  the  anterior  limits  of  the  popliteal 
space.  Behind  it  are  the  popliteal  veins  in  close  contact  with  it;  then 
the  internal  popliteal  nerve,  and  at  the  lower  part  the  external  saphenous 
vein  and  the  small  sciatic  nerve ;  to  the  outer  and  inner  sides  are  the 
respective  outer  and  inner  boundaries  of  the  space,  and  the  external  pop¬ 
liteal  nerve  is  in  external  relation  to  it. 


Relations  of  the  Popliteal  Artery. 


In  front  are  the  femur,  post,  ligament  of  the  knee,  and  the  popliteus. 


Inside  is  the  semimembra¬ 
nosus,  pop.  vein,  and  iut.  pop. 
nerve. 


Outside  are  the  biceps,  the 
pop.  vein,  and  int.  and  ext.  pop. 
nerve. 


Rehind  are  the  pop.  vein,  internal  popliteal  nerve,  branch  from  obturator  nerve  to 
the  knee,  part  of  the  ext.  saphenous  vein,  semimembranosus  above,  and  gastrocnemius 
and  soleus  below,  fascia  and  skin. 


Varieties. — These  are  infrequent.  It  sometimes  divides  prematurely 
into  its  terminal  branches,  and  this  takes  place  most  frequently  opposite 
the  bend  of  the  knee  joint. 

Its  branches  may  be  unusual ;  thus  it  may  divide  into  the  anterior 
tibial  and  peroneal,  the  posterior  tibial  being  very  small  or  absent.  In 
one  case  the  popliteal  artery  is  divided  at  once  into  three  terminal  branches, 
viz.  the  anterior  and  posterior  tibial  and  peroneal.  Sometimes  there  are 
several  small  'middle  articular  branches.  The  azygos  articular  often 
arises  from  one  of  the  other  articular  branches,  and  especially  from  tlm 
superior  external  articular. 

Dissection. — Divide  the  inner  head  of  the  gastrocnemius,  clear  away 
the  connective  tissue,  and  seek  the  inferior  articular  branches  of  the  pop¬ 
liteal  artery  and  nerve,  and  the  accompanying  veins.  The  inferior  inner 
, articular  artery  will  be  found  below  the  head  of  the  tibia,  with  the  arti¬ 
cular  nerve,  and  the  inferior  outer  higher  up  between  the  tibia  and 
fibula.  Note  that  the  vein  and  nerve  change  their  position  with  respect 
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to  (he  artery,  i.e.  they  are  first  on  (lie  outer  side,  and  then  cross  to  the 
inner. 

Branches. — The  popliteal  artery  gives  off,  in  the  space,  muscular  and 
articular  branches.  The  muscular  branches  are  superior  and  inferior. 
The  muscular  set  are  usually  three  or  four  in  number,  are  given  off  above 
the  knee  and  supply  the  semimembranous  and  biceps  muscles,  and  com- 


Hoail  Great  trochanter 


Fig.  317. — Diagram  to  show  the  relations  of  the  popliteal  artery  and  vein 

to  the  femur.  Right  side. 

rmmicate  with  the  perforating  and  muscular  branches  of  the  profunda, 
dhe  lower  ones,  called  sural,  supply  the  gastrocnemius,  plantaris,  and 
Boleus.  The  cutaneous  offset,  arising  usually  opposite  the  knee,  accom¬ 
panies  the  external  saphenous  nerve  to  the  skin  over  the  back  of  the  leg. 

1  he  Articular  A  rteries  are  superior  and  inferior.  The  superior  ones 
are  external  and  internal,  and  so  are  the  inferior. 
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<“  Superior  External  A  rlicular  is  given  off  from  the  outer  side  of 
(he  vessel  and  perforates  the  vastus  interims  and  the  external  inter¬ 
muscular  septum,  and  after  supplying  tin;  joint  at  its  outer  aspect,  anas- 


Sup.  int.  artic, 


lnt.  sural 


Inf.  int.  artic 


m  .7/  A ■ '  i 

UkLIlMuY 

Fig.  318. — Branches  op  right  popliteal  artery. 


tomoses  with  the  descending  branch  of  the  external  circumflex  and  with 
the  inferior  external  articular. 

The  Superior  Internal  Articular  Artery  is  often  very  small  ;  part  of  it 
is  beneath  the  tendon  of  the  abductor  magnus,  and  supplies  the  inner 


Fig.  319.  Bight  internal 

ARTICULAR  ARTERIES. 


aspect  of  the  knee  and  the  lower  part  of  the  vastus  interims.  It  commu- 
cates  with  the  deep  branch  of  the  anastomotica  magna. 

fl'lie  Inferior  Articular  liranche .v  will  be  found  beneath  the  outer  and 
inner  heads  of  the  gastrocnemius,  the  inner  one  being  on  a  lower  level 
than  the  outer.  The  latter  is  placed  above  the  head  of  the  fibula,  whereas 
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Last  lumbar  artery  .  . 


Epigastric  artery  .... 

Ilio  lumbar  artery  .  .  .  . 
Gluteal  artery . 

Lateral  sacral  artery .... 

Pubic  branch  of  epigastric  I 
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Cirf.  iliac.,  transverse  branch . 
Ascending  branch  of  ex-  | 
ternal  circumflex  artery  .  f 
Common  femoral  artery  .  . 


Internal  circumflex  artery.  . 


External  circumflex  artery  . 
Profunda  artery  .... 

First  perforating  artery  .  .... 
Descending  branch  of  ext.  1 
circumflex  artery  .  .  .  ) 
Second  perforating  artery  .  .--- 

Tlurd  perforating  artery  . 


Superior  external  articular ) 

artery . ■— 

Inferior  external  articular  | 
artery . j  •— 

Tihial  recurrent  artery  .  .  . 

Anterior  tibia)  artery  .  .  . 

Posterior  tihial  artery  .  .  .  — 
Teroneal  artery . 

Anterior  peroneal  artery  .  . _ 


I. eternal  plantar  artery 


Digital . 


Middle  sacral  artery 


|  Visceral  branches  an¬ 
astomosing  across 
t  middle  line 


Obturator 


{Trans,  branch  iut.  cirf. 
sciatic  and  sup.  per¬ 
forating 


J  Artery  of  great  sciatic 
t  nerve 
,Sup.  femoral 
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( Superior  and  inferior 
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Internal  plantar  artery 
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l  ie.  321.— Diagram  of  anastomoses  and  collateral  circulation  ok  the 
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the  former  descends  below  the  head  of  the  tibia.  Each  will  be  traced 
beneath  'he  outer  and  inner  lateral  ligaments. 

The  Inferior  External  Articular  supplies  the  outer  side  of  the  knee, 
and  sends  a  twig  beneath  the  ligament um  patella;  to  anastomose  with  the 
inferior  internal  articular  and  with  the  anterior  tibial  recurrent. 


Semi- tend.  cut. 

jp. 

It 

m 

m 

Semi- mem  b. 

ill: 

Sup.  int.  art. 
Pop.  art. 

fit 

IT 

Inf.  int.  art. 
Pope. 


Tost,  tibial  art. - 


Tib.  post', 


Flex.  com.  digit. 


Post.  tib.  art 
and  n. 


Tib.  post. 

Tendon  of  flex, 
com.  dig. 


Tend.  Acbill*, 


Ant.  peron1.  a. 

Peron.  brev. 
Flex. long.  poll. 

_Peron.  long. 


•’ig.  322.  Deep  muscles,  arteries,  and  nerves  of  the  back  of  the  right  leg. 

The  posterior  tibial  artery  and  nerve  are  seen  passing  under  the  tendinous  arch  of  the  soleus.  T  he  soleus  has 
been  removed  from  the  posterior  aspect  of  the  fibula  and  the  gastrocnemius  removed. 


The  Inferior  Internal  Articular  Branch  will  be  found  ascending  along 
the  anterior  border  of  the  internal  lateral  ligament,  and  after  anastomos¬ 
ing  with  the  external  articular  and  superior  internal  articular,  is  distii- 
buted  to  the  head  of  the  tibia  and  the  knee  joint. 

The  Azygos  Articular  is  given  oil  from  the  front  of  the  poplitta 
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artery,  and  perforates  the  posterior  ligament,  being  distributed  to  the 
synovial  membrane,  the  fat,  and  the  ligament. 

The  Popliteal  Vein  is  formed  by  the  union  of  the  anterior  and  posterior 
tibial  veins,  and  has  much  the  same  course  and  relations  as  the  artery  and 
internal  popliteal  nerve.  It  receives  branches  corresponding  to  those  of  the 
artery.  It  is  superficial  to  the  artery  between  the  heads  of  the  gastroc¬ 
nemius,  and  at  the  lower  border  of  the  popliteus  muscle  is  internal  to  the 
vessel,  but  gradually  passes  to  the  outer  side  where  it  becomes  the  femoral 


Femur 


Gastroc.  int.  head 
Semimemb.  teudon 

Gastroc.  bursa 

Semimemb.  bursa 
Semimemb.  ant.  tendon 

Semimemb.  inf.  tendon 


Fig.  323. — Tendinous  insertions  and  bursa  of  the  left  popliteal  space. 


at  the  abductor  opening.  The  short  saphenous  empties  itself  into  it  about 
the  middle  of  the  space  after  perforating  the  dee})  fascia. 

Varieties. — This  vein  is  often  double  along  the  lower  part  of  the  artery, 
but  less  frequently  so  at  its  upper  portion. 

Directions. — The  dissector  should  now  examine  the  origin  and  inser¬ 
tion  of  muscles  and  tendons  and  the  various  bursae  in  this  region,  and 
observe  if  they  communicate  with  the  knee  joint. 
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A  11:1st.  between  ext. 
sapli.  and  muscular 
v.  of  thi^li 


Anast.  between  pop. 

and  fem.  v. 


Int.  condyle 
Int.  sapli.  v. 


Sural  a.  and  v. 


Kl(i.  POPLITKAb  VESSELS  OF  RIGHT  SIDE. 


The  pastrocncmius  is  hooked  aside. 
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THE  BACK  OF  THE  TIIIG1L. 

Dissection. — Make  an  incision  down  the  middle  of  the  back  of  the 
thhdi  from  the  gluteal  region  to  tin*  popliteal  space,  and  reflect  the  skin  to 
the  sides.  Some  cutaneous  vessels  and  nerves  from  the  small  sciatic  in  tin* 
middle  line,  and  posterior  branches  from  the  external  and  internal  cuta¬ 
neous,  on  the  outer  and  inner  sides,  must  be  sought  in  the  fat  between  the 
layers  of  the  superficial  fascia.  Trace  these  back  to  where  they  pierce  the 
deep  fascia,  which  should  be  carefully  removed  so  as  to  avoid  injury  to  the 


v 


Fig.  325.— Diagram  of  incisions. 

The  numbers  show  the  direction  of  the  incisions. 

small  sciatic  nerve  and  artery;  clean  the  hamstring  muscles  and  the 
perforating  branches  of  the  profunda,  also  the  branches  of  the  great  sciatic 
nerve  to  these  muscles. 

The  Small  Sciatic  Nerve. — Between  the  gluteus  maximus  and  the 
popliteal  space,  this  nerve  lies  close  beneath  the  deep  fascia,  and  at  the 
lower  part  of  the  ham  becomes  cutaneous,  and  for  a  short  distance  accom¬ 
panies  the  external  saphenous  vein.  If  gives  off  some  cutaneous  filaments 
which  pierce  the  fascia  of  the  back  of  the  thigh,  and  a  larger  branch  is 
given  off  near  the  popliteal  space. 

Muscles. — There  are  three  muscles  at  (he  back  of  the  thigh  which  pass 
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from  tlie  pelvis  across  the  back  of  tlie  thigh  and  knee  joint,  and  have 
been  called  the  ‘  hamstring  muscle*,'  from  their  cord-like  aspect  at  the 
sides  of  the  ham,  or  popliteal  space.  That  on  the  outer  side  is  the  biceps; 
the  two  on  the  inner  are  the  semitendinosus  and  semimembranosus. 

The  Biceps  is  a  long  muscle  placed  on  the  posterior  and  outer  aspect  of 
the  thigh.  It  arises  by  two  heads,  a  long  and  a  short.  The  long  or 
ischial  takes  origin  from  the  inner  and  lower  side  of  the  back  of  the  tuber 
ischii,  by  a  tendon  common  to  it  and  the  semitendinosus  ;  the  short  or 
femoral  head  arises  from  the  outer  lip  of  the  linea  aspera  between  the 
vastus  externus  and  adductor  magnus,  passing  from  just  below  the  inser¬ 
tion  of  the  gluteus  maximus  to  within  two  inches  of  the  outer  condyle.  It 
also  arises  from  the  posterior  surface  of  the  external  intermuscular  septum. 
The  fibres  from  the  long-head  form  a  fusiform  belly,  and  passing  down 
and  out,  end  in  an  aponeurosis  on  the  posterior  surface  of  the  muscle  and 
receive  the  fibres  of  the  short  head.  This  aponeurosis  gradually  contracts 
into  a  tendon  which  divides  into  twro  pieces,  and  after  embracing  the 
external  lateral  ligaments  of  the  knee  is  inserted  into  two  prominences  on 
the  outer  side  of  the  head  of  the  fibula,  and  sends  a  strongish  prolongation 
to  the  outer  tuberosity  of  the  tibia,  and  from  this  process  an  expansion  is 
sent  to  the  dee])  fascia  of  the  leg.  The  tendon  of  this  muscle  forms  the 
upper  and  outer  boundary  of  the  popliteal  space. 

Relations. — It  is  superficial  except  at  its  origin,  where  it  is  covered  by 
the  gluteus  maximus.  Relow  the  deep  and  superficial  fascia  and  skin 
are  superficial  to  it,  its  deep  surface  is  in  relation  with  the  upper  part  of 
the  semimembranosus,  the  adductor  maximus,  vastus  externus,  and  the 
great  sciatic  nerve.  The  popliteal  artery  and  vein  are  to  its  inner  side,  and 
the  external  head  of  the  gastrocnemius,  the  plantaris,  and  superior  external 
articular  vessels  are  in  relation  with  its  deep  surface  in  the  popliteal  space. 
The  external  popliteal  nerve  is  in  close  relation  to  its  inner  border  in  the 
popliteal  space.  This  nerve  must  not  be  divided  in  tenotomy  of  the 
biceps  tendon. 

Action. — The  hamstring  muscles  flex  the  leg  upon  the  thigh.  The 
biceps  is  naturally,  then,  a  flexor  of  the  leg,  and  when  the  leg  is  not  fixed 
it  can,  in  consequence  of  its  direction  obliquely  down  and  out,  rotate  the 
tibia  slightly  outwards.  Its  long-head  will  extend  the  hip  joint  when  the 
knee  is  straight.  The  leg  being  fixed  the  long-head  will  support  the 
pelvis  on  tin*  femur,  and  the  short-head  will  draw  down  the  femur  so  as  to 
ilex  the  knee  in  stooping. 

Nerve. — The  great  sciatic. 

Varieties. — There  may  be  an  extra  long-head  arising  from  the  tuber 
ischii  or  from  tlie  upper  part  of  the  linea  aspera  or  internal  condyloid  ridge, 
or  other  parts,  and  tlie  short-head  maybe  absent.  Otto  noticed  a  slip 
passing  from  the  long  head  to  the  tendo-Achillis. 

The  Semitendinosus  is  situated  at  the  posterior  and  inner  aspect  of  the 
thigh  ;  it  is  a  somewhat  slender  muscle,  and  remarkable  for  the  great  length 
of  its  longer  tendon,  fl  arises  from  the  back  of  the  tuber  ischii,  from  the 
inner  side  of  the  tendon  common  to  it  and  the  long  head  of  the  biceps, 
and  also  by  fleshy  fibres  from  an  aponeurosis  which  unites  the  two  muscles 
to  the  extent  of  about  three  inches.  It  is  fusiform,  and  passes  down  and 
in  ending  at  the  junction  of  the  middle  and  lower  thirds  of  the  thigh  in  a 
long  round  tendon,  which  passes  along  the  inner  side  of  the  popliteal  space, 
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curves  round  the  back  of  the  inner  condyle  and  inner  tuberosity  of  the 
tibia,  and  is  inserted  into  the  upper  part  of  the  inner  surface  of  the  tibial 
shaft  near  to  its  anterior  border  just  below  the  gracilis,  to  which  it  is 
united,  sending  an  expansion  to  the  deep  fascia  of  the  leg.  Its  tendon  lies 
beneath  the  expansion  of  the  sartorius,  and  a  tendinous  intersection  is 
usually  placed  about  the  middle  of  the  muscle  on  its  posterior  aspect. 
There  is  often  a  bursa  between  the  insertion  of  the  muscle  and  the 
tibia. 

Relations. — Posteriori)/,  at  its  upper  part,  is  the  gluteus  maximus  ; 
and  at  its  lower  part,  the  skin  and  fasciae.  Its  anterior  surface  rests  on 
the  semimembranosus,  adductor  magnus,  and  inner  edge  of  the  gastroc- 


Glut.  max. 


Tendon  of 
sartorius 
Lower  part  of 
semi-mem  b. 


Inner  head 
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Fascia  lata  cover¬ 
ing  vast.  ext. 
Biceps  long  head 


short  head 


Plnntaris 


Cast. outer  head 


Fig.  326. —Posterior  muscles  of  the  right  thigii. 

nernius.  External  to  it,  at  its  lower  part,  are  the  popliteal  vessels, 
internal  popliteal  nerve,  and  superior  articular  vessels;  and  lower  down  it 
is  in  contact  with  the  internal  lateral  ligament.  Its  outer  border  is  also  in 
contact  with  the  biceps  as  far  as  the  popliteal  space. 

Action. — It  is  a  flexor  of  the  knee,  and  afterwards  can  rotate  the  tibia 
inwards.  If  the  knee  be  straight  and  the  hip  bent,  it  can  depress  the 
femur  and  extend  the  hip  joint,  ll  aids  the  other  hamstrings  in  keeping 
the  pelvis  erect  on  the  femur,  and  in  feats  of  strength  will  assist  them  to 
draw  the  trunk  directly  backwards,  as  when  the  body  is  made  to  form  an 
arch  with  its  concavity  backwards.  In  that  sad  malady  called  tetanus, 
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these  muscles  assist  in  forming  that  severe  contraction  of  the  body  called 
opisthotonos,  in  which  only  the;  heels  and  the  occiput  touch  the  bed.  This 
muscle,  with  the  other  hamstrings,  will  raise  (lie  trunk  from  the  stooping 
position. 

Nerve. — The  great  sciatic. 

The  Semimembranosus  muscle  takes  its  name  from  the  membranous 
expansion  on  the  anterior  and  posterior  aspects  of  its  upper  tendon.  It 
is  placed  at  the  back  and  inner  side  of  the  thigh,  is  tendinous  at  both  ends, 
and  arises  by  a  thick  tendon  from  the  outer  and  upper  facet  on  the  back  of 


Int.sapli.  vein  drawn 
forwards 


Bursa 

Tendon  of  semi-tend. 
Tendon  of  gracs. 


Int.  head  of  gastroc. . 


Vast.  int. 


Sartorius 


_ Int.sapli.  nerve 


Tendon  of  semi-meml). 


Fig.  327. — Tendons,  etc.,  on  inner  side  of  left  knee. 

An  nooning  lias  been  made  at  tlie  posterior  part  of  the  sartorius  to  show  the  internal  saphena  nerve  and  tendon 
of  gracilis.  The  Imrsa  (0)  is  common  to  the  inner  head  of  the  gastrocnemius  and  semi-mombranosus. 


the  tuber  ischii,  above  and  external  to  the  origins  of  the  biceps  and  serai- 
tendinosus.  It  passes  down,  and  is  thick  and  fleshy  where  it  bounds  the 
popliteal  space.  Its  lower  tendon  goes  lobe  inserted  in  three  pieces, 
the  middle  and  strongest  piece  is  inserted  into  the  inner  and  back  part  of 
the  internal  tibial  tuberosity,  beneath  the  internal  lateral  ligament;  this 
portion  of  the  insertion  sends  an  expansion  over  the  popliteus  muscle. 
The  interval  process  of  insertion  is  horizontal  and  passes  beneath  the 
internal  lateral  ligament,  being  inserted  into  a  groove  along  the  inner  side 
of  the  internal  tuberosity.  The  posterior  process  ot  insertion  passes  back, 
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up,  and  out  to  be  inserted  into  (lie  back  part  of  the;  outer  condyle  of  the 
femur,  forming  the  greater  part  of  tin1  posterior  ligament  of  the  knee. 
These  insertions  will  be  more  clearly  made  out  when  the  knee  joint  is 
dissected.  This  muscle  is  made  up  of  short  fibres  which  extend  obliquely 
between  two  aponeurotic  expansions  which  pass  down  and  up  on  the  oppo¬ 
site  sides  of  it,  from  its  upper  and  lower  tendons,  for  three  quarters  of  its 
length.  The  expansion  from  the  upper  tendon  covers  the  upper  part  of  its 
anterior  aspect,  and  that  from  the  lower  tendon  invests  the  lower  part 


of  its  posterior  aspect  and  contracts  into  the  tendon  of  insertion.  The 
tendon  of  this  muscle,  the  semitendinosus,  gracilis,  and  sartorius,  form  the 
inner  and  upper  hamstring  limit  of  the  popliteal  space. 

Relations. — On  its  posterior  surface  the  semitendinosus  is  placed  in  a 
hollow  in  the  upper  tendon,  and  the  biceps  and  fascia  lata  are  also  in  rela¬ 
tion  to  this  surface;  by  the  anterior  surface  it  is  in  relation  with  the 
adductor  magnus,  the  popliteal  vessels  at  their  upper  part,  and  the  inner 
head  of  the  gastrocnemius,  from  which  its  tendon  is  separated  by  a  large 
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synovial  bursa;  by  its  inner  border  with  the  gracilis,  and  by  its  outer  with 
the  great  sciatic  nerve,  the  internal  popliteal  nerve,  and  the  popliteal 
vessels. 

Action. — It  flexes  and  rotates  the  tibia  in  assisting  the  popliteus. 
With  the  knee  straight  it  may  extend  the  hip  as  in  walking  backwards  ; 
and  will  limit  flexion  of  the  hip.  It  will  assist  the  other  hamstrings  in 
supporting  the  pelvis  and  the  femur. 

Nerve. — The  great  sciatic. 
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329. — Left  gluteal,  femoral,  and  popliteal 


ARTERIES  AND  THEIR  BRANCHES. 


Varieties. — It.  may  arise  higher  up,  i.e.  chiefly  from  the  back  of  t  ie 
great  sciatic  ligament.  It  may  be  double  or  even  absent. 

The  Great  Sciatic  Nerve,  below  the  pelvis,  lies  on  the  adductor  magnus, 
and  divides  about  the  middle  of  the  thigh  into  the  two  popliteal  nenes. 
Sometimes,  as  lias  previously  been  said,  it  bifurcates  much  higher  up.  t 
is  crossed  by  the  long-head  of  the  biceps  and  runs  along  the  outer  bou  ti 
of  the  semi-membranosus.  At  the  upper  part  of  the  thigh  it  gives  huge 
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branches  beneath  the  biceps  muscle  to  all  the  hamstrings,  and  a  small 
branch  to  the  adductor  magnus. 

Dissection. — Divide  the  hamstring  muscles  about  three  inches  from 
their  origin  and  reflect  them,  noting  the  branches  from  the  sciatic  nerve 
and  the  perforating  arteries  to  them.  Trace  the  perforating  and  muscular 
arteries  to  where  they  pierce  the  adductor  magnus,  and  clean  the  posterior 
surface  of  that  muscle. 

The  Adductor  Magnus  Muscle. — The  attachments  and  anterior  surface 
of  this  muscle  have  been  dissected  with  the  deep  parts  on  the  front  of  the 
thigh.  Its  posterior  aspect,  its  attachment  to  the  lineaaspera,  and  its  deep 
tendinous  process  to  the  tubercle  above  the  inner  condyle,  must  now  be 
made  plain.  It  will  be  noted  that  this  tendon  of  insertion  is  strong,  and 
rather  more  than  a  quarter  of  an  inch  deep,  and  that  it  forms  a  deep  boun¬ 
dary  of  the  popliteal  space  above  the  joint  on  the  inner  side.  This 
muscle  is  altogether  fleshy  on  its  posterior  surface ;  even  at  its  adductor 
opening  for  the  femoral  artery ;  and  the  fibres  going  from  the  pubic 
arch  seem  to  be  distinct  from  those  connected  with  the  ischial  tuberosity. 
The  great  sciatic  nerve,  the  perforating  arteries,  and  the  hamstring 
muscles  are  in  relation  with  this  surface  of  the  muscle. 

Termination  of  the  Perforating  Arteries. — There  are  usually  four  per¬ 
forating  arteries.  The  first  appears  opposite  fhe  lower  border  of  the 
pectineus  and  perforates  the  adductors  magnus  and  brevis.  The  second 
is  given  off  about  the  middle  of  the  adductor  brevis,  perforates  the  same 
muscle,  and  gives  a  nutrient  branch  to  the  femoral  shaft.  The  third  is 
given  off  from  the  profunda  below  the  adductor  brevis  and  pierces  the 
magnus.  The  fourth  or  termination  of  the  profunda  pierces  t  he  magnus  near 
the  adductor  opening.  They  come  through  the  great  adductor  close  to 
the  inner  side  of  the  femur  and  pass  out  through  the  external  inter¬ 
muscular  septum  and  through  the  short  head  of  the  biceps  to  the  vasti,  in 
which  they  anastomose  together,  and  with  the  descending  branches  of  the 
external  circumflex  artery,  with  the  lower  perforating  and  termination  of 
profunda,  and  also  with  the  superior  articular  vessels  from  the  popliteal. 
The  first  perforating,  being  given  off  above  the  attachment  of  the  femoral 
head  of  the  biceps,  does  not  pierce  it,  but  perforates  the  femoral  insertion 
of  the  gluteus  maximus.  The  perforating  vessels  give  muscular  branches 
to  the  hamstrings  and  cutaneous  filaments  on  the  back  and  outer  part  of 
the  thigh. 

'fhe  Profunda  femoris  also  gives  off  muscular  branches  which  pierce 
the  great  adductor  internal  to  the  perforating  vessels  at  some  little  distance 
from  the  femur.  There  are  usually  four  or  five ;  the  highest  appearing 
about  five  inches  from  the  pelvis,  and  the  others  about  two  inches  apart, 
pierce  the  adductor  magnus  in  a  line  with  it.  They  supply  more  especially 
the  inner  hamstrings,  particularly  fhe  semimembranosus,  and  anasto¬ 
mose  with  the  superior  muscular  and  inner  articular  branches  of  the 
popliteal. 

The  Hip  Joint.  Dissection. — This  joint  should  now  be  dissected,  the 
muscles  and  any  fat  and  cellular  tissue  should  be  removed  from  the  back 
of  the  capsular  ligament,  the  attachments  <>f  which  must  be  clearly  made 
°ot.  The  other  dissectors  may  allow  the  body  to  be  turned  over  for  ten 
01  fifteen  minutes,  so  that  flu*  anterior  part  of  the  capsule  may  be  cleaned 
and  its  processes  defined. 
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Ligaments. — These  are  extra-  and  intra-art icular,  and  altliough  called 
ligaments  they  arc  not  the  main  factors  in  keeping  the  joint  surfaces  in 
contact.  In  the  hip  joint  atmospheric  pressure  plays  a,  most  important 


o.  Ilium. 
h.  Ischium. 
r.  Pubes. 
d.  Femur. 

2.  Ant.  sup.  spine. 

2.  Ant.  inf.  spine. 

3.  Pubic  tubercle. 

4.  Ilio-pectineal  tubercle. 

r>.  Descending  ramus  of  pubes, 
(i.  Ascending  ramus  of  ischium. 

7.  Tuber  isehii. 

8.  Small  trochanter. 

0.  Great  trochanter. 

10.  Pou part's  lig. 

11.  Gimbemat's  lig. 

12.  (’lit  tendon  of  rectus. 

1 3.  Gluteal  fascia. 

14.  Sup.  ilio-femoral  lig. 

1">.  Ant.  ilio-femoral. 

16.  Pubo-femoral. 

17.  Part  of  capsular. 

18.  Gap  between  14  and  15. 

1 0.  Obturator  lig. 

20,  Obturator  foramen. 


Fir;  3-30.— Ligaments  of  left  hip.  Front  view,  one-third 


paid  in  doing  this,  and  is  aided  by  the  tonicity  of  the  muscles.  Its  only  ar¬ 
ticular  ligament,  viz.  the  capsular,  assists  in  maintaining  the  apposition 
of  the  bones  and  tending  to  prevent  dislocation,  but  if  air  be  admitted 


1.  Capsule. 

2.  Its  upper  attachment. 

3.  Its  lower. 

4.  Great  sacro-sciatic  foramen. 
f>.  Obturator  externus. 

G.  Symphys;s  pubis. 


Fig.  331.-  Ligaments  of  the  right  hip. 

through  the  roof  of  the  acetabulum  by  means  of  a  small  trephine,  the 
student  will  be  able  to  demonstrate  bow  easily  the  bone  is  displaced  while 
the  ligaments  remain  intact. 

Dived  ions.  Before. doing  this  lie  should,  by  referring  to  the  wood- 
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cutvS,  make  himself  familiar  with  the  various  accessory  processes  of  the 
capsular  ligament;  then  he  may  perforate  the  acetabulum  from  above,  and 
afterwards  should  submit  the  joint  to  the  various  movements  of  which  it 
is  capable,  and  observe  the  different  parts  they  play  in  checking  or  per- 


o.  Ilium. 

(>,  Ischium, 
c.  Pubes. 

<!.  Femur. 

1.  Ant.  sup.  spine. 

2.  Ant.  inf.  spine. 

3.  Post.  inf.  spine. 

4.  Spine  of  ischium. 

J».  Tuber  ischii. 

G.  Ascending  ramus  of  ischium. 

7.  Obturator  lig. 

8.  Trochanter  minor. 

S>.  Trochanter  major. 

10.  Post,  intertrochanteric  line. 

1 1 .  Pon part’s  lig. 

12.  Bifurcated  tendon  of  rectus. 

13.  Its  anterior,  and 

14.  Its  posterior  attachments. 

1  a.  Capsular  lig. 

1G.  Ischio-femoral. 

17.  Circular  fibres  of  capsule. 


Fig.  332.— Left  hip.  Posterior  view,  oxe-tiiird. 


1.  Fifth  lumbar  vertebra. 

2.  Ilium. 

3.  Ischium. 

4.  Tubes. 

A  Femur. 

G.  Ilio-lumbar  ligament. 

7.  Posterijr  sacro-iliac. 

8.  Great  sacro-seiatic. 

0.  Oblique  sacro-iliac. 

10.  Small  sac ro -sciatic. 

11.  Posterior  superficial  sacro¬ 

coccygeal. 

1 2.  Posterior  deep  sacro -coccygeal 

13.  Obturator. 

14.  Symphysis. 

15.  Posterior  part  of  capsular. 


Fig.  333. — Pelvic  ligaments.  Posterior  view,  one-third. 


miffing  them.  By  turning  to  the  paragraph  headed  Movements ,  in  this 
section,  he  will  be  enabled  to  verify  the  description. 

By  arrangement  with  the  dissector  of  the  abdomen,  who  will  be  in¬ 
terested  in  the  observation,  the  student  should  carefully  trephine  or  chisel 
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out  ;i  small  ] >iece  from  the  roof  of  the  acetabulum  in  order  to  observe  what 
has  already  been  stated  with  regard  to  the  capsule,  and  also  to  note  how 
t  lie  ligamentum  teres  is  affected  with  regard  to  its  tension  or  laxity  in 
the  various  movements  of  the  joint.  He  may  also  try  to  inject  into  the 
joint  some  warm  tallow  so  as  to  note  if  there  be  any  hernial  protrusions  or 
projections  of  the  synovial  membrane  between  the  layers  of  the  capsule,  or 
whether  the  synovial  membrane  of  the  joint  communicates  with  any  of  the 
neighbouring  bursae,  more  especially  with  the  psoas  bursa. 

Capsular  Ligament. — The  capsular  ligament  is  a  strong  and  thick 
fibrous  capsule  passing  from  the  margin  of  the  acetabulum  to  the  femoral 
neck.  It  is  attached  superiorly  to  the  circumference  of  the  acetabulum, 
at  a  short  distance  from  its  edge,  and  by  its  inner  part  it  blends  with  the 
outer  surface  of  the  cotyloid  ligament.  Across  the  notch  at  the  inner  side 


Tons.  fasc.  lata,**-.. 

Ext.  cut*,  n.  -- 
Sart*.  -- 

l'asoia  iliaca — 

The  2  tend*,  of  rectus — 
Ant.  crural  n.  -  - 

Tensor  fas.  (cut)  -  - 
Psoas  bursa  _  _ 


Expansion  to  capsule  -  - 

Insert®,  of  glut,  max.--  • 
Bursa.  - 

Ext.  cut*.  n..« 

Int.  sapli.  n.  -  - 


Ext.  drflx.  a. 


--Deep  epigastc.  a. 
--Int.  abd1.  ring 


__  Falciform  process 
reflected 


__ Fascia  transversalis 

_  .Spermatic  cord 
_ Miptt.  ext.  pudic 

—  Middle  cut". 

—  Profunda  a.  anti 

muscular  n. 

_ Tnt.  sapli.  v. 

__  _Feml.  a.  and  int. 
cut*,  n. 


Fro  :sxt — Showing  the  relations  op  the  eight  hip  joint. 


The  anterior  crural  nerve  0  represented  as  pulled  inwards. 


of  the  acetabular  cavity,  it  is  connected  transversely  with  the  outer  surface 
of  the  obturator  membrane  and  front  of  the  upper  part  of  the  tuber  iscliii. 
Inferiority  it  is  attached  around  the  neck  of  the  femur  in  front  of  the 
anterior  intertrochanteric  or  spiral-line,  and  to  the  base  of  the  femoral 
neck.  Behind  it  is  thinner  and  is  not  attached  so  low  down  on  the  neck. 
Its  insertion  is  from  about  a  finger’s  breadth  from  the  small  trochanter  to 
I  he  middle  of  the  neck  of  the  bone,  about  half  an  inch  above  the  posterior 
intertrochanteric  line.  At  its  upper  and  posterior  part  it  is  nearer  the 
great  trochanter,  and  passes  forwards  to  blend  with  the  insertion  of  the 
thick  anterior  part.  It  varies  in  the  arrangement  of  its  fibres,  and  in  its 
strength  on  its  anterior  and  posterior  aspects.  It  is  considerably  thicker 
and  stronger  at  the  anterior  and  external  parts  of  the  joint  where  the 
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greatest  resistance  is  required.  Below  and  posteriorly  it  is  thin,  loose, 
and  longer  than  in  its  other  parts. 

O  1 

Its  external  surface  is  somewhat  rough  and  covered  by  numerous 
muscles,  being  separated  in  front  by  a  synovial  bursa,  from  the  psoas  and 
iliacus.  This  bursa  frequently  communicates  with  the  joint  by  a  circular 
aperture.  The  capsular  ligament  of  the  hip  differs  from  that  of  the 
shoulder  in  not  being  perforated  by  a  tendon,  and  in  being  less  loose. 

Certain  portions  of  the  capsular  ligament  are  stronger  than  others, 
forming  the  accessory  hands  of  fibres.  On  the  front  there  is  a  wide  longi¬ 
tudinal  layer  of  fibres,  the  central  thick  portion  of  which  is  called  the 
ilio-femoral  I iy ament,  or  ligament  of  Hurt  in.  It  extends  obliquely  across 
the  front  of  the  joint  and  strengthens  it,  in  this  situation.  It  is  attached 
above  to  the  anterior  inferior  iliac  spinous  process,  and  widens  below, 
where  it  is  fixed  to  the  middle  of  the  anterior  intertrochanteric  line,  ll 
is  sometimes  bifurcated  at  its  lower  end,  an  arrangement  which  Bigelow 
looks  on  as  usual,  and  he  has  described  it  under  the  name  of  the  l1-  Liga¬ 
ment.  This  ilio-femoral  ligament  is  the  strongest  in  the  body,  and 
prevents  over-extension  of  the  joint.  It  is  also  the  main  means  in  keep¬ 
ing  up  the  erect  position  without  tiring  the  extensor  muscles,  and  the 
action  of  the  gluteal  muscles  is  counterbalanced  by  its  tension.  The 
femur  being  fixed,  it  will  considerably  assist  in  sustaining  the  pelvis  on 
the  femoral  head.  The  outer  portion  of  the  anterior  surface  of  the  capsu¬ 
lar  ligament  is  also  thickened,  and  extends  from  half  an  inch  below  and 
outside  the  anterior  inferior  iliac  spinous  process,  opposite  the  outer  head 
of  the  rectus,  to  the  fore  and  upper  part  of  the  great  trochanter  and  neck 
of  the  femur.  This  portion  of  the  capsular  ligament  checks  adduction  of 
the  femur.  It  is  called  the  ilio-trochanteric  band.  The  inner  portion  of 
the  front  of  the  capsule  is  also  thickened,  and  is  called  the  pubo-femoral 
band;  it  is  fixed  above  to  the  prominent  portion  of  the  pubes  internal  to 
the  acetabulum,  and  beloiv  is  attached  to  the  rough  surface  at  the  anterior 
part  of  the  femoral  neck,  in  front  of,  and  on  a  level  with,  the  lesser  tro¬ 
chanter.  This  portion  limits  adduction  of  the  joint. 

The  capsule  at  its  posterior  part  has  a  transverse  band  of  fibres  about 
the  width  of  the  index-finger  which  arches  over  and  surrounds  the  neck 
of  the  bone.  This  band  is  fixed  by  its  lower  edge  to  the  cervix  femoris 
by  a  thin  layer  of  ligamentous  tissue  and  synovial  membrane.  To  its 
ripper  edge  are  attached  the  longitudinal  posterior  fibres  of  the  capsule. 
Thi  s  arrangement  obviates  that  restriction  of  the  to  and  fro  movements 
of  the  joint,  which  would  occur  if  the  longitudinal  fibres  were  attached  lo 
the  posterior  part  of  the  neck  of  the  femur  instead  of  being  inserted  into 
the  transverse  band  of  the;  capsule. 

Relations. — In  cleaning  the  capsular  ligament  the  student  must  have 
noticed  the  more  immediate  muscular  relations  of  the  joint.  In  front 
and  below  are  the  psoas  and  iliacus,  separated  by  a  bursa ;  above,  in  front, 
and  to  the  inner  side  are  the  pectineus  and  obturator  externus  ;  the  short- 
head  of  the  rectus  is  above,  and  above  and  behind  are  the  long-head  of  the 
rectus  and  the  gluteus  minimus,  the  latter  closely  adherent  to  the  capsule. 
The  obturator  interims  and  gemelli,  tin*  tendon  of  the  obturator  externus, 
the  quadrates  femoris,  and  the  pyriformis  are  beh  ind.  The  femoral  artery 
runs  over  the  front  of  the  joint  a  little  internal  to  the  femoral  head, 
being  separated  by  muscular  fibres.  The  great  sciatic  nerve  runs  pus- 
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tenor  to  the  joint,  over  the  quadratus  femoris,  between  the  tuber  ischii 
and  t  lie  great  trochanter. 

Arteries  ami  Nerves. — The  arterial  supply  of  this  joint  comes  from 
the  sciatic,  gluteal,  internal  circumflex,  and  obturator,  its  nerves  from  the 
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Fki.  335. — Vertical  section  through  right  hip-joint. 


great  sciatic,  obturator,  and  accessory  obturator,  when  present,  and  it  also 
receives  articular  branches  from  the  sacral  plexus. 

Dissection. — Divide  the  capsular  ligament  about  half  an  inch  from  the 
acetabulum.  Displace  the  head  of  the  femur,  then  the  cotyloid  ligament 


1 .  Cotyloid  cavity. 

*2.  Head  of  femur. 

3.  Lig.  teres. 

4.  I  'pper  part  of  capsule,  reflected. 
3.  Neck  of  femur. 

(J.  Insertion  of  capsule. 


Km.  Hu; i it  inr-, joint  oi'KNicn. 

Tin*  femur  is  pulled  out  of  the  acetabulum. 


and  the  ligatnentum  teres  will  become  evident.  Kemove  the  synovial  and 
areolar  tissue,  and  expose  the  bifurcated  attachment  of  the  ligament  uni 
teres.  Clean  the  transverse  ligament  which  passes  over  the  notch. 

The  Ligamentum  teres,  or  interarticalar,  or  round  ligament,  is  a  trian- 
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gular  band  of  fibres  about  ail  inch  in  length,  ami  is  attached  by  its  apex, 
which  is  roundish,  to  a  depression  slightly  behind  and  below  the  centre  of 
the  femoral  head.  Its  broad  base  is  flattened,  and  divides  into  two  bands 
of  fibres  which  nre  attached  thus:  the  upper  or  anterior  piece,  called  the 


1.  Four  lumbar  vertebra. 

2.  Ilium. 

2'.  A  ut.  sup.  spine. 

2".  Ant.  inf.  spine. 

3.  Ischium. 

4.  Pubes. 

5.  Femur. 

o'.  Head  of  femur. 
h" .  Femoral  neck. 

0.  Ilio-lumbar  lig. 

7.  Ant.  sacro-iliac. 

S.  Great  sciatic. 

1).  Lesser  sciatic. 

10.  Ant.  common  lig. 

11.  Ant.  sacro-coccygeal. 

12.  Subpubic  lig. 

13.  Obturator  lig. 

14.  Symphysis  pubis. 

15.  Ilio-femoral. 

16.  Pu bo-femoral. 

17.  Capsular. 

18.  Cotyloid. 

19.  Lig.  teres. 

20.  Great  sacro-sciatic  fora¬ 

men. 

2'".  Ilio-pcctineal  line. 


Fig.  337. — Pelvic  ligaments.  Anterior  view,  one-fourth. 


Thte  right  hip-joint  is  opened  and  the  femur  rotated  out. 


pubic  portion  of  the  ligament,  blends  with  the  transverse  ligament  and  is 
hxed  to  the  pubic  edge  of  the  notch  ;  the  posterior  lower  piece,  the  ischial 
portion,  is  inserted  behind  the  transverse  ligament  into  the  ischial  portion 
ot  the  cotyloid  notch.  The  strength  and  thickness  of  this  ligament  are 


1.  Symphysis. 

2.  Ant.  inf.  spine, 
o.  Auricular  surface. 

4.  Ischial  spine. 

5.  Tuber  ischii. 

6.  Section  of  iimominatli 
bone. 

7.  Head  of  femur, 
s.  Lig.  teres. 

9.  Depression  for  lig. 

terfes. 

10.  Shaft  of  femur. 

11.  Obturator  membrane. 

12.  „  foramen. 

OF  Tllli  ACETABULUM. 

variable.  It  is  surrounded  by  a  t  ubular  process  of  the  synovial  membrane  ; 
this  may  exist  even  when  the  ligament  is  absent.  The  round  ligament 
checks  external  rotation  and  adduction  in  the  Hexed  position.  It  con- 
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sequent ]y  tends  t«>  prevent  dislocation  forwards  and  outwards.  Mr.  Savory, 
in  the  Lancet  of  A  lay  23,  1874,  says  that  the  ligamentum  teres  is  always 
tense  when  standing  upright,  and  is  farther  tightened  in  standing  on  one 
leg,  and  consequently  is  of  opinion  that  its  main  function  is  to  support 
and  distribute  t  lie  body  weight  over  the  whole  surface  of  the  acetabulum 
and  head  of  the  femur.  Some  anatomists  say  that  the  ligament  is  lax 
when  the  limb  is  extended,  as  then  the  innominate  and  femoral  attach¬ 
ments  are  near  each  other.  If  the  femur  be  adducted  the  ischial  portion 
becomes  tense  because  the  femoral  head  is  raised.  If  the  joint  be  flexed 
the  ligament  becomes  tense,  as  then  the  femoral  insertion  is  removed 
from  the  acetabular;  and  the  ligament  will  be  most  stretched  if,  in  the 
flexed,  condition,  the  femur  be  adducted  or  rotated  out. 

Dissection. — Divide  the  ligamentum  teres  so  that  the  cavity  of  the 
acetabulum  and  the  cotyloid  and  transverse  ligaments  may  be  studied. 

The  Cotyloid  ligament  is  a  narrow  tibro- cartilaginous  band,  which  is 
attached  by  its  base  to  the  acetabular  margin,  the  inequalities  of  which  it 
tills  up,  and  is  prolonged  across  the  notch  on  its  inner  and  lower  side  (the 
ischio -pubic  notch),  and  forms  the  superficial  part  of  the  transverse  ligament. 
It  is  thinner  at  its  free  margin  or  apex,  where  it  embraces  the  head  of  the 
femur.  Its  outer  surface  is  in  contact  with  the  capsular  ligament,  and  its 
inner  surface  is  inclined  inwards  and  narrows  and  deepens  the  acetabulum. 

It  is  much  thicker  above  than  behind,  and  below  than  in  front,  and  its 
fibres  are  close  and  compact,  and  interlace  in  various  directions.  The 
inner  part  of  the  capsular  ligament  often  blends  with  the  outer  part  of  the 
cotyloid. 

'I'lie  Transverse  ligament  is  a  strongish  narrow  band  of  fibres  which 
crosses  the  notch  at  the  lower  part  of  the  acetabulum  (ischio-pubic),  and 
converts  it  into  a  foramen.  It  is  continuous  at  the  margins  of  the  notch 
with  the  cotyloid,  and  its  superficial  part,  which  is  mostly  distinct,  is  a 
continuation  of  the  cotyloid  over  the  notch.  The  deeper  fibres  are  special 
to  the  ligament.  Beneath  it  the  nutrient  vessels  of  the  joint  pass  in  and 
out.  The  fatty  tissue  in  the  joint  communicates  beneath  this  ligament 
with  the  areolar  tissue  outside  the  joint,  so  that  pus  formed  within  the 
joint  may  pass  down  and  inwards  to  the  thigh  and  vice  versa. 

The  Joint  Surfaces. — It  will  now  be  clear  that  the  hip  joint  is  an 
enarthrodial,  or  ball-and-socket  joint,  being  the  largest  and  most  perfect 
of  its  kind  in  the  human  body.  It  is  formed  by  the  head  of  the  femur 
fitting  into  the  cavity  of  the  acetabulum. 

The  Acetabulum  is  coated  with  cartilage  over  the  greater  part  of  its 
surface  excepting  where  the  interarticular  mass  of  fat  is  lodged  (the  so- 
called  gland  of  Havers),  and  opposite  the  ischio-pubic  notch.  The  articu¬ 
lar  surface  of  the  acetabulum  is  deep  above,  but  narrows  towards  the  notch. 
The  head  of  the  femur,  or  rather  the  cartilage  covering  its  head,  is  in 
contact  with  the  acetabular  cartilage  and  the  interarticular  adipose  mass. 
A  depression  a  little  behind  and  below  its  centre  will  be  noticed  on  the 
head  of  the  femur,  to  this  the  round  ligament  is  attached  ;  on  that  part  of 
the  acetabulum  uncovered  by  cartilage  is  a  mass  of  vascular  fatty  tissue 
which  is  thicker  near  the  margin  of  the  cartilage  than  near  the  transverse 
ligament  and  which  acts  as  a  buffer  preventing  concussion  of  the  head  of 
tlie  femur  against  the  thin  roof  of  the  acetabulum.  This  is  the  so-called 
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Synovial  Membrane. — The  synovial  membrane  of  this  joint  is  extensive, 
and  like  all  serous  membranes  is  a  closed  sac.  It  lines  the  capsular 
ligament  and  invests  the  others.  It  we  commence  at  the  margin  of  the 
acetabulum  it  will  be  seen  to  be  reflected  on  the  inner  surfaces  of  the  cap¬ 
sular,  and  reflected  along  the  neck  and  over  the  head  of  the  femur,  along 
the  ligamentum  teres  to  the  bottom  of  the  acetabulum,  and  then  along 
the  inner  side  of  the  cotyloid  ligament,  over  its  outer  side  to  the  margin 
of  the  acetabulum  again. 

Movements  of  the  Joint. — These  are  :  flexion ,  extension,  abduction, 


Fig.  339.— Vertical  transverse  section  through  right  hip  joint. 

A.  Internal  iliac  foasa  cut. 


adduction,  circumduction,  and  rotation.  Flexion  is  much  greater  than 
extension,  and  is  only  limited  by  the  contact  of  the  thigh  and  abdominal 
wall.  The  posterior  part  of  the  capsule  and  the  ilio-trochanteric  band  are 
rendered  tight.  The  flexors  are  the  psoas  and  iliaeus,  assisted  by  the 
sartorius  and  rectus.  In  extension  the  anterior  part  of  the  capsule, 
especially  its  ilio-  and  pubo-femoral  bands,  are  made  tense.  Extension  is 
mainly  produced  by  the  hamstring  muscles,  aided  by  the  gluteus  maximus, 
During  these  to  and  fro  movements,  the  femoral  head  rotates  round  a  line 
which  is  on  a  plane  with  the  axis  of  the  head  and  neck,  and  the  more 
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complete  mechanical  arrangements  of  this  joint,  as  compared  with  that  of 
i  hc  shoulder,  tend  considerably  to  prevent  any  dislocation.  The  cotyloid 
ligament  so  closely  embraces  the  head  of  the  femur,  that  it  tends  consider¬ 
ably  to  prevent  luxation,  even  if  the  capsule  be  divided,  if  the  femur  be 


A.  Go  iniiominatum. 
B  Femur. 

1.  Great  trochanter. 

2.  Compact  tissue. 

3  3.  Synovial  cavity. 

4  4.  Capsular  lig. 

5.  Glenoid  lig. 

G.  Lig.  teres. 


LEFT  HIP  JOINT. 


abducted ,  that  is  removed  from  the  mid-line,  the  '[mho- femoral  process 
and  inner  portion  of  the  capsular  ligament  are  put  on  the  stretch.  Ab¬ 
duction  is  more  extensive  than  adduction,  because  in  the  latter  move- 
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Fio.  341.  Vertical  transverse  section  through  left  hip. 

melit  the  thigh  meets  its  fellow,  but  if  carried  in  front  of  it  the  amount  of 
adduction  is  much  increased.  In  both  ab- and  adduction  the  shaft  and 
head  of  the  lemur  move  in  opposite  directions.  In  abduction  the  head 
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descends  down  and  in,  and  the  greater  part  of  its  articular  surface  project  s 
beyond  the  acetabulum.  This  movement  is  produced  by  the  gluteus 
medius  and  minimus  and  tensor  fascia;  femoris,  and  is  limited  by  the 
inner  and  lower  parts  of  the  capsule,  and  by  the  meeting  of  the  great 
trochanter  and  the  outer  part  of  the  acetabular  rim.  In  adduction  the 
head  gradually  rises  into  its  socket,  and  when  the  limb  reaches  the  straight 
position  is  placed  on  the  deepest  part  of  the  cavity,  but  if  this  movement 
be  continued  the  head  will  descend  down  and  out ,  and  the  outer  part  of 
the  capsule  and  ilio-trochanteric  band  will  be  tightened.  Extreme  adduc¬ 
tion  is  limited  by  the  meeting  of  the  under  surface  of  the  femoral  neck 
with  the  inner  margin  of  the  brim  of  the  acetabulum.  The  adductors, 
gracilis,  and  pectineus  produce  this  movement. 

If  either  abduction  or  adduction  be  extreme  and  sudden,  dislocation  is 
likely  to  take  place  and  will  be  assisted  by  the  margin  of  the  cotyloid 
cavity  acting  as  a  fulcrum,  through  which  the  force  applied  to  the  femoral 
shaft  will  lift  the  head  of  the  femur  out  of  the  acetabulum.  After  reduc¬ 
ing  a  dislocation  at  the  hip,  the  knees  should  be  fastened  together,  as  then 
the  head  of  the  femur  is  securely  placed  in  the  deepest  part  of  the  aceta¬ 
bulum. 

Circa  induction  consists  in  the  combinat  ion  of  the  four  angular  motions, 
viz.  flexion,  extension,  abduction,  and  adduction.  The  limb  then  describes 
a  cone  whose  apex  is  at  the  junction  of  the  neck  and  shaft  of  the  femur, 
and  whose  base  is  at  its  periphery.  In  the  shoulder  it  is,  as  has  been  seen, 
much  more  free  than  in  the  hip,  partly  because  of  the  greater  laxity  of  its 
capsule,  but  mainly  because  of  the  very  slight  angle  between  the  neck 
and  shaft. 

Rotation  may  be  either  internal  or  external.  In  the  former  the  big 
toe  is  turned  in  ;  and  in  the  latter,  which  is  the  more  extensive  of  the 
two,  it  is  everted. 

In  external  rotation  the  femoral  head  turns  forward  and  outward,  and 
the  trochanter  major  is  brought  nearer  the  tuber  ischii.  The  shaft  of  the 
femur  moves  round  a  line  on  its  inner  side  which  passes  from  the  hip  to 
the  inner  condyle,  the  anterior  part  of  the  capsule  is  tightened  and  the 
hinder  loosened. 

The  external  rotators  are  the  pyriformis,  obturator  interims  and 
gemelli,  quadrat  us  femoris,  gluteus  maximus,  posterior  fibres  of  gluteus 
minimus,  and  the  psoas  and  iliacus,  which,  in  flexing  the  thigh,  rotate  it 
outwards  also. 

In  internal  rotation,  the  femoral  head  glides  horizontally  backwards, 
the  great  trochanter  passing  forwards,  the  shaft  of  the  bone  revolving 
round  a  line  on  its  inner  side.  The  posterior  part  of  the  capsule  is 
stretched  and  the  anterior  relaxed.  If  the  neck  of  the  femur  be  fractured 
rotatory  movements  are  lost.  The  amount  of  rotation  is  directly  propor¬ 
tional  to  the  length  of  the  femoral  neck.  The  internal  rotators  are  the 
gluteus  medius  and  anterior  fibres  of  the  minimus. 

The  angle  formed  by  the  neck  of  the  femur  with  its  shaft  serves  to 
give  greater  security  to  the  joint  in  its  various  movements,  as  by  this 
arrangement  the  greater  part  of  the  femoral  head  is  kept  in  its  socket.  It 
also  allows  of  greater  contact  between  the  head  of  the  femur  and  the  ace¬ 
tabulum  during  progression,  and  gives  room  for  the  big  bony  process, 
the  trochanter  major,  by  means  of  which  greater  length  of  leverage  is 
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given  to  the  rotator  muscles  which  are  attached  to  it.  Were  it  not  for 
this  angle,  the  important  rotatory  movements  of  the  joint  would  be  con¬ 
siderably  hampered,  and  the  space  necessary  on  the  inner  side  of  the  femur 
for  the  strong  adductors  would  be  much  diminished. 


THE  HACK  OF  THE  LEG. 

Surface  Markings. — The  bong  prominences  of  the  leg  are  formed  bv 
the  tibia  and  fibula.  The  former  bone  is  on  the  inner  side,  is  subcuta¬ 
neous  on  that  side,  and  is  limited  in  front  and  behind  by  sharpish  borders. 
At  its  upper  and  anterior  part  is  a  prominent  tubercle  into  which  is  in¬ 
serted  the  anterior  ligament  of  the  knee,  or  ligamentum  patellae.  Above  this 
may  be  felt  the  outer  and  inner  tuberosities  of  the  head  of  the  tibia,  and 
a  tubercle  on  the  outer  side  of  the  tibia!  head.  Below,  this  bone  ends  on 
the  inner  side  of  the  ankle,  in  the  projection  called  the  internal  malleolus. 
On  the  outer  side  of  the  leg,  at  its  upper  half,  the  fibula  is  covered  by  the 
peronei  muscles,  but  is  subcutaneous  in  the  lower  half,  where  it  can  easily 
be  felt.  It  lies  on  the  outer  and  back  part  of  the  tibia,  nearly  on  a  level 
with  its  anterior  tubercle.  Just  below  the  outer  side  of  the  knee  the  head 
of  the  fibula  may  readily  be  felt,  and  its  lower  end  forms  the  projection 
called  the  4  external  malleolus,’  which  is  on  a  lower  level  than  the  inner. 
If  the  foot  be  extended,  the  head  of  the  astragalus  may  be  felt  below  the 
tibia. 

The  muscular  markings  are  the  prominence  of  the  calf  which  is 
formed  by  the  gastrocnemius  and  soleus.  The  conjoined  tendons  of  these 
muscles  form  the  tendo-Achillis,  which  can  easily  be  seen  and  felt  along 
nearly  the  lower  half  of  the  leg  as  far  as  the  os  calcis.  Between  the  inner 
border  of  the  tendon  and  the  inner  edge  of  the  tibia,  but  rather  nearer  the 
former,  is  situated  the  lower  part  of  the  posterior  tibial  artery.  In  front 
and  to  the  outer  side  between  the  bones  of  the  leg  will  be  felt  the  extensor 
muscles  of  the  toes,  and  flexors  of  the  foot.  Between  these,  lying  deeply, 
are  the  anterior  tibial  vessels  and  nerve.  A  line  from  the  inner  side  of 
the  head  of  the  fibula  to  the  middle  of  the  ankle  will  indicate  the  position 
of  the  anterior  tibial  artery  ;  whereas,  on  the  back  of  the  limb  a  line  from 
about  the  middle  of  the  upper  part  of  the  calf  to  the  mid-space  between 
the  inner  malleolus  and  tendo-Achillis,  will  indicate  the  position  of  the 
posterior  tibial  artery. 

The  Foot. — The  surface  markings  on  the  foot  are  the  following.  Be¬ 
hind  is  the  tuberosity  of  the  os  calcis,  and  about  an  inch  in  front  of  the 
internal  malleolus  is  the  tubercle  of  the  scaphoid;  and  about  an  inch  and 
a  half  in  front  of  this  is  a  slight  depression,  which  corresponds  to  the 
articulation  between  the  internal  cuneiform  and  the  metatarsal  bone  of 
the  great  toe.  About  an  inch  below  the  apex  of  the  internal  malleolus  is 
the  projection  of  the  sustentaculum  tali  of  the  os  calcis;  and  beneath  the 
met atarso- phalangeal  articulation  may  be  felt  the  sesamoid  bones  of  the 
great  toe.  On  the  outer  border  of  the  foot  the  student  should  feel  the 
external  tuberosity  of  the  os  calcis,  the  peroneal  tubercle  ot  the  same  bone 
an  inch  below  the  apex  of  the  outer  malleolus,  and  about  the  centre  of 
this  border  the  tarsal  end  of  the  fifth  metatarsal  bone  can  clearly  be  dis- 
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tinguished.  I o  ascertain  the  position  of  the  dorsal  artery  of  the  foot,  a 
line  may  be  drawn  from  the  centre  of  the  ankle  to  the  interval  between 
the  first  and  second  metatarsal  bones. 

In  the  sole  the  student  may  feel  the  central  strongest  piece  of  the 


yimiwji,  ne  nmo  being  placed  on  its  front,  let  the  foot  hangover 
he  side  of  the  table,  and  put  the  calf  muscles  on  the  stretch  by  fastening 
6  t00t  1,1  the  fiexe(1  position  ;  make  an  incision  along  the  middle  of  the 


HUM.  IX  MORPIIOLOdY. 


4(i_> 


leg  from  the  popliteal  region  to  the  lower  border  of  theosealcis;  reflect 
the  skin  as  far  as  the  outer  border  of  the  fibula  and  the  inner  of  the  tibia. 
In  the  subcutaneous  fat  will  be  found,  on  the  inner  side  and  close  to  the 
tibia,  some  branches  of  the  internal  cutaneous  nerve  near  the  knee, 
and  the  internal  saphenous  vein  and  nerve  passing  down  in  front  of 
tin1  inner  malleolus.  In  the  middle  of  the  leg  is  the  external  saphenous 
vein,  accompanied  by  the  termination  of  the  small  sciatic  nerve  above  the 
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I'm,  3  jit  —  Lymphatics  of  tiih  back  of  tuf,  lf.o  a  no  solk.  Right  sinti. 

A  window  lms  been  cut  in  the  popliteal  space  to  show  the  Junction  o  the  superficial  with  the  deep  nt  the 
popliteal  glands.  The  external  saphena  vein  is  shown. 


middle  of  the  leg,  and  the  external  saphenous  nerve  below.  Externally, 
in  the  upper  third  will  be  found  some  twigs  of  the  external  popliteal 


nerve. 


Superficial  Vessels  and  Nerves.— The  internal  saphenous  vein  begins 
in  an  arch  on  the  dorsum  of  the'  foot,  passes  in  front  of  the  inner  malleolus, 
’  behind  the  inner  border  of  the  tibia,  and  reaches  the  thigh  behind 
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the  internal  condyle.  It  receives  several  superficial  veins  and  deep 
branches  from  the  tibia!  veins.  The  valves  in  it  vary  from  two  to  six,  and 
are  more  numerous  in  the  thigh  than  in  the  leg.  In  the  foot  it  communi¬ 
cates  with  the  internal  plantar;  in  the  leg  with  the  anterior  tibial  veins, 
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l*io.  344.  Branches  of  ntairr  external  and  internal  saphenous  nerves. 

Some  cutaneous  veins  are  shown.  The  internal  saphena  vein  is  seen  with  the  nerve. 
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and  with  the  posterior  tibial  by  branches  which  pierce  the  tibial  origin  of 
the  soleus. 

The  External  Saphenous  vein  commences  in  an  arch  at  the  outer  side  of 
the  dorsum  of  the  foot,  and  passes  below  and  behind  the  external  malleolus 
and  along  the  outer  border  of  t lie  leg.  It  then  runs  along  the  back  of  the 
leg  to  the  tendo-Achillis,  which  it  crosses  at  a  right  angle,  to  gain  the 
mid-line  of  the  posterior  part  of  the  leg,  and  in  the  lower  part  of  the 
popliteal  space  it  pierces  the  deep  fascia  to  end  in  the  popliteal  vein.  Be¬ 
tween  the  heads  of  the  gastrocnemius  it  receives  numerous  large  branches, 
also  some  about  the  heel,  and  others  on  the  back  of  the  leg.  It  is  joined 
by  the  internal  saphenous  vein,  and  communicates  with  the  dee])  veins  on 
the  dorsum  of  the  foot,  and  with  those  behind  the  outer  malleolus.  It 
has  usually  only  two  valves,  of  which  one  is  constant,  and  is  near  its  termina¬ 
tion  in  the  popliteal  vein.  Cutaneous  arteries  from  muscular  branches  of 
the  posterior  tibial,  and  peroneal,  accompany  the  superficial  veins  and 
nerves. 

The  superficial  lymphatics  commence  in  plexuses  from  the  toes,  sole, 
heel,  and  sides  of  the  foot,  and  join  lymphatic  trunks  which  run  parallel 
with  the  external  saphena  vein.  The  outer  and  inner  ones  course  along 
the  thigh  to  the  inguinal  glands,  but  several  of  the  middle  set  pierce  the 
deep  fascia  to  empty  themselves  into  the  popliteal  glands. 

Cutaneous  Nerves. — These  are  continuations  of  branches  which  have 
partly  been  examined,  viz.  the  small  sciatic  branches  of  the  internal  and 
external  cutaneous,  filaments  of  the  anterior  crural,  the  internal  and  ex¬ 
ternal  saphenous  nerves,  and  cutaneous  filaments  of  the  external  popliteal. 

The  internal  or  long  saphenous  nerve  accompanies  the  internal  saphe¬ 
nous  vein,  passing  behind  the  inner  border  of  the  tibia,  and  at  the  lower 
third  of  the  leg  it  divides  into  two  branches,  the  posterior  of  which  runs 
along  the  tibial  margin  ending  at  the  inner  ankle.  The  anterior  branch 
passes  in  front  to  the  ankle  and  supplies  the  skin  along  the  inner  side  of 
the  foot  as  far  as  below  the  great  toe.  Lateral  cutaneous  offsets  are 
given  off  from  this  nerve  in  the  leg,  the  outer  of  which  pass  to  the  anterior 
aspect  of  the  tibia  and  join  the  internal  cutaneous. 

The  external  or  short  saphenous  nerve  is  usually  a  branch  of  the  in¬ 
ternal  popliteal,  and  descends  between  the  heads  of  the  gastrocnemius 
along  the  back  of  the  leg,  and  pierces  the  deep  fascia  about  its  middle. 
It  accompanies  the  external  saphenous  vein  behind  and  below  the  external 
malleolus,  supplying  the  outer  side  of  the  foot  and  of  the  little  toe.  Just 
after  piercing  the  deep  fascia  it  receives  a  communicating  branch  (com- 
municans  peronei  vel  fihularis )  from  the  external  popliteal.  At  the 
outer  side  of  the  tendo-Achillis,  near  the  heel,  it  gives  long  and  large 
filaments  to  the  integuments  and  is  joined  to  the  small  sciatic,  and  on  the 
dorsum  of  the  foot  it  communicates  with  the  musculo-cutaneous  nerve. 

Cutaneous  Branches  of  the  External  Popliteal. — These  are  usually 
two  or  three,  and  supply  the  skin  of  the  back  and  outer  side  of  the  leg  to 
a  little  below  its  middle.  One  branch,  larger  than  the  others  (the  com - 
municating  peroneal),  is  given  off  near  the  head  of  the  fibula,  crosses  the 
external  head  of  the  gastrocnemius,  and  joins  the  external  saphenous  just 
after  that  nerve  pierces  the  deep  fascia.  Occasionally  this  nerve  is  sepa¬ 
rate  as  far  as  the  heel.  One  or  two  filaments  of  the  external  popliteal 
supply  the  skin  of  the -front  and  outer  side  of  the  leg  in  its  upper  half. 
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The  small  sciatic  • nerve  pierces  the  deep  fascia  at  the  lower  part  of 
the  popliteal  space,  and  accompanies  the  external  saphenous  vein  below 
the  middle  of  the  leg,  where  it  communicates  with  the  external  saphenous 
nerve. 

Branches  of  the  Internal  Cutaneous. — The  inner  branch  of  this  nerve 


a.  Pop1,  space,  b.  Ext1,  malleolus,  c.  Os  caleis.  4.  Semimemb8.  7,  8.  Gastroc8.  1).  Plantaris. 

15  15.  Flex.  long.  hall.  1G.  Tendo-Aohillis. 

passes  down  on  the  inner  side  of  the  leg  as  far  as  its  middle,  lying  behind 
the  internal  saphenous  nerve  with  which  it  communicates. 

Dissection. — Remove  the  superficial  fatty  layer  and  reflect  the  vessels 
and  nerves,  the  deep  fascia  will  then  be  exposed. 

The  deep  fascia  at  the  hack  of  the  leg  invests  the  muscles,  and  on 
the  outer  side  gives  off  two  strong  intermuscular  septa  which  enclose  the 
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peronei  and  separate  them  from  the  muscles  on  the  anterior  and  posterior 
tibial  regions,  and  after  giving  several  smaller  processes  which  enclose  the 
muscles  individually,  gives  off  a  broad  transverse  intermuscular  septum 
which  separates  the  superficial  from  the  deep  muscles.  Laterally  it  is 
continued  to  the  posterior  margins  of  the  tibia  and  fibula.  Above,  over 
the  popliteus,  it  is  strong  and  receives  the  expansion  from  the  semi-mem- 
branosus.  In  the  middle  of  the  leg  it  is  thinner,  but  behind  the  internal 
malleolus  it  is  much  thickened  and  covers  the  tendons  of  the  tibialis 
posticus,  flexor  longus  hallucis  and  flexor  longus  digitorum,  enclosing  them 
in  osseo-fibrous  sheaths  between  the  heel  and  ankle.  It  also  covers  the 
posterior  tibial  vessels  and  nerve,  and  blends  with  the  internal  annular 


Fig.  34G.— Muscles  of  right  thigh  and  leg.  External  view. 


ligament.  This  deep  fascia  is  pierced  by  the  cutaneous  nerves  and  veins, 
which  pass  through  it  from  the  deep  to  the  superficial  vessels,  lteflect  this 
fascia  by  an  incision  along  the  centre  of  the  leg,  and  put  on  the  stretch 
the  fibres  of  the  gastrocnemius,  which  is  to  be  cleaned. 

Superficial  Muscles. — These  are  the  gastrocnemius,  soleus,  and 
plantaris.  The  last-named  is  very  small,  having  a  very  long  tendon;  the 
other  two  are  large  and  fleshy,  and  end  in  a  tendon  common  to  both,  the 
tendo-A  chillis. 

The  Gastrocnemius  is  the  most  superficial  muscle,  and  arises  by  two 
heads,  the  inner  of  which  is  the  larger,  through  two  flat  strong  tendons 
from  the  back  and  upper  part  of  the  condyles.  The  inner  layer  and  more 
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posterior  head  arises  from  a  depression  at  the  upper  and  back  part  of  the 
inner  condyle,  behind  the  insertion  of  the  abductor  inagnus  tendon,  and 
by  f|eshy  fibres  from  the  lower  part  of  the  inner  bifurcation  of  the  linea 
aspera.  '  The  outer  head  arises  from  the  upper  and  outer  part  of  the 
external  condyle,  above  the  attachment  of  the  popliteus.  This  muscle  is 
tendinous  along  the  middle.  Each  tendon  expands  into  an  aponeurosis 
which  covers  the  posterior  surface  of  that  part  of  the  muscle  pertaining  to 
it.  The  aponeurosis  covering  the  inner  head  is  longer  and  thicker  than 


Fig.  347. — Superficial  dissection  of  outer  side  of  left  knee. 


that  investing  the  outer.  Muscular  fibres  arise  from  the  anterior  surface 
of  these  expansions.  The  fibres  in  the  mid-line,  corresponding  to  the 
portions  of  muscle  arising  from  the  bifurcations  of  the  linea  aspera,  unite 
along  a  median,  thin  aponeurosis,  below.  The  remaining  fibres  converge 
to  the  posterior  aspect  of  an  aponeurosis  which  extends  on  the  front  of  the 
muscle, and  this,  gradually  protracting,  joins  with  the  tendon  of  the  soleus, 
forming  the  tendo-Achillis ,  which  will  be  presently  dissected. 

Relations. — Superficially  with  the  deep  fascia  of  the  leg  which  sepa- 
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rates  it  from  the  cutaneous  vessels  and  nerves  ;  deeply  with  the  soleus, 
popliteus,  plantaris,  popliteal  vessels,  internal  popliteal  nerve,  and  posterior 
ligament  of  the  knee.  The  heads  of  this  muscle  help  to  form  the  lateral 
boundaries  of  the  popliteal  space  helow  the  knee.  The  fleshy  inner  head 
descends  lower  than  the  outer.  Underneath  it  is  a  synovial  bursa  which 
sometimes  communicates  with  the  knee  joint.  The  tendon  of  the  outer 


ft.  Patella. 

b.  Tibial  tubercle. 

c.  Crest  of  tibia. 

d.  Heel. 

1.  Vast.  iut. 

2  2'.  Sartorius. 

3.  Gracilis. 

4  4'.  Semiteinl. 

5.  Semimemb. 

G.  Gastroc. 

7.  Soleus. 

8.  Tend.-Acliillis. 

8'.  Tendon  of  plantaris. 
0.  Tendon  of  tib.  post. 

10.  Flex.  com.  dig. 

11.  Flex.  long,  hallucis. 
12  12'.  Tib.  ant. 

13.  Abd.  hall. 


Fig.  318. — Inner  view  of  superficial  muscles  of  right  leg.  One-fifth. 


head  contains  a  sesamoid  fibro-cartilage,  which  rarely  becomes  bony,  and 
sometimes  one  is  found  in  the  tendon  of  the  inner  head. 

Actions. —  It  extends  the  ankle  pointing  the  toes,  and  it  the  feet  be  on 
the  ground  it  can  raise  the  ns  caleis,  and  the  body  weight,  as  in  walking, 
running,  or  standing  upon  the  toes.  Acting  from  below  it  Hexes  the  knee 
joint,  being  assisted  by  the  pop! ileus. 
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Nerve. — It  is  supplied  by  the  internal  popliteal. 

Varieties. — This  muscle  is  sometimes  joined  by  a  band  of  muscular 
fibres,  which  takes  origin  separately  from  the  femur  above  one  of  t  he 
condyles — this  has  been  seen  to  pass  in  some  cases  between  the  artery 
and  vein. 

Dissection. — Divide  the  gastrocnemius  near  its  origin,  and  the  vessels 
and  nerves  to  it ;  retlect  it,  and  clean  the  following  muscles. 

The  Plantaris  is  very  small,  is  placed  between  the  gastrocnemius  and 
soleus,  and  is  noteworthy  in  having  the  longest  tendon  in  the  body.  If 
this  be  stretched  laterally,  it  assumes  the  appearance  of  a  ribbon.  It,  has  a 
fusiform  belly  about  two  inches  in  length  and  three  quarters  of  an  inch 
wide,  and  arises  from  the  lower  part  of  the  outer  bifurcation  of  the  linea 
aspera  and  from  the  ligamentuin  posticurn  Winslowii.  Its  slender  tendon 
passes  obliquely  between  the  two  calf  muscles  to  the  inner  border  of  the 
tendo-Achillis,  and  is  inserted  with  it  into  the  posterior  part  of  the  os 
calcis,  or  into  the  fascia  of  the  leg,  or  into  the  internal  annular  ligament. 

Varieties. — It  is  often  absent,  and  occasionally  is  double.  In  man  it 
is  rudimentary,  but  in  some  of  the  lower  animals  it  exists  as  a  large 
muscle  and  is  inserted  into  the  plantar  fascia,  of  which  it  is  a  tensor,  or 
passes  forward  deeply  in  the  sole  as  a  part  of  the  toe  flexors.  It  may  be 
imbedded  in  the  tendo-Achillis. 

Action. — It  assists  the  gastrocnemius  to  extend  the  foot  if  it  be  not 
fixed,  and  to  flex  the  knee  if  the  foot  be  fixed. 

Nerve. — The  internal  popliteal. 

Soleus. — The  Soleus  is  a  large  flat  muscle,  and  has  been  named  from 
its  supposed  resemblance  to  a  sole  fish.  It  arises  by  tendinous  fibres 
from  the  back  of  the  head  of  the  fibula,  and  the  upper  half  or  third  of  the 
posterior  and  internal  surfaces  of  its  shaft ;  from  the  oblique  line  of  the 
tibia  and  from  the  middle  third  of  its  internal  border.  Some  fibres  also 
come  from  the  tendinous  arch  which  passes  between  the  tibia]  and  fibular 
origins  of  the  muscle,  and  beneath  this  the  posterior  tibial  vessels  and 
nerves  pass.  The  fibres  pass  back  to  an  aponeurosis  on  the  posterior 
surface  of  the  muscle,  and  this  becoming  thicker  and  narrower,  joins  the 
tendon  of  the  gastrocnemius  to  form  the  tendo-Ach  illis.  The  tibial  origin 
of  this  muscle  is  pierced  by  veins  from  the  posterior  tibial  passing  to  the 
internal  saphenous. 

Relations. — Superficially  with  the  gastrocnemius  and  plantaris,  deeply 
with  the  deep  muscular  layer  and  posterior  tibial  vessels  and  nerve,  from 
which  it  is  separated  by  the  deep  intermuscular  fascia  of  the  leg. 

The  Tendo-Achillis  is  the  common  tendon  of  the  gastrocnemius  and 
soleus,  and  is  the  strongest  and  thickest  tendon  in  the  body.  It  is  about 
six  inches  long  and  about  three  wide  at  its  upper  part.  It  begins  about 
the  middle  of  the  leg,  being  formed  by  the  union  of  the  aponeuroses  of 
the  two  preceding  muscles.  It  receives  fleshy  fibres  on  its  anterior  surface 
nearly  to  the  lower  end.  It  is  narrowest  about  an  inch  and  a  half  above  its 
insertion  and  expands  a,  lit  lie  before  it  is  inserted  into  the  lower  half  <>l 
the  posterior  tuberosity  of  the  os  calcis,  having  a  bursa  between  it  and 
the  upper  part  of  the  tuberosity. 

Relal  ions. —  Superficial  to  the  tendon  are  the  skin  and  fa  scire,  deeply , 
it  is  separated  from  the  tendons  of  the  deeper  muscles  and  vessels  by  a 
considerable  interval,  which  contains  vascular,  areolar,  and  fat  tv  tissue. 
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Along  its  inner  harder  is  the  tendon  of  the  plantaris,  and  along  its  outer 
are  the  external  saphenous  vein  and  nerve  which  are  superficial  to  it. 
The  fleshy  part  of  the  muscle  has  the  plantaris,  gastrocnemius,  fasciae,  and 
skin  behind  it,  and  in  front  of  it  are  the  flexor  longus  hallucis,  flexor 
longus  digitorum,  tibialis  posticus,  and  posterior  tibial  vessels  and  nerve, 
which  latter  are  separated  from  it  by  the  deep  transverse  aponeurosis. 

Action. — The  soleus  extends  the  ankle  pointing  the  toes,  and  if  the 
latter  rests  on  the  ground  it  can  raise  the  heel.  The  tendon  is  sometimes 
ruptured  in  sudden  powerful  contractions  of  both  muscles.  Acting  from 


Fig.  349. — Du  up  dissection  of  outer  side  of  left  knee. 

below,  it  steadies  the  leg  upon  the  foot,  and  prevents  the  body  from  falling 
forwards.  ( >n  rising  from  stooping,  it  will  draw  back  the  bones  of  the  leg 
into  a  vertical  position  over  the  foot. 

Nerve. — The  internal  popliteal. 

Varieties. — An  accessory  portion  is  sometimes  found  in  connection 
with  its  inner  and  lower  part;  this  sometimes  has  a  tendon  which  is  sepa¬ 
rate]  v  inserted  into  the  os  calcis,  but  generally  it  is  attached  to  the  inner 
side  of  the  tendo-Achillis. 
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Dissection. — Separate  the  soleus  from  the  bones  of  the  leg,  divide  Ihe 
vessels  and  nerves  entering  it,  and  be  careful  of  the  thin  transverse  layer 
of  fascia  separating  the  superficial  from  the  deep  muscles.  Reflect  or  re¬ 
move  the  superficial  muscles,  and  examine  the  bursa  in  front  of  the 
tendo-Achillis  at  its  insertion  into  the  oscalcis.  Clean  the  internal  annu¬ 
lar  ligament,  looking  for  the  plantar  cutaneous  nerve  which  pierces  it. 

The  Deep  Intermuscular  Fascia  or  Septum. — This  layer  is  attached 
to  the  posterior  margins  of  the  tibia  and  fibula,  and  binds  down  the  deep 
muscular  layer.  Over  the  popliteus  it  is  thick,  and  receives  an  expansion 
from  the  semimembranosus,  but  beneath  the  soleus  it  is  indistinct  and 
thin.  Near  the  inner  malleolus  where  it  covers  the  tendons  and  vessels, 
it  is  much  stronger  and  has  some  transverse  fibres.  Between  the  heel  and 
inner  ankle  it  blends  with  the  internal  annular  ligament. 

Dissection. — Reflect  this  fascia  by  a  longitudinal  incision,  clean  the  pos¬ 
terior  tibial  vessels  and  nerve  and  the  three  deep  muscles,  and  after  having 
made  out  the  attachments  of  the  latter,  throw  outwards  and  partly  divide 
the  flexor  longus  pollicis  to  trace  the  peroneal  artery  in  its  substance  and 
to  follow  out  its  branches. 

Deep  Muscles. — These  are  the  popliteus,  crossing  the  bones  close  to 
the  knee  joint,  the  flexor  longus  digitorum  on  the  tibial  side,  and  on  the 
fibular  the  flexor  longus  pollicis.  The  tibialis  posticus  is  partially  con¬ 
cealed  by  an  aponeurosis  which  gives  origin  to  the  two  flexors.  It  lies 
between  the  other  two  on  the  interosseous  membrane.  The  three  last- 
named  muscles  pass  into  the  sole,  and  are  there  tendinous,  as  also  are 
they  beneath  the  malleolus. 

The  Popliteus  is  a  triangular,  flat,  thin  muscle,  covered  by  a  tendinous 
expansion  from  the  semimembranosus.  It  arises  within  the  capsule  of 
the  knee  by  a  strong  flat  tendon  an  inch  long  from  the  anterior  part  of  a 
deepish  depression  on  the  outer  side  of  the  external  condyle,  and  outside 
the  capsule  some  fleshy  fibres  arise  from  the  posterior  ligament  of  the 
knee.  The  tendon  pierces  the  capsule  and  ends  in  the  fleshy  part  of  the 
muscle,  which  is  inserted  into  the  inner  two-thirds  of  the  triangular  surface 
above  the  oblique  line  on  the  posterior  aspect  of  the  tibial  shaft,  and  into 
the  expansion  covering  the  muscle. 

Relations. — Superficial  to  it  ai’e  the  poplii  eal  vessels  and  internal  popli¬ 
teal  nerve,  gastrocnemius,  and  plantaris.  Its  deep  surface  is  in  relation  with 
the  back  of  the  upper  part  of  the  tibia  and  the  superior  tibio-fibular  joint. 
Along  its  'upper  border  are  the  internal  inferior  articular  vessels  and  nerves, 
and  its  lower  border  is  contiguous  to  the  tibial  and  fibular  origins  of  the 
soleus.  In  dissecting  the  knee  its  tendon  of  origin  will  be  seen,  and  it  will 
be  noticed  that  it  is  in  relation  externally  with  the  external  lateral  ligament 
and  tendon  of  the  biceps,  and  internally  with  the  outer  surface  of  the  ex¬ 
ternal  semilunar  cartilage,  and  is  surrounded  by  the  synovial  membrane 
of  the  knee. 

Action. —  It  assists  in  flexing  the  knee,  and  if  the  leg  be  flexed  it  can 
rotate  the  tibia  inwards;  the  latter  being  fixed  it  will  support  and 
strengthen  the  knee  on  its  outer  side,  and  may  slightly  rotate  the  femur 
out.  Theile  thinks  it  retracts  the  external  semilunar  fibro-cartilage. 

Nerve. — The  internal  popliteal  nerve. 

Varieties. — An  accessory  popliteus  has,  though  very  rarely,  been  ob¬ 
served. 
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The  Flexor  Longus  Digitorum,  or  perforans,  is  on  the  tibial  side  of 
the  leg,  and  arises  by  a  pointed  process  from  the  posterior  surface  of  the 
tibia  just  below  the  soleal  attachments,  immediately  below  the  oblique 
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Fin.  lino.  Dump  bay  kb  ok  muscles  at  back  of  left  leg. 

line  to  within  three  inches  of  its  lower  end.  The  origin  of  this  muscle 
from  the  tibia  is  internal  to  that  of  the  tibialis  posticus.  Some  fibres  also 
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arise  from  the  intermuscular  septum,  and  from  the  aponeurosis  over  the 
tibialis  posticus.  The  fleshy  fibres  end  in  a  strong  tendon  which  occupies 
nearly  the  whole  length  of  the  posterior  aspect  of  the  muscle.  This 
tendon  passes  behind  the  internal  malleolus  in  a  groove  on  the  posterior 
aspect  of  the  tibia  which  is  common  to  it  and  the  tibialis  posticus,  but  is 
separated  from  the  latter  muscle  by  a  septum,  the  tendon  of  each  being 
lodged  in  a  special  sheath  and  lined  by  a.  distinct  synovial  membrane. 
Beneath  the  internal  annular  ligament,  and  in  the  groove,  its  tendon  is 
superficial  to  that  of  the  tibialis,  but  in  the  lower  fourth  of  the  leg  this 
muscle  crosses  in  front  of  it.  The  tendon  then  passes  forwards  and  out¬ 
wards,  beneath  the  os  calcis  into  the  sole,  where  it  crosses  beneath  the 
tendon  of  the  flexor  longus  pollicis,  being  connected  to  it  by  a  strong  ten¬ 
dinous  slip.  It  then  expands,  and  is  joined  on  its  outer  side  by  (he  flexor 
accessorius  about  the  middle  of  the  sole*.  It  finally  divides  into  four 
tendons  which  are  inserted  into  the  bases  of  the  last  phalanges  of  the 
four  outer  or  lesser  toes  on  their  plantar  aspect.  Each  tendon  passing 
through  a  slit  in  the  corresponding  tendon  of  the  flexor  brevis  digitoruin 
opposite  the  middle  of  the  first  phalanges.  The  lumbricales  muscles  arise 
from  and  are  accessory  to  them  in  the  sole.  The  insertion  of  this  muscle 
cannot  now  be  seen. 

Relations. — Superficially  with  the  soleus,  the  deep  fascia,  and  the 
posterior  tibial  vessels  and  nerves.  Deeply  with  the  tibia  and  tibialis  pos¬ 
ticus.  Its  relations  in  the  sole  of  the  foot  will  be  seen  when  that  is  dis¬ 
sected. 

Actions. — It  flexes  the  distal  phalangeal  joints  of  the  four  lesser  toes, 
and  then  extends  the  foot,  and  assists  the  gastrocnemius  and  soleus  in 
extending  the  foot  in  walking,  or  in  standing  on  the  toes.  Were  it  not 
for  the  insertion  of  the  flexor  accessorius  into  the  outer  side  of  its  tendon 
in  the  sole,  it  would  in  consequence  of  its  oblique  direction  draw  the  toes 
inwards ;  but  acting  with  the  flexor  accessorius,  it  draws  the  toes  to  the 
mid-line  of  the  foot.  Acting  from  below  it  steadies  the  tibia  and  fibula 
upon  the  ankle.  It  also  helps  to  raise  the  heel  in  walking,  and  its  tendon 
can,  jointly  with  this  and  the  other  two  muscles,  strengthen  the  tarsal 
arch  on  its  inner  and  under  aspects. 

Nerve. — The  posterior  tibial. 

Varieties. — A  second  head  of  origin  is  not  infrequent,  and  this  may 
come  from  the  outer  tuberosity  of  the  tibia,  from  the  fibula,  or  from  the 
dee})  fascia,  and  Otto  has  seen  this  extra  piece  joining  and  even  replacing 
the  flexor  accessorius  in  the  sole.  A  slip  from  the  posterior  aspect  of  the 
tibia  (flexor  digiti  sec  midi  proprius)  may  pass  to  the  second  toe,  and 
there  may  be  an  additional  slip  from  the  tibialis  anticus  to  join  the  flexor 
digitorum  at  the  ankle.  A  small  supernumerary  muscle  arising  from  the 
inferior  part  of  the  back  of  the  tibia  and  running  in  the  sheath  of  the  long 
flexor  of  the  toes  to  the  posterior  or  inner  ligament  of  the  ankle  (tensor 
capmli  tibio-tarsalis ),  may  exist.  (Gies,  ‘  Arehiv  fur  Anatie.,’  1868). 

The  Flexor  Longus  Hallucis,  or  Pollicis  Pedis,  is  placed  on  flit'  fibular  side 
of  the  leg,  and  is  the  largest,  strongest,  and  most  superficial  of  these 
muscles.  It  arises  below  the  soleus  from  about  the  lower  two-thirds  of 
the  posterior  and  internal  surface  of  the  shaft  of  the  fibula  to  within  an 
inch  of  its  lower  end,  from  the  intermuscular  septum  between  it  and  the 
peronei,  from  the  fascia  over  the  tibialis  posticus,  and  from  the  lower  part 
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of  the  interosseous  membrane.  Its  fibres  run  obliquely  down  and  back,  and 
end  around  a  tendon  which  occupies  the  lower  half  of  the  posterior  surface 
of  the  muscle.  The  tendon  passes  through  a  separate  groove  on  the  pos¬ 
terior  surface  of  the  tibia,  external  to  the  tendons  of  the  tibialis  posticus 
and  flexor  longus  digitorum,  being  near  the  tendo-Achillis.  It  then  enters 
another  groove  on  the  posterior  surface  of  the  astragalus,  and  finally  runs 
along  a  third  groove  beneath  the  lesser  process  of  the  os  calcis,  nearest  its 
base,  into  the  sole  of  the  foot  ;  it  then  passes  between  the  two  heads  of 


To  show  relations  of  tendons. 


the  flexor  brevis  pollicis,  and  is  inserted  into  the  base  of  the  last  phalanx 
of  the  great  toe  on  its  plantar  aspect.  In  the  sole  it  crosses  above  the 
tendon  of  the  flexor  longns  digitorum,  being  connected  to  it  by  a  strong 
tendinous  slip.  The  astragaloid  and  calcanean  grooves  for  this  tendon  are 
converted  into  distinct  canals  by  tendinous  fibres.  These  canals  are  lined 
by  synovial  membrane. 

delations. _ Superficially  it  is  separated  from  (he  soleus  by  the  deep 

fascia,  and  from  the  tendo-Achillis  by  the  deep  fascia  and  some  vascular 
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areolar  tissue.  Its  deep  surface  is  in  relation  to  the  peroneal  vessels,  the 
tibia,  and  fibula,  the  lower  part  of  the  interosseous  membrane,  and  the  back 
of  the  ankle  joint.  On  its  inner  side  are  the  posterior  tibial  vessels  and 
nerve,  the  tibialis  posticus,  and  flexor  longus  digitorum  ;  and  on  its  outer 
side  are  the  peronei,  separated  by  the  intermuscular  septum. 

Actions. — It  bends  the  distal  phalanx  of  the  great  toe  and  then  ex¬ 
tends  the  ankle.  It  assists  the  flexor  longus  digitorum  and  gastrocnemius 
and  soleus  in  extending  the  foot  in  walking  or  standing  on  the  toes.  If 
the  foot  be  on  the  ground  it  will  aid  the  flexor  longus  digitorum  in  raising 
the  heel  in  walking,  and  will  assist  them  mostly  in  moving  back  the  bones 
of  the  leg  when  rising  from  a  stooping  posture ;  it  also  helps  to  steady 
the  tibia  and  fibula  on  the  ankle  joint. 

Nerve. — The  posterior  tibial. 

Varieties. — Its  peculiarities  are  few,  but  the  manner  of  its  union  with 
the  tendon  of  the  longus  digitorum  is  very  variable,  so  that  Professor 
Turner  thinks  that  no  two  subjects  are  alike  in  this  respect.  In  nearly 
all  cases  the  slip  of  junction  comes  from  the  flexor  hallucis,  but  in  one-sixth 
of  the  subjects  the  digitorum  sends  a  slip  to  the  pollicis.  The  slip  from 
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Fig.  352. — Diagram  of  the  synovial  sheaths  of  the  tendons  on  the  inner 

SIDE  OF  EIGHT  FOOT. 

the  hallucis  generally  is  inserted  into  the  second  and  third  toes,  but  it 
may  go  to  all  four  toes,  or  to  the  second  only. 

Macalister  has  described  a  small  peroneo-calcaneus  interims  as 
being  probably  homotypical  with  the  pronator  quadratus.  It  arises  be¬ 
hind  the  external  malleolus  from  an  oblique  line  on  the  back  of  the  fibula, 
and  passes  over  the  sustentaculum  tali  in  the  same  groove  with  the  flexor 
hallucis,  to  be  inserted  into  a  tubercle  of  the  os  calcis  (Macalister,  ‘  Mus¬ 
cular  Anomalies,’  p.  125). 

The  Tibialis  Posticus  is  the  most  deeply  placed  of  these  muscles,  and 
lies  between  them.  It  arises  by  two  pointed  processes  between  which 
the  anterior  tibial  artery  passes  to  the  front  of  the  leg.  Its  origin  differs 
from  the  other  two  muscles,  as  it  arises  from  both  bones.  Its  tibial  origin 
is  from  the  posterior  surface  of  the  shaft,  external  to  the  flexor  digitorum, 
and  between  the  upper  part  of  the  oblique  line  and  the  middle  of  the  external 
border  of  the  bone.  Its  fibular  attachment  is  from  the  upper  two-thirds 
of  the  inner  surface  of  the  shaft  of  the  fibula.  It  also  arises  from  nearly 
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about  an  inch  below,  from  the  aponeurosis  which  is  superficial  to  it, 
and  from  the  intermuscular  septum.  In  the  lower  fourth  of  the  leg  it 
passes  in  front  of  the  flexor  digitorum  and  ends  in  the  tendon  which 
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The  articular  and  sural  are  shown  in  the  popliteal  space. 


enters  the  innermost  groove  behind  the  malleolus,  being  separated  from 
(he  flexor  digitorum  by  a  septum.  Its  tendon  then  occupies  another 
sheath  over  the  internal  lateral  ligament  and  beneath  the  ealeaneo-seaphoid 
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articulation,  and  expands  to  be  Inserted  into  the  tuberosity  of  the  scaphoid 
and  internal  cuneiform  bones.  A  sesamoid  bone  is  found  near  its  inser¬ 
tion,  and  its  tendon  gives  off  expansions,  the  'posterior  of  which  is  inserted 
into  the  sustentaculum  tali  of  the  os  calcis,  the  external  into  the  middle 
and  external  cuneiform  bones  and  cuboid,  and  the  anterior  to  the  bases 
of  the  second,  third,  and  fourth  of  the  metatarsal  bones ;  in  fact,  to  all 
the  tarsal  bones  except  the  astragalus  and  scaphoid. 

Relations. — Superficially,  the  posterior  tibial  vessels  and  nerves,  and 
the  peroneal  vessels,  from  which  it  is  separated  by  the  deep  fascia ;  the 
soleus  and  flexor  digitorum  are  also  above  it.  Deeply  it  is  in  relation  with 
the  interosseous  ligament,  tibia,  fibula,  and  ankle  joint ;  and  at  the  back 
of  the  malleolus  it  is  between  the  tibia  and  the  long  flexor  of  the  toes. 

Actions. — It  extends  the  ankle  joint  and  acting  with  the  anticus  it 
turns  the  toes  inwards,  antagonising  the  peronei  which  turn  it  out.  It 
shortens  the  inner  border  of  the  foot  by  drawing  the  scaphoid  down  and 
in,  and  assists  the  calf  muscles  in  raising  the  heel  in  walking.  In  I’ising 
from  stooping  it  assists  the  soleus  in  drawing  back  the  bones  of  the  leg. 
Its  tibial  origin  is  higher  than  the  fibular. 

Nerve. — The  posterior  tibial. 

The  Aponeurosis  over  the  tibialis  posticus  has,  interiorly,  a  defined 
border,  and  is  attached  laterally  to  the  leg  bones.  Its  superficial  surface 
gives  origin  to  the  flexors,  and  its  deep  surface  to  the  tibialis  posticus. 

The  Posterior  tibial  artery  is  large,  and  passes  obliquely  down  from  its 
origin  from  the  popliteal,  at  the  lower  border  of  the  popliteus  muscle.  It 
runs  to  the  inner  side  of  the  leg,  and  passing  in  the  mid-line  between  the 
heel  and  the  inner  malleolus,  it  divides  beneath  the  origin  of  the  abductor 
pollicis  at  the  lower  part  of  the  internal  annular  ligament,  into  the 
external  and  internal  plantar  arteries.  A  line  from  the  middle  and  lower 
part  of  the  popliteal  space  to  midway  between  the  inner  malleolus  and 
the  tuberosity  of  the  os  calcis  will  indicate  its  position. 

Relations. — Anterior  to  it  are  the  tibialis  posticus,  flexor  digitorum, 
tibia,  and  the  back  part  of  the  ankle.  Behind  it  are  the  dee})  fasciae,  sepa¬ 
rating  it  from  the  gastrocnemius  and  soleus.  In  the  lower  third  it  is 
more  superficial,  and  runs  parallel  with  the  inner  edge  of  the  tendo-Achillis, 
being  covered  only  by  the  skin,  superficial  and  deep  fasciae.  Its  venae 
comites  closely  surround  it,  and  the  posterior  tibial  nerve  is  internal  to  it 
at  its  upper  third,  but  at  its  lower  two-thirds,  it  becomes  external. 
Between  the  malleolus  and  the  os  calcis  it  has  the  following  relations.  On 
the  inner  side  are  the  tendons  of  the  tibialis  posticus  and  flexor  digitorum  ; 
on  either  side  of  it  is  a  vein,  the  nerve  being  to  its  outer  side,  and  half  an 
inch  nearer  the  heel  is  the  tendon  of  the  flexor  longus  pollicis. 

Belatioxs  of  the  Posterior  Tibiae  Artery. 

In  front  are  tlie  tibialis  posticus,  flexor  longus  digitorum,  tibia,  and  ankle  joint. 


Inside. — Post,  tibial  nerve  at 
upper  third.  Vein. 


Outside. — Post,  tibial  nerve 
lower  two-thirds,  flexor  long, 
hallueis  at  the  ankle,  and  vein. 


Behind  are  the  intermuscular  fascia,  gastrocnemius,  soleus,  lascite,  and  skin. 
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muscular,  nutrient  to  the  tibia],  communicating,  internal  calcanean, 
articular,  and  cutaneous. 

The  Mu  scular  branches  supply  the  deep  muscles  and  the  soleus.  An 
offset  from  the  branch  to  the  last-named  muscle  pierces  its  tibial  attach¬ 
ment  and  supplies  the  knee. 

The  Nutrient  artery  to  the  tibia  generally  arises  from  the  upper  part 
of  the  posterior  tibial;  it  gives  a  few  muscular  offsets  and  enters  the 
nutrient  canal  on  the  posterior  surface  of  the  bone  obliquely  from  above 
downwards.  It  is  the  largest  nutrient  artery  of  bone  in  the  body,  and  rami¬ 
fies  in  the  interior  of  the  tibia. 

The  Communicating  artery  to  the  peroneal  passes  transversely  across 
the  tibia  about  two  inches  from  its  lower  end,  and  courses  down  and  out 
beneath  the  flexor  hallucis,  to  join  a  corresponding  branch  from  the 
peroneal. 

The  Calcanean  or  internal  calcanean  are  largish  vessels  which  are 
given  off  from  the  posterior  tibial  just  before  it  divides.  They  supply  the 
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Fig.  354. — Dissection  of  inner  side  of  right  ankle 


skin  and  fat  about  the  heel  and  under  the  tendo-Achillis.  One  large 
branch  accompanies  the  plantar  cutaneous  nerve  to  the  sole  of  the  foot 
and  pierces  the  internal  annular  ligament.  They  anastomose  with  the 
internal  malleolar  and  peroneal  arteries. 

Cutaneous  twigs  pierce  the  fascia  in  the  lower  half  of  the  leg,  and 
articular  branches  enter  the  ankle  joint  on  its  inner  and  posterior  side. 

The  Peroneal  Artery  is  given  off  usually  about  an  inch  and  a  half  below 
the  lower  border  of  the  popliteus.  It  is  often  as  large  and  sometimes 
larger  than  the  posterior  tibial  itself,  and  passes  obliquely  outwards 
piercing  the  flexor  longus  pollicis,  accompanied  by  the  nerve  of  that 
muscle,  and  running  close  to  the  fibula  along  its  inner  border  and  in  the 
substance  of  the  muscle  to  the  lower  third  of  the  leg,  where  it  gives  off 
the  anterior  peroneal.  It  then  crosses  the  back  of  the  inferior  tibio-fibular 
articulations  to  the  outer  side  of  the  heel,  where  it  ends  in  branches  which 
supply  the  skin,  cellular  tissue,  and  neighbouring  muscles,  and  anastomoses 


DISSECTION  OF  THE  LOWER  LIME. 


479 


with  the  external  malleolar,  external  plantar,  tarsal  and  internal  calcanean 
arteries.  The  nerve  to  the  flexor  longus  pollicis  is  generally  found  on  it, 
and  its  venae  comites  surround  it. 


Fig.  355.- Left  tibia,  seen  from  the  front,  to  show  relation  of 

ARTERY  AND  NERVE  TO  IT. 


Delations  of  the  Peroneal  Artery. 


In  front. — The  tibialis  posticus  and  flexor  longus  hallucis. 


Outside. — The  fibula. 


Inside, — Tibialis  posticus. 


Behind. — Flex.  long,  hallucis,  deep  transverse  fascia,  and  soleus. 
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Relations. — At  first  it  lies  on  the  tibialis  posticus,  but  in  the  greater 
part  of  its  course  it  is  imbedded  deeply  in  the  flexor  pollicis,  in  a  groove 
between  the  fibula  and  the  interosseous  membrane.  In  the  upper  part  of 
its  course  it  is  covered  by  the  deep  fascia  and  its  companion  nerve,  and 
gastrocnemius ;  and  below  by  the  flexor  longus  pollicis.  At  its  outer 
side  is  the  fibula;  on  its  inner  side,  at  its  upper  part,  the  tibialis 
posticus. 

Branches. — These  are  muscular,  nutrient,  anterior  peroneal,  and  com¬ 
municating. 

The  Muscular  branches  supply  the  soleus,  tibialis  posticus,  flexor 
pollicis,  and  peronei. 

The  Nutrient  pierces  the  tibialis  posticus,  and  enters  the  foramen 
about  the  middle  of  the  back  of  the  fibula. 

The  Anterior  peroneal  pierces  the  interosseous  membrane  about  two 
inches  above  the  external  malleolus  beneath  the  lower  and  outer  border  of 


Fig.  356.— Dissection  of  inner  side  of  left  foot. 

6  is  on  the  flex.  long,  dig.,  and  the  tendon  of  tib.  post,  is  between  it  and  tibia,  c  is  on  lower  piece  of  ant.  ann.  lig. 


the  tibialis  posticus,  or  passes  below  that  membrane  to  the  front  of  the 
leg  and  passes  beneath  the  peroneus  tertius  to  the  front  and  outer  side  of 
the  tarsus,  where  it  anastomoses  with  the  external  malleolar  and  tarsal 
arteries. 

The  Communicatin <j  branch  is  given  off  just  above  the  ankle,  and 
joins  a  similar  branch  from  the  posterior  tibial.  A  second  arch,  a  little 
lower  down,  sometimes  exists  between  these  vessels. 

The  Posterior  tibial  veins  are  formed  on  the  inner  and  back  part  of 
the  foot  by  the  junction  of  the  plantar.  They  accompany  the  artery  and 
receive  branches  corresponding  with  those  of  the  posterior  tibial,  and  in 
their  course  receive  the  peroneal  veins,  being  joined  by  the  saphenous 
vein,  and  they  finally  unite  with  the  anterior  tibial  at  the  lower  edge  of  t  he 
popliteus  muscle  to  form  the  popliteal  vein.  The  valves  in  the  deep  veins 
of  the  leg  are  numerous. 
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Fjg-  857.-  Right  posterior  tiihae  niorvh  and  artery. 

J  lie  internal  popliteal  nerve  is  seen  passing  beneath  the  fibrous  arch  of  the  soleus 
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The  Posterior  Tibial  Nerve  is  a  continuation  of  the  internal  popliteal, 
commencing  at  the  lower  border  of  the  popliteus  and  passing  down  with 
the  artery  to  the  space  between  the  internal  malleolus  and  the  heel.  It. 
divides  beneath  the  internal  annular  ligament,  or  sometimes  a  little  higher, 
into  the  internal  and  external  plantar  nerves.  Its  relations  are  the  same 
as  those  of  the  artery,  but  at  first  for  about  a  couple  of  inches  it  lies  to  the 
inner  side  of  the  vessel,  and  then  crosses  to  its  outer  side  as  far  as  its 
division.  It  is  parallel  with  the  inner  border  of  the  tendo-Achillis  in  the 
lower  third  of  the  leg. 

Its  branches  are  muscular  and  plantar  cutaneous. 

The  muscular  branches  either  arise  separately,  or  are  given  off  by  a 
common  trunk  from  the  upper  part  of  the  nerve.  They  supply  the  tibialis 
posticus  (this  is  the  largest  branch),  the  flexor  longus  digitorum,  and  the 
flexor  longus  pollicis.  The  branch  to  this  muscle  usually  lies  on  the 
peroneal  artery. 

The  Plantar  Cutaneous  branches  pierce  the  internal  annular  ligament 
in  two  or  three  offsets,  and  supply  the  skin  of  the  inner  and  under  parts 
of  the  heel  and  sole  of  the  foot. 

The  Internal  Annular  Ligament  is  triangular,  and  extends  from  the 
inner  malleolus  to  the  inner  margin  of  the  os  caleis.  It  converts  the  bony 
grooves  into  osseo-fibrous  canals  for  the  passage  of  the  flexor  muscles  and 
vessels  into  the  sole.  Its  upper  border  is  continuous  with  the  deep  fascia 
of  the  leg,  and  its  lower  with  the  inner  piece  of  the  plantar  fascia,  and 
with  the  origin  of  the  abductor  pollicis.  It  is  pierced  by  the  plantar 
cutaneous  nerve  and  some  of  the  internal  calcanean  vessels.  Beneath  it 
the  tendons  of  the  three  deep  muscles  pass  into  the  foot,  each  being 
covered  by  a  separate  synovial  membrane.  The  innermost  sheath  con¬ 
tains  the  tibialis  posticus,  immediately  behind  it  is  the  flexor  longus  digi¬ 
torum,  and  about  three-quarters  of  an  inch  nearer  the  heel  is  the  tendon 
of  the  flexor  longus  hallucis.  The  posterior  tibial  vessels  and  nerve  run 
through  a  broad  space  beneath  the  ligament,  being  placed  between  the 
tendons  of  the  flexors  digitorum  and  hallucis,  the  nerve  being  to  the 
outer  side. 


SOLE  OF  THE  FOOT. 

Directions. — The  foot  is  to  be  placed  with  the  sole  towards  the  dissec¬ 
tor.  The  toes  should  be  separated  and  fixed  to  the  table  or  block,  near 
their  extremities,  by  small  nails,  and  the  skin  made  tight  by  passing 
hooks  through  it  over  the  heel  prominence.  An  incision  from  the  centre 
and  back  of  the  heel  to  the  end  of  the  middle  toe;  and  another  across 
the  roots  of  the  toes  must  be  made.  On  reflecting  the  skin  the  following 
cutaneous  vessels  and  nerves  will  be  seen  in  the  subcutaneous  fat.  Near 
the  heel,  on  its  inner  side,  the  plantar  cutaneous  branch  of  the  posterior 
tibial  nerve  will  be  seen.  On  the  inner  and  outer  sides  will  be  noticed 
branches  of  the  external  and  internal  plantar  nerves  and  vessels.  The 
digital  vessels  and  nerves  on  the  sides  of  the  toes  will  also  come  into 

t") 

view. 

'the  subcutaneous  fat  of  the  sole  is  plentiful,  and  forms  a  thick  layer 
over  tin*  os  calcis  and  the  metatarsophalangeal  articulations,  the  parts 
that  are  most  exposed' to  pressure.  Fibrous  or  fibro-museular  processes 
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pass  from  the  plantar  fascia  to  the  deep  surface  of  the  skin,  and  these 
serve  to  keep  ihe  skin  in  place  during  the  movements  of  progression. 
Remove  this  flit  until  the  glisteuing  plantar  fascia  becomes  visible.  The 
processes  of  this  fascia  must  he  traced  towards  the  toes,  and  in  the 


Fig.  358. — Diagram  of  incisions  and  of  the  three  chief  points  of  pressure 

IN  THE  SOLE.  RIGHT  FOOT. 

intervals  between  them,  concealed  in  fatty  and  fibrous  tissue,  will  be 
found  the  deeper  parts  of  the  digital  arteries  and  nerves.  The  nerves 
and  vessels  to  the  outer  side  of  the  little  toe,  and  inner  side  of  the  great 


Fig.  353.  Plantar  fascia.  Left  foot. 


toe,  perforate  the  fascia  further  back  than  Ihe  others.  An  interdigital 
transverse  fibrous  band  passes  over  the  digital  vessels  and  nerves,  and 
after  making  this  out  the  student  should  clean  the  superficial  fascia  from 

i  i  2 
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one  ov  two  toes  and  expose  the  tendinous  sheaths.  The  scalpel  should 
follow  the  course  ot  the  plantar  fascia,  which  is  from  before  backwards. 


Heel  pad 


Central  piece 


Int.  piece 
fenestrated 


Transverse 

processes 


Fig.  3G0.— Plantar  fascia  of  left  foot. 

The  fenestrated  pieces  on  inner  and  onto-  side  of  the  central  piece  are  attached  to  the  deep  layer  of  the  skin. 


The  subcutaneous  fat  must  be  carefully  removed  from  the  inner  side  of 
(lie  foot  or  (lie  internal  part  of  the  plantar  fascia  will  be  destroyed. 

The  Plantar  fascia  is  the  strongest  of  all  the  fibrous  membranes,  and 
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is  of  a  dense  pearly  white  colour.  Its  fibres  run  for  the  most  part  longi¬ 
tudinally,  and  its  thickness  varies  in  different  parts  of  the  foot.  There 
are  two  main  intermuscular  septa  which  divide  it  into  a  central  and  two 
lateral  parts. 

The  Central  Portion  is  much  the  thickest,  being  narrow  behind  where 
it  is  attached  to  the  inner  tubercle  of  the  os  calcis,  behind  the  origin  of 
the  flexor  brevis  digitorum.  It  becomes  thinner  and  wider  in  front,  and 
opposite  the  heads  of  the  metatarsal  bones  it  divides  into  five  processes 
for  each  of  the  toes,  after  having  given  off  bands  to  the  interdigital  webs. 
Opposite  the  metatarso-phalangeal  articulation  each  of  these  processes 
divides  into  two  slips  which  cover  the  joints  of  the  flexor  tendons  of  the 
toes  and  are  attached  to  the  sides  of  the  metatarsal  bones,  and  into  the 
transverse  metatarsal  ligament.  A  series  of  arches  is  thus  formed 


Fig.  361.— Diagram  of  synovial  sheaths  of  right  sole 

through  which  the  short  and  long  flexor  tendons  pass  to  the  toes.  In  the 
spaces  between  the  five  processes,  the  digital  vessels  and  nerves  and  the 
tendons  of  the  lumbricales  become  superficial.  At  the  spot  where  the 
processes  and  slips  are  given  off,  will  be  found  numerous  transverse  fibres 
binding  them  together,  increasing  their  strength  and  connecting  them 
with  the  skin.  The  central  portion  of  the  fascia  is  continuous  with  the 
lateral  pieces,  and  at  their  point  of  junction  sends  upwards  two  vertical 
strong  intermuscular  septa  which  are  broader  in  front,  and  which  separate 
the  middle  plantar  muscles  from  the  external  and  internal  groups.  These 
vertical  septa  give  off  thin  transverse  intermuscular  septa  which  separate 
the  various  layers  of  plantar  muscles. 

The  lateral  pieces  of  the  plantar  fascia  cover  the  sides  of  the  foot,  and 
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are  thinner  than  t lie  central  portion.  These  pieces  cover  the  abductor 
pollicis  and  minimi  digit!.  The  outer  portion  is  thicker  than  the  inner, 
and  thicker  behind  than  in  front,  extending  from  the  os  calcis  to  the 
outer  side  of  the  base  of  the  fifth  metatarsal  ( calcaneo- metatar  sal  liga¬ 
ment).  It  is  continuous  with  the  middle  portion  of  the  plantar  fascia, 
and  externally  with  the  fascia  of  the  dorsum  of  the  foot.  The  inner 
portion  is  very  thin  over  the  abductor  pollicis,  is  fixed  behind  to  the 


AM.  hall. 


l’lant  ar  fascia. 


hit.  plant,  art. 


Flex,  brew  ball. 


Anast.  of  ext.,  and 
int.  plantar 


Tend.  flex,  brew  dig, 


Dig.  of  great  too 


Calc.  art. 


Abd.  mill.  dig. 


Ext.  plant,  art. 


Divisions  of  fascia 
Flex,  brew  min.  dig. 
Dig.  a.  of  little  toe 

Tend.  flex,  brew  dig. 


Fig.  362. — Superficial  dissection  of  right  foot. 


6  6.  Collateral  digital  arteries.  The  transverse  processes  joining  the  five  divisions  of  the  plantar  fascia,  .and 
fixing  down  t lie  tendons,  arc  shown  ;  also  the  digital  sheaths  of  the  tendons  with  their  oblique  aud  transverse 
processes. 

internal  annular  ligament,  and  is  continuous  with  the  middle  portion  of 
the  plantar  fascia,  and  internally  with  tin*  dorsal  fascia. 

Dissection. — Before  removing  the  plantar  fascia  to  expose  the  first 
layer  of  muscles,  < lie  student  should  examine  the  intermuscular  septa. 
To  do  this,  a  longitudinal  incision  through  the  middle  central  piece  should 
he  made,  and  a  transverse  one  near  the  heel.  It  must  then  he  reflected 
from  the  subjacent  flexor  brevis  digitorum  until  the  septa  on  either  side 
are  reached.  It  will  now  be  seen  that  the  flexor  brevis  digitorum  is  on- 
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closed  between  these  lateral  septa  and  the  central  piece  of  the  plantar 
fascia.  The  outer  septum  passes  up  between  the  flexor  brevis  digitoruni 
and  abductor  minimi  digit i,  and  the  digital  vessels  and  nerves  for  the 
outer  side  of  the  little  toe  pierce  it;  the  inner  septum  passes  between 
the  flexor  brevis  and  the  abductor  pollicis ;  the  flexor  longus  pollicis  and 
the  internal  plantar  nerve  and  vessels  perforate  it. 

Between  the  layers  of  skin  forming  the  interdigital  webs  the  student 
must  seek  the  superficial  transverse  ligament.  This  consists  of  transverse 
fibres,  and  is  connected  with  the  sheaths  of  the  flexor  tendons  over  which 
it  passes,  forming  a  series  of  arches.  It  is  attached  on  the  outer  and  inner 
sides  to  the  sheaths  of  the  tendons  of  the  four  lesser  toes.  Beneath  it  are 
the  digital  vessels  and  nerves. 

The  sheaths  of  the  flexor  tendons  resemble  those  of  the  hand,  but  are 
less  distinct.  They  are  weaker  opposite  the  interphalangeal  articulations, 
but  strong  opposite  the  middle  of  the  proximal  and  middle  phalanges. 


Abd.  min.  dig. 


Flex.  brev.  nail),  dig. 
Oblique  abductor  hallucis 

Lumbricales 


Tendons  of  flex.  long,  dig 

Fig.  363.— Superficial  muscles  of  the  eight  role. 


Each  contains  a  tendon  of  the  long  and  short  flexor  covered  by  a  synovial 
membrane  which  forms  synovial  sheaths  for  them. 

Dissection.- — Remove  the  plantar  fascia,  being  careful  of  the  digital 
vessels  and  nerves  which  are  superficial  to  the  flexor  brevis  digitoruni  near 
the  toes.  Lay  open  the  sheaths  along  one  or  two  of  the  toes,  so  that  the 
arrangement  of  the  short  and  long  flexor  tendons  may  be  studied.  'There 
are  four  layers  of  muscles  in  the  foot  which  will  be  exposed  in  the  various 
stages  of  the  dissection. 

First  Layer. — Ail  the  pieces  of  the  plantar  fascia  having  been  re¬ 
flected,  this  layer  will  be  exposed.  There  are  three  muscles  forming  it  , 
viz.  the  flexor  brevis  digitoruni  or  perforatus  in  the  middle,  the  abductor 
pollicis  on  the  inner  side,  and  the  abductor  minimi  digiti  on  the  outer. 
The  muscles  of  the  foot  may,  like  those  of  the  hand,  be  divided  into 
three  groups,  viz.  those  of  the  internal  plantar  regions  connected  with 
the  great  toe,  corresponding  with  those  of  the  thumb;  those  of  the 


etat.-phalang.  joint  of 
great  toe 
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middle  plantar  region ;  and  those  of  the  external  plantar  region,  which 
are  connected  with  the  little  toe,  and  correspond  to  those  of  the  little 
linger. 

Tuber  calcanei 


Ext.  plant,  a.  and  v. 
Ext.  plant,  n. 


Int  plant,  a.  and  v. 
>> 


Fig.  :5Gt. — SucKimciAL,  dissection  of  left  foot. 

The  tendons  of  flex.  brev.  dig.  and  branches  of  internal  and  external  plantar  arteries  and  nerves  are  shown. 

The  Abductor  Pollicis,  or  Hallucis,  rims  along  the  inner  border  of  the  toot, 
and  arisen  from  the  inner  part  of  the  larger  inner  tubercle  on  the  under 


Middle  compartment 

Ext.  compartment 


Int.  compartment  of 
fascia 
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surface  of  the  os  calcis,  from  the  lower  border  of  the  internal  annular 
ligament ,  from  the  upper  surface  of  the  inner  portion  of  plantar  fascia, 
and  horn  the  intermuscular  septum  between  it  and  the  flexor  brevis  digi- 


Long.  calc. -cub.  lig _ 

Flex.  acc.  ad  brev.  dig. 

Ter". 

Ext.  plant. 

Ext.  plant,  a.  and  v 

TubsW.  5  metatar?. 


Abd.  min.  dig. 


Plant,  fascia  cut 

Branch  of  int.  plant. 

a.  and  n. 

Flex.  brev.  tend,  cut  | 

Sheath  of  flexors 


Tuber  calcanei 


Int.  ami.  lig. 


Int.  plant,  a.  and  v. 
„  n. 

Flex.  acc.  ad  long. 


Flex.  brev.  dig. 


Branch  of  int.  plant, 
n.  and  n. 

Flex.  long.  poll. 


}  Tend,  of  flex. 
|  long.  dig. 


Fig.  :JG5. 


Deeper  dissection 


OF  LEFT  FOOT,  THE  PLANTAR  FASCIA  REMOVED. 


toi  am.  It  ends  in  a  tendon  which  with  the  innermost  tendon  of  the  flexor 
brevis  pollicis  is  inserted  into  the  inner  side  of  the  base  of  the  proximal 
phalanx  of  the  great  toe. 
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Relations. — By  its  deep  surface  with  t  lie  flexor  brevis  pollicis,  flexor 
accessorius,  the  tendon  of  the  flexor  longus  pollicis,  the  innermost  tendon 
of  flexor  longus  digitorum,  the  tendons  of  the  tibialis  anticus  and  pos¬ 
ticus,  and  the  plantar  vessels  and  nerves.  It  is  in  relation  by  its  super¬ 
ficial  surface  with  the  plantar  fascia. 

Actions. —  It  is  chiefly  a  flexor  of  (he  metatarso-phalangeal  joint  of 
the  great  toe,  and  a  slight  a!  doctor. 

Nerve. — The  internal  plantar. 

Varieties. — It  sometimes  sends  a  slip  to  the  base  of  the  first  phalanx 
of  the  second  toe,  and  occasionally  another  to  the  skin  of  the  ball  of  the 
great  toe. 

The  Flexor  Brevis  Digitorum,  or  flexor  perforatus,  lies  beneath  (in  the 
erect  position,  the  muscle  would  of  course  be  above  the  fascia)  the  middle 
piece  of  the  plantar  fascia,  with  which  it  is  firmly  united.  It  arises  by  a 
narrow  tendon  from  the  inner  part  of  the  inner  tubercle  of  the  os  calcis, 
from  the  centre  piece  of  the  plantar  fascia,  and  from  the  lateral  inter¬ 
muscular  septa.  Near  the  centre  of  the  foot  it  divides  into  four  small 
tendons  which  pass  over  (in  this  position  of  the  foot)  the  tendons  of  the 
long  flexor,  and  opposite  the  middle  of  the  first  phalanges  of  the  four 
outer  or  lesser  toes,  each  tendon  has  a  longitudinal  slit  for  the  passage  of 
(he  corresponding  tendon  of  the  flexor  longus  digitorum.  The  two  pieces 
into  which  each  tendon  splits  form  a  groove  for  the  tendons  of  the  long 
flexor;  it  then  reunites  and  again  divides  into  two  processes  which  are  in¬ 
serted  into  the  sides  of  the  second  phalanges.  The  student,  if  he  have 
dissected  the  hand,  will  note  the  resemblance  between  these  tendons  and 
the  flexor  tendons  of  the  hand. 

Relations. — Superficially,  with  the  plantar  fascia;  deeply ,  with  the 
tendons  of  the  flexor  longus  digitorum,  the  flexor  accessorius  and  luinbri- 
cales,  and  the  external  plantar  vessels  and  nerves,  from  which  it  is  sepa¬ 
rated  by  a  thin  transverse  layer  of  fascia. 

Actions. — It  flexes  the  first  interphalangeal  joint  of  the  four  smaller 
toes,  and  at  the  same  time  brings  the  toes  together.  The  short  and  long 
flexors  having  bent  the  interphalangeal  joints,  will  then  flex  the  meta¬ 
tarso-phalangeal  articulations. 

Nerve. — -The  internal  plantar. 

Varieties. — It  may  have  only  three  tendons,  that  for  the  little  toe 
being  absent  ;  or  it  may  have  five,  two  going  to  (he  second  toe.  There 
maybe  a  supernumerary  fasciculus  arising  from  (he  tendon  of  (he  long 
flexor  and  going  to  the  tendons  of  the  fourth  and  fifth  toes.  Frequently 
the  tendon  for  the  little  toe  comes  from  a  small  spindle-shaped  belly, 
which  arises  from  the  side  of  (he  long  flexor  tendon  or  from  the  flexor 
accessorius;  or  it  may  arise  by  two  heads,  one  from  the  long  flexor,  and 
another  from  the  inner  tubercle  of  the  os  calcis. 

The  Abductor  minimi  digiti  arises  by  a  broad  piece  from  the  outer 
tubercle  to  the  os  calcis,  and  from  the  anterior  part  of  the  inner  tubercle, 
and  slightly  from  the  under  surface  of  the  calcaneum  in  front  of  the 
1  ubercles,  also  from  (lie  upper  surface  of  the  inner  piece  of  the  plantar 
fascia,  and  from  the  intermuscular  septum.  Its  tendon  glides  over  a 
smooth  facet  on  (he  under  surface  of  the  base  of  the  fifth  metatarsal 
bone  to  which  it  is  sometimes  attached,  and  is  inserted  with  the  flexor 
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brevis  minimi  digiti  into  (he  outer  side  of  the  base  of  the  first  phalanx  of 
the  little  toe. 

Relations. — Superficial  l  u,  with  the  plantar  fascia  ;  deeply, are  the  flexor 
accessorius,  flexor  brevis  minimi  digiti,  the  tendon  of  the  peroneum  longus, 
and  the  long  plantar  ligament.  Internal  to  it,  are  the  external  plantar 
vessels  and  nerves,  and  the  flexor  brevis  dmitorum. 

Fatty  pad  of  heel 

m 


Origin  Ilex.  blev.  dig. 


Deep  branch  of  ext. 

plant,  n. 

Itssupfl.  branch 


Dig.  of  ext.  plant,  n. 

Coll.  dig. 


Anast".  of  nerves  on  toes 


lut.  plant,  n. 


Abd.  hallo". 


Flex.  brev.  dig.  cut.  The 
lumbricales  arc  seen 
between  the  tendons 
Dig.  n.  for  inside  of 
great  toe 


Dig.  of  hit.  plant,  n. 
Muscular  of  int.  plant,  u. 

Anast".  of  ext.  and 
int.  plant,  n. 


FlG.  36G. — SUPERFICIAL  DISSECTION  OF  LEFT  FOOT. 


Action.— It  abducts  the  little  toe,  but  it  is  mainly  a  flexor  of  the 
metatarso-phalangeal  joint  of  the  little  toe. 

Nerve. — The  external  plantar. 

Varieties. — Occurring  about  once  in  two  subjects  is  an  occasional 
muscle  called  the  abductor  ossls  metatarsi  mini  ml  dii/iti,  which  may  be 
adherent  to  the  abductor  minimi  digiti  and  be  inserted  into  the  middle  or 
anterior  part  of  the  metatarsal  bone.  It  may  arise  from  the  external 
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tubercle  of  the  os  calcis  and  be  inserted  into  the  process  of  the  base  of 
the  fifth  metatarsal  bone  beneath  the  outer  margin  of  t he  plantar  fascia. 

Dissection. — The  second  layer  of  muscles  and  plantar  vessels  and 
nerves  may  be  exposed  by  two  methods,  vix.  either  by  dividing  the  super¬ 
ficial  muscles  close  to  their  origins  and  reflecting  them,  noticing  a  branch 
of  nerve  and  artery  to  them ;  or  by  passing  a  small  thin  saw  carefully 
underneath  their  origins,  and  sawing  off  a  thin  piece  of  the  os  calcis. 
This  second  method  has  the  advantage  of  preserving  the  attachment  of 
the  superficial  muscles  which  can  be  replaced  afterwards  if  necessary. 


n.  Calcanean  tubercle. 

1.  Plantar  fascia  reflected. 

2.  Flex.  com.  dig. 

3.  Abd.  hall. 

4.  Abil.  min.  dig. 

o.  Tend.  flex.  long.  dig. 

6.  Tend.  flex.  long.  hall. 

7.  Tendons  of  flexors. 

8.  Lumbricales. 

!).  Sheath  of  tendons. 

10.  Tend,  peron.  long,  part  of 
flex  access,  between  2 
and  4. 


FlU.  367.  — SUPERFICIAL  PLANTAR  MUSCLES  OF  RIGHT  FOOT. 

The  internal  plantar  vessels  and  nerve  must  be  cleaned  from  their  origin 
to  their  termination,  and  the  external  plantar  vessels  and  nerve,  the  ten¬ 
dons  of  flic  flexor  longus  digitorum  with  the  flexor  accessorius  on  its  outer 
side,  the  lumbricales  between  its  tendons,  and  the  tendon  of  the  flexor 
longus  pollicis  on  its  inner  side  and  beneath  it  (in  this  position),  must  be 
cleaned. 

The  Plantar  Vessels  are  the  terminal  branches  of  the  posterior  tibial 
artery  and  in  this  part  oi  the  dissection  will  be  found  superficial  to  the 
tendons  lying  between  the  first  and  second  muscular  layers.  They  are 
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the  external  and  internal  plantar  arteries  of  which  the  external  is  the 
larger  and  forms  the  plantar  arch. 

The  Internal  Plantar  Artery  is  small,  and  runs  along  (he  inner  border 
of  (he  foot  with  the  internal  plantar  nerve.  II  passes  from  above  the  ab¬ 
ductor  pollicis  to  between  it  and  (he  flexor  brevis  digitorurn,  supplying 
both,  to  the  third  interosseous  space.  At  the  base  of  the  first  metatarsal 
bone  it  is  very  small  and  passes  along  the  inner  side  of  the  great  toe, 
anastomosing  with  its  digital  branch,  and  also  with  the  third  digital  artery 
from  the  external  plantar. 

Branches. — It  gives  muscular  offsets  to  the  two  muscles  just 
mentioned,  and  also  to  the  two  inner  lumbricales.  Offsets  pass  to  the 
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Fig.  3G8.— Right  plantar  nerves  and  arteries. 
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inner  border  of  the  foot  and  join  (he  dorsal  arteries  and  cittern eous  twigs 
which  appear  between  (he  middle  and  inner  pieces  of  the  plantar  fascia. 
It  also  furnishes  four  digital  branches  accompanying  those  of  the  internal 
plantar  nerve.  The  first  digital  passes  to  the  inner  side  of  the  foot  and 
great  toe.  The  second  to  the  first  interosseous  space,  the  third  to  (he 
second  space,  and  the  fourth ,  which  is  the  termination  of  the  artery,  to 
(he  third  space.  At  1  lie  roots  of  the  toes  the  three  outer  tines  join  the 
deeper  digital  arteries  from  the  external  plantar. 

The  External  Plantar  Artery,  (lie  larger,  passes  obliquely  forwards  and 
outwards  to  (he  base  of  the  fifth  metatarsal  bone,  anti  then  turns  obliquely 
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inwards  to  the  space  between  the  bases  of  the  first  and  second  metatarsal 
bones,  where  it  joins  the  coinmnnieating  branch  from  the  dorsalis  pedis 
artery,  completing  the  plant  or  arch.  The  concavity  of  this  arch  is  turned 
inwards.  It  will  be  seen  that  this  artery  crosses  the  foot  twice,  first  from 
within  outwards  and  then  in  the  opposite  direction. 

Relations. — In  the  first  half  of  its  course,  viz.  from  the  inner  side  of 
the  os  calcis  to  the  base  of  the  fifth  metatarsal  bone,  it  is  comparatively 
superficial,  being  placed  at  first  between  the  calcaneum  and  the  abductor 
pollicis,  and  then  between  1  he  flexor  brevis  digitorum  and  flexor  acces- 
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Fig.  SCI).-  Second  layer  op  muscles,  and  arteries  and  nerves  of  the 

RIGHT  SOLE. 


sorius,  and  near  the  little  toe  between  the  flexor  brevis  digitorum  and 
abductor  minimi  digit!,  covered  by  the  outer  piece  of  the  plantar  fascia  and 
skin.  In  the  rest  of  its  extent  it  is  deeply  placed,  lying  upon  the  inter¬ 
osseous  muscles  opposite  the  bases  of  the  metatarsal  bones,  covered  by  the 
adductor  pollicis,  the  llexor  tendons  of  the  toes,  and  the  lumbricales.  In 
ibis  part  the  arch  is  convex  forwards.  Only  the  superficial  part  of  the 
artery  is  now  seen.  It  is  accompanied  by  venae  comites  and  the  external 
plantar  nerve,  which  is  first  on  its  outer  side  and  crosses  above  it  to  reach 
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muscles.  The  superficial  part  gives  numerous  branches  to  the  muscles 
between  which  it  lies,  and  to  t  ho  skin  and  fas  cue  of  the  sole;  and  on 
the  outer  side  of  the  foot  anastomoses  with  the  dorsal  and  peroneal  artery. 

Relations  of  External  Plantar  Artery. 

Superjicially. — Skin  and  fasciae,  abductor  hallucis,  flexor  brevis  digitorum,  adductor 
liallucis,  flexor  tendons  of  toes  and  luinbricales. 

Inside. — Ext.  plantar  nerve  /  Outside. — Abductor  minimi 

and  tendons  of  flexor  longus  '  Artery  digit i  and  tendon  of  peroneus 

digitorum.  \  j  longus. 

Deeply. — Os  calcis,  flexor  accessorius,  base  of  fifth  metatarsal,  and  interossei. 

The  Plantar  Nerves  are  the  terminal  branches  of  the  posterior  tibia] 
nerve,  which  divides  between  the  internal  malleolus  and  the  os  calcis. 


Int.  plant,  n.  and  art.  cut 


Abd.  poll.  out. 


Ext.  branch. 


I  nt.  branch 


— Acce.sX  cut 


I  Lmnb. 
L.Luinb. 


LTntosei. 


to  flex.  brev.  min.  dip'. 


Fig.  d7o.  Right  plantar  nerves  and  arteries.  Deer  view. 


They  accompany  the  plantar  arteries,  the  larger  nerve  going  with  t he 
smaller  vessel.  The  external  plantar  nerve  passes  from  the  outer  to  the 


HUMAN  MOlii'llOIAUiY. 


496 

inner  side  of  its  corresponding  artery  and  crosses  above  it.  The  inner  nerve 
crosses  from  the  outer  to  the  inner  side  of  its  corresponding  artery  beneath 
it  (in  the  erect  position). 

The  Internal  Plantar  Nerve,  the  larger,  passes  forwards  between  the 
abductor  polhcis  and  flexor  digit  orum  to  the  bases  of  the  inner  metatarsal 
bones,  where  it  divides  into  four  digital  branches.  It  gives  muscular 
twigs  to  the  abductor  pollicis  and  flexor  brevis  digit  orum,  and  some  cuta¬ 
neous  ones  which  pierce  the  plantar  fascia  and  supply  the  skin  of  the  inner 
side  of  the  sole,  also  articular  filaments  to  the  inner  tarsal  and  metatarsal 
joints,  and  ends  in  four  dif/ital  branches,  which  pierce  the  plantar  fascia 
in  the  clefts  between  the  toes,  passing  with  the  digital  arteries  under  the 
superficial  transverse  ligament  to  be  distributed  thus :  the  first  is  near 
the  inner  border  of  the  great  toe,  and  is  undivided  ;  before  it  reaches  the 
toe  it  supplies  the  flexor  brevis  pollicis.  The  outer  three  nerves  are  bifur- 
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FlO.  371.— IlIGHT  PLANTAR  NERVES.  SlPERFICIAL  DISSECTION. 

eated  at  the  interdigital  clefts.  The  speovd  digital  supplies  the  con¬ 
tiguous  sides  of  tin*  great  and  second  toes,  giving  a  branch  to  the  first 
lumbricalis.  The  third  digital  supplies  the  adjacent  sides  of  the  second 
and  third  toes,  and  the  second  lumbricalis.  The  fourth  digital  supplies 
the  contiguous  sides  of  the  third  and  fourth  toes,  and  communicates  with 
the  external  plantar  nerve.  On  the  toes  these  nerves  run  with  their  cor¬ 
responding  digital  arteries,  and  supply  the  interphalangeal  joints,  the 
skin,  and  the  cutis  beneath  tin*  nail. 

The  External  Plantar  Nerve,  the  smaller,  is  destined  mainly  for  the 
deep  muscles  of  the  sole.  It  resembles  the  ulnar  in  the  hand,  the  internal 
plantar  resembling  the  median.  Il  gives  <h(jital  branches  to  both  sides 
of  the  little  toe  and  the  outer  side  of  the  fourth  toe.  It  accompanies  the 
external  plantar  artery,  lying  between  the  flexor  accessorius  and  flexor 
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brevis  digitorum,  and  at  the  outer  border  of  the  latter,  between  it  and  the 
abductor  minimi  digiti,  it  divides  into  a  superficial  and  a  deep  branch. 
Before  division  it  supplies  the  abductor  minimi  digiti  and  flexor  acces¬ 
sorius. 

The  Superficial  branch  separates  into  t  wo  digital  nerves,  I  he  smaller 
of  which  supplies  the  outer  side  of  the  little  toe  and  the  flexor  brevis 
minimi  digiti  and  the  two  interossei  muscles  of  the  fourth  metatarsal  space. 
The  larger  digital  branches  supply  the  adjacent  sides  of  the  fourth  and 
fifth  toes,  and  join  the  last  digital  branch  of  the  internal  plantar  nerve. 

The  deep)  or  muscular  branch  of  this  nerve  will  be  presently  dis¬ 
sected. 

Directions.  —Cut  the  internal  plantar  artery  and  nerve  near  the  heel, 
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Fig.  372.— Nerves  of  the  right  sole. 


and  throw  them  forwards.  Clean  the  external  plantar  artery  and  nerve, 
and  remove  any  connective  tissue  and  fat  from  the  toes. 

Second  Muscular  Layer. — The  tendons  of  the  long  flexors  of  the  toes, 
that  of  the  flexor  longus  pollicis,  the  flexor  accessorius,  and  the  lumbri- 
cales  will  now  be  exposed. 

The  tendon  of  the  flexor  lengus  digitorum  enters  the  sole  of  the  foot 
beneath  the  internal  annular  ligament,  and  passes  obliquely  out  towards 
its  centre,  where  it  is  joined  on  its  outer  side  by  the  flexor  accessorius.  It 
is  also  connected  here  with  the  tendon  of  the  flexor  longus  pollicis,  over 
which  (in  this  position)  it  passes  to  the  centre  of  the  foot;  it  expands,  and 
after  being  joined  by  the  accessorius  divides  into  four  tendons  which 
enter  the  flexor  sheaths  with  and  beneath  the  corresponding  tendon  from 
the  flexor  brevis,  which  it  perforates  about  the  middle  of  the  first  phalanges. 
It  is  finally  inserted  into  the  bases  of  the  distal  phalanges  of  I  la'  four  outer 
toes.  Between  these  tendons  are  the  lumbricales  muscles  and  the  vin- 
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cnla  accessorial  tendinum ;  the  ligamenta  brevia  and  the  vincula  vascu- 
losa  will  he  found  in  connection  with  them  as  in  the  hand.  Their  syno¬ 
vial  membranes  are  inside  the  sheaths ;  and  the  ligamenta  vaginalia  of 
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Fig.  373. — The  second  muscular  layer  of  the  rioht  foot. 
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Fig.  371.— Hecond  muscular  layer  of  right  sole. 


the  sheaths  themselves  will  be  found  to  resemble  those  of  the  lingers, 
though  (hey  are  less  strongly  marked. 
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Actions. — The  action  of  this  muscle  has  been  given  in  the  dissection 
of  the  back  of  the  leg,  and  it  will  be  further  alluded  to  when  speaking  of 
the  flexor  accessorius. 

The  Lumbricales  are  four  small  muscles  accessory  to  (lie  tendons  of  the 
long  flexor.  Excepting  the  most  internal,  each  arises  from  two  tendons. 
The  innermost  arises  from  the  inner  side  of  the  innermost  tendon,  viz.  that 
for  the  second  toe.  They  terminate  in  tendons  which  pass  on  the  inner 
side  of  each  of  the  four  outer  toes,  and  are  inserted  into  the  inner  or 
tibial  side  of  the  bases  of  the  metatarsal  phalanges  of  the  four  outer  toes, 
sending  an  expansion  to  the  long  extensor.  The  outer  muscles  are  smaller 
than  the  inner. 


Actions. — They  assist  the  flexors  in  bending  the  metatarso-phalangeal 
joints  of  the  four  lesser  toes,  but  the  tendons  from  which  they  arise  must 
be  fixed  before  they  contract. 

Net  'ves. — 'i'lie  two  inner  are  supplied  by  the  internal  plantar,  and  the 
two  outer  by  the  external. 

dhe  Flexor  Accessorius  arises  by  two  heads  which  are  separated  by  the 
long  plantar  ligament ;  the  tuner  or  latyer  head  is  muscular,  and  is  fixed 
to  the  inner  concave  surface  of  the  os  calcis  and  to  the  calcaneo-scaphoid 
ligament.  The  outer  head  is  Hat  and  tendinous,  and  arises  from  the  under 
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surface  of  the  os  calcis  in  front  of  its  outer  tubercle,  and  from  the  long 
plantar  ligament.  These  two  heads  join  at  an  acute  angle,  and  are 
inserted  by  aponeurotic  bands  into  the  outer  margin  and  upper  and  under 
surfaces  of  the  flexor  longus  digitorum,  forming  a  sort  of  groove  in  which 
the  tendon  lodges.  Slips  from  this  muscle  pass  to  the  second,  third,  and 
fourth  tendons  of  the  flexor  lone  us. 

Relations. — Above  it  are  the  muscles  of  the  superficial  layer,  separated 
by  tin;  external  plantar  vessels  and  nerves.  Beneath  and  between  it  is 
the  long  calcaneo-scaphoid  ligament. 

Action. — From  its  position  behind  and  to  the  outer  side  of  the  long 
flexor  it  opposes  the  directly  inward  action  of  that  muscle,  and  assists  it 
and  the  flexor  brevis  in  flexing  the  toes  directly  backwards. 

The  tendon  of  the  flexor  longus  pollicis  is  placed  deeper  in  the  sole 
than  that  of  the  digitorum.  It  is  joined  by  a  strong  tendinous  process  of 
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Fi<;.  — Relations  of  the  flexor  tendons  to  each  other.  Left  foot. 


the  flexor  longus  digitorum,  and  passes  forwards  between  the  two  heads 
of  the  flexor  brevis  pollicis,  and  is  inserted  into  the  base  of  the  last  phalanx 
of  the  great  toe.  Between  the  os  calcis  and  inner  malleolus  it  lies  in  a 
groove  in  the  astragalus  and  below  the  sustentaculum  tali  of  the  os  calcis, 
being  sheathed  by  a  synovial  membrane.  A  tendinous  process  from  the 
flexor  longus  pollicis  to  the  flexor  longus  digitorum  is  joined  by  bands 
from  (lie  flexor  accessorius,  and  passes  to  the  tendons  of  the  long  flexor 
which  go  to  the  second  and  third  toes,  consequently  it  may  bend  these  two 
digits  and  the  great  toe. 

Dissection.  —  Divide  the  accessorius  and  the  tendons  of  the  long  flexors 
near  the  os  calcis,  and  throw  them  forward  ;  remove  the  connective  tissue 
from  the  third  layer  of  muscles,  being  careful  of  two  nervous  filaments 
from  the  external  plantar  to  the  two  outer  lumbricales.  The  deep  parts 
of  the  external  plantar  nerve  and  artery  should  also  be  cleaned. 

Third  Layer  of  Muscles. — There  are  four  muscles  in  this  layer  belong- 
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jug  to  the  big  and  little  toes;  three  of  them  act  upon  the  great  toe  and 
one  on  the  little.  Between  the  abductor  pollicis,  which  is  the  middle 
muscle,  and  the  flexor  brevis  minimi  digit i  on  the  inner  side,  will  be  found 
the  interossei  muscles  of  the  next  layer.  It  will  be  noted  that  three  of 
these  muscles  run  longitudinally,  and  one,  the  transversus  pedis,  passes 
across  the  foot  at  the  roots  of  the  toes. 

The  Flexor  Brevis  Pollicis,  or  Hallucis,  is  pointed  and  tendinous  behind, 
arising  from  the  inner  border  and  under  part  of  the  cuboid  bone  and 
from  the  contiguous  part  of  the  external  cuneiform  ;  also  from  the  part  of 
the  tibialis  posticus  tendon  which  is  attached  to  that  bone.  It  bifurcates 
in  front  and  allows  of  the  passage  of  the  long  flexor  between  its  heads  of 
insertion,  which  are  attached  to  the  outer  and  inner  sides  of  the  base  of 
the  first  phalanx  of  the  great  toe,  a  sesamoid  bone  being  found  in  each 


tendon  at  its  insertion.  The  inner  head  blends  with  the  abductor  pollicis, 
and  the  outer  with  the  adductor. 

Relations. — Above  it  are  the  abductor  pollicis,  the  tendon  of  the  long 
flexor  of  the  toe,  and  the  inner  piece  of  t  he  plantar  fascia  ;  beneath  it  are 
the  tendon  of  the  peroneus  longus  and  metatarsal  bone  of  the  great  toe  ; 
outside  is  the  abductor  pollicis;  and  inside  the  adductor. 

Actions. — It  flexes  the  metatarso-phalangeal  joint  of  the  big  toe. 

Nerve. — The  internal  plantar,  and  occasionally  a  branch  from  the 
external  plantar. 

The  Adductor  Hallucis  Pollicis  is  external  to  the  preceding  muscle,  and 
is  a  large  thickish  fleshy  mass,  occupying  the  space  between  the  four  outer 
metatarsal  bones,  and  crossing  the  foot  obliquely.  It  arises  from  the 
sheath  of  the  peroneus  longus  and  from  the  tarsal  ends  of  the  second, 
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third,  and  fourt  h  metatarsal  hones,  and  is  inserted  with  the  outer  head  of  the 
Hexor  brevis  pollicis  into  the  outer  side  of  the  base  of  the  first  phalanx 
of  the  great  toe. 

Relations. — Beneath  its  outer  border  the  external  plantar  vessels  and 
nerves  pass  inwards,  the  flexor  brevis  pollieis  being  on  its  inner  side. 

Actions. — It  adducts  the  great  toe  to  the  middle  line  of  the  foot,  and 
assists  in  flexing  the  metatarso-phalangeal  joint.  If  the  big  toe  be  fixed, 
it  will  render  tense  the  sheath  of  the  peroneus  longus. 

Nerve. — The  external  plantar. 

Varieties. — A  muscle  occurring  in  apes,  the  opponens  hallucis,  is 
frequently  found.  It  generally  is  a  slip  from  the  adductor  hallucis,  and  is 
inserted  into  some  part  of  the  metatarsal  bone  of  the  great  toe. 

The  Flexor  Brevis  Minimi  Digiti  must  not  be  mistaken  for  one  of  the 
outer  interossei  which  it  resembles.  It  lies  on  the  metatarsal  bone  of  the 
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Fig.  378. — Diagram  of  muscles  of  left  foot. 

little  toe,  and  avisos  from  the  base  of  the  metatarsal  bone  of  that  toe  and 
from  tin*  sheath  of  tin;  peroneus  longus;  passing  forwards,  it  blends  with 
the  inferior  ligament  of  the  metatarso-phalangeal  joint,  and  is  inserted 
into  the  base  of  the  proximal  phalanx  of  the  little  toe  on  its  outer 
side,  and  by  some  fleshy  fibres  into  the  anterior  part  of  its  metatarsal 
bone. 

Relations. — Superficial  <o  it  are  the  abductor  minimi  digiti  and 
plantar  fascia;  beneath  il  is  the  fifth  metatarsal  bone. 

Actions. —  it  flexes  the  metatarso-phalangeal  joint,  and  draws  inwards 
and  downwards  the  anterior  part  of  (he  fifth  metatarsal  bone. 

Nerve. — The  external  plantar. 

Varieties. — A  small  muscle  which  appears  to  be  a  slip  of  the  flexor 
brevis  of  the  little  toe  (the  opponens  m  in  i  m  /  d  ifpti )  is  always  united  to  it . 
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lmt  is  separately  inserted  into  the  inner  side  of  the  front  half  of  the  fifth 
metatarsal  bone. 

The  Transversus  Pedis  passes  transversely  over  the  heads  of  the  meta- 
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Fig.  379. — Peep  plantar  muscles  of  right  foot.  One-third. 


Fig.  380.— Diagram  of  plantar  vessels  and  nerves.  Left  foot. 

tarsal  bones  lying  between  them  and  the  flexor  tendon.  It  is  a  narrow 
flat  muscular  fasciculus  which  arises  by  fleshy  fibres  from  the  under 
surface  of  the  capsule  of  the  metacarpo-phalangeal  articulations  of  the  four 
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outer  toes.  The  slip  from  the  smallest  toe  is  often  not  present,  It  also 
arises  from  the  fascia  covering  the  interossei,  and  from  the  transverse  liga¬ 
ment  of  the  metatarsus.  It  is  inserted  with  the  adductor  pollicis  into  the 
outer  side  of  the  first  phalanx  of  the  great  toe. 

Relations. — Its  deep  or  upper  surface  is  in  contact  with  the  interossei 
and  the  digital  vessels  ;  its  cutaneous  surface  is  in  relation  with  the  long 
and  short  flexor  tendons,  the  lumbricales,  and  the  digital  nerves. 
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Plant,  arch 
Col. 

Intossei. 

Plant,  intossei 

Plexor  tendons 
cut 


Kid.  381. — The  bight  plantar  arch. 


Action. — It  abducts  the  great  toe  and  approximates  the  others. 

Nerve. — The  external  plantar. 

Varieties. — It  may  be  absent,  or  the  slip  from  the  little  toe  or  some  of 
the  other  slips  may  be  wanting. 

Dissection. — To  bring  into  view  the  deep  vessels  and  nerves  and  the 
four  layers  of  muscles,  the  adductor  and  flexor  brevis  pollicis  are  to  be 
divided  posteriorly  and  thrown  forwards,  noting  the  vessels  and  nerves 
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which  supply  them.  The  dee])  parts  of  the  external  plantar  artery  and 
nerve  are  to  be  cleaned,  and  the  artery  traced  to  the  first  interosseous  space 
to  its  junction  with  the  communicating  branch  of  the  dorsalis  pedis.  These 
and  the  interossei  muscles  must  be  cleaned,  and  the- intervals  between  the 
latter  defined. 


5  5  5.  Digitals. 


I  he  Plantar  Arch  extends  from  the  base  of  the  fifth  metatarsal  bone 
to  the  back  of  the  fifth  interosseous  space,  where  it  is;  completed  by  the 
communicating  branch  from  the  dorsal  artery  of  the  foot.  Verne  comites 
and  the  external  plantar  nerve  accompany  it.  This  part  of  the  external 
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plantar  artery  lies  deeply  between  the  bases  of  the  metatarsal  hones,  in 
contact  with  the  interossei,  and  beneath  the  adductor  pollicis.  It  gives 
several  branches  to  these  muscles. 

Branches. — The  posterior  perforating  are  three  small  branches  which 
are  given  off  from  the  upper  part  of  the  arch  and  ascend  through  the  back 
of  the  three  outer  metatarsal  spaces  to  the  dorsum  of  the  foot  between  the 
heads  of  the  dorsal  interossei  to  anastomose  with  the  dorsal  interosseous 
branches  of  the  metatarsal  artery. 

Varieties. — These  perforating  arteries  are  occasionally  enlarged,  and 
then  give  off  the  interosseous  arteries  of  the  dorsum  of  the  foot  ;  in  this 
event,  the  metatarsal  artery,  from  which  the  dorsal  interossei  generally 
come,  is  very  small. 

The  digital  Branches  are  four,  and  are  given  off  from  the  front  or 
convexity  of  the  arch,  and  supply  both  sides  of  the  three  outer  toes,  and  half 


n.  Tuberosity  of  os  calcis. 
b.  Scaphoid  and  end  of  cal- 
caneo-scaphoid  lig. 
a  to  c.  Calc.-cuboid  lig. 
rl.  Its  deep  part. 
t>.  Scapho-cuneiform. 
f.  A  sesamoid  of  great  toe. 

(i,  7,  8,  9  rest  on  the  antr. 
transverse  metatarsal  ligt*. 

1 .  Post.  tib1. 

2,  2'.  Ext.  plant. 

2".  Plant,  arch  joining  dorsalis 
pedis. 


", -V.  Tnt.  plant. 

Si".  Its  anast».  with  int1.  dig. 

4.  Branches  of  int.  plantar. 

5,  ■>'.  First  or  ext.  dig. 

<>.  7.  8. 9,  and  1 0.  Digitals.  The 
postr.  perffs.  from  the 
in  toss,  arteries  are  partly 
shown  near  the  plantar 
arch.  The  anterior  perte. 
are  situated  near  6',  7', 
and  8. 

1 1  and  12.  Calcanean  branches 
of  plantar  and  postr. 
peroneal. 


Fig.  384.— Right  plantar  arch  and  branches  and  ligaments  of  sole. 


of  the  second  toe.  The  branch  to  the  outer  side  of  the  little  toe  is  single 
and  is  given  off  from  the  outer  side  of  the  plantar  arch,  passing  beneath 
the  abductor  and  flexor  brevis  minimi  digiti.  The  others  run  beneath  the 
transversus  pedis  and  over  the  interossei  of  the  three  outer  metataisal 
spaces,  and  on  reaching  the  interdigital  clefts  divide  into  collateia ■ 
branches  which  supply  the  adjoining  sides  of  the  three  outer  toes  and  the 
outer  side  of  the  second.  They  supply  the  trails  versa  lis  pedis,  inteiossii, 
and  outer  lumbricales,  and  at  the  point  of  bifurcation  send  small  commu¬ 
nicating  branches,  the  anterior  perforating ,  to  join  the  digital  bianclu  s  o 
the  dorsal  interossei  from  the  metatarsal  artery.  The  last  two  digitu  s 
anastomose  with  branches  of  the  internal  plantar  at  the  roots  ot  the 

'['lie  dissector  will  observe  the  resemblance  of  these  vessels  to  those  in 
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the  hand.  They  extend  to  the  end  of  the  phalanx,  where,  like  the  corre¬ 
sponding  nerves,  they  end  in  a  small  arch  which  gives  offsets  to  the  sides 
and  ball  of  the  toe  and  to  the  bed  of  the  nail.  The  vessel  to  the  second 
toe  joins  a  branch  from  the  dorsalis  pedis.  They  form  loops  beneath  the 
flexor  tendons  near  the  fronts  of  the  proximal  and  middle  phalanges,  and 
supply  the  phalangeal  articulations. 


Origin  of  flex.  brev.  dig— 


Abd.  min.  dig.,  cnt 


Dig.  a.. 
Tend.  abd.  min.  dig _ 


Ext.  plant,  a. 


Flex,  access*.,  cut.,  with 
tendon  of  flux.  long.  dig. 
Tend,  peron*.  long,  in  its 
opened  sheath 


Muse,  branches  of - 
ext.  plant,  n. 


Plant,  arch  - 


Post.  tib.  a. 


Int.  plant,  n. 
„  a. 


Abd.  hallc*.,  cut;  the  cut 
tendon  of  flex.  long, 
hall,  is  to  its  inner  side 


Abd.  hallc*.,  cut 
Plant,  arch 


Abd.  hallc*.,  cut 

Dig.  a.  for  inside  of 
great  toe 


Transversus  pedis 
Dig.  a. 

Coll.  dig.  a.  for  inside 
of  great  toe 


Fio.  3S.">. — Deep  dissection  of  the  left  sole. 

The  tendinous  sheath  is  laid  open  on  the  second  toe.  17.  Anastomoses  of  digitals.  The  plantar  interossei 

muscles  are  shown. 


The  student  will  note  from  this  description  that,  in  the  sole,  the 
plantar  arch  supplies  both  sides  of  the  three  outer  toes  and  the  outer 
sides  of  the  second  ;  the  inner  side  of  the  second  and  both  sides  of  the 
great  toe  being  supplied  by  the  communicating  and  hallucis  branches  of 
the  dorsalis  pedis.  The  external  plantar  artery  is  the  larger,  and  supplies 
both  sides  of  the  three  outer  toes  and  the  outer  side  of  the  second.  The 
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internal  plantar  nerve,  which  is  the  larger,  supplies  the  three  inner  toes 
and  the  inner  side  of  the  fourth. 

The  Dorsalis  Peclis  artery,  the  continuation  of  the  anterior  tibia],  enters 
the  sole  at  the  back  of  the  tirst  metatarsal  interosseous  space,  where  it 
divides  into  two  branches  which  have  been  dissected  with  the  sole  of  the 
foot.  It  inosculates  by  its  communicating  branch  with  the  plantar  arch. 
It  resembles  the  radial  artery  in  the  hand,  being  distributed  to  one  digit 
and  a  half,  viz.  by  a  large  digital  to  both  sides  of  the  great  toe  and  half 
the  next. 

The  digital  branch,  or  dorsalis  pollicis  or  hallucis,  passes  along  the 
outer  border  of  the  first  metatarsal  bone  to  the  first  interosseous  space, 
and  divides  into  two  branches,  of  which  one  passes  inwards  beneath  the 
tendon  of  the  extensor  proprius  pollicis  to  the  inner  border  of  the  great 


Fig.  386. — Dissection  to  show  the  plantar  interossei  and  insertion  of 

THE  DEEP  TENDONS. 

toe  ;  another  divides  at  the  web  between  the  great  and  next  toe,  to  supply 
the  adjoining  sides  of  the  toes.  These  vessels  are  of  similar  arrange¬ 
ment  to  the  other  digital  branches  along  the  toes,  and  the  second  digital 
inosculates  at  the  end  of  the  toe  with  the  branch,  fnoin  the  anterior  tibial 
and  that  from  the  plantar  arch. 

Nerves. — External  Plantar  Nerve. — The  deep  branch  of  this  nerve 
accompanies  the  deep  part  of  the  external  plantar  artery,  and  terminates 
internally  to  the  adductor  pollicis.  It  supplies  all  the  interossei,  except 
the  fourth,  the  two  outer  lumbricales,  the  adductor  pollicis,  and  the  trans- 
versalis  pedis.  It  sends  some  articular  filaments  to  the  tarsal  articulations, 
and  closely  resembles  in  its  distribution  the  ulna  nerve  in  the  hand. 

Dissection. — Remove  the  transversalis  pedis,  and  clean  the  ligament 
passing  across  the  heads  of  the  metatarsal  bones. 


sou 


The  transverse  metatarsal  ligament  is  ;i  strongish  fibrous  band  resem¬ 
bling  that  in  the  hand,  and  connecting  together  the  heads  of  the  meta¬ 
tarsal  bones.  To  its  posterior  edge  are  connected  a  thin  fascia  covering 
the  interossei  muscles,  the  tendons  of  the  flexor  longus  and  brevis  digi- 
torum,  and  longus  pollicis.  The  digital  nerves  and  the  transversal  is  pedis 
conceal  it. 

Directions. — Reflect  the  flexor  brevis  minimi  digiti  by  dividing  it  near 
its  middle,  and  divide  the  transverse  metatarsal  ligament  between  the 
bones  ;  separate  the  interossei  muscles,  remove  the  fascia  covering  them, 
and  dissect  out  the  muscular  branches  of  the  external  plantar  nerve. 

Fourth  Layer  of  Muscles. — In  this  layer  are  found  the  interossei  and 
the  tendons  of  the  tibialis  posticus  and  peroneus  longus. 

The  Pedal  Interossei  muscles  resemble  those  in  the  hand,  with  this 
exception,  that  in  the  hand  they  are  arranged  around  the  middle  line  of 


Fir>t  intos*. 
^ccou  1 1  ,. 


Fig.  387. — Plantar  ixterosski  or  right  root. 


the  whole  member;  while  in  the  foot  they  are  grouped  around  the  second 
toe  which  is  taken  as  the  mid-line.  They  are  placed  in  the  interval 
between  the  metatarsal  bones,  and  are  seven  in  number,  consisting  of  two 
sets — three  palmar,  and  four  dorsal,  which  are  the  larger,  two  being  found 
in  each  space  except  the  innermost,  which  lacks  a  plantar  interosseous 
muscle. 

The  Plantar  Interossei  are  placed  beneath  and  between  the  three  outer 
metatarsal  bones.  They  are  slender,  single,  fleshy  slips,  being  connected 
with  but  one  metatarsal  bone,  and  arise  from  the  bases,  inner  sides,  and 
under  surfaces  of  the  shafts  of  the  third,  fourth,  and  fifth  metatarsal  bones, 
and  are  inserted  into  the  inner  or  tibial  sides  of  the  bases  of  the  first 
phalanges  of  the  same  toes,  and  partly  by  an  expansion  to  the  aponeurosis 
of  the  common  extensor.  These  muscles  are  smaller  than  the  dorsal, 
are  placed  more  in  the  sole  of  the  foot,  and  are  all  adductors  towards  the 
mid-line  of  the  second  toe. 


11  UMAX  MOltPHOLOG  1 


610 


Action. — They  approximate  the  three  outer  toes  to  the  second  toe. 

The  Dorsal  Interossei  are  four  in  number,  and  are  placed  between  the 
metatarsal  bones,  arising  by  two  heads  in  a  bipenniform  manner  from  the 
lateral  surfaces  of  the  metatarsal  bones  between  which  they  are  placed. 
Their  tendons  are,  like  the  plantar  interossei,  inserted  into  the  sides  and 
dorsum  of  the  first  phalanges  in  the  following  way.  The  inner  two  dorsal 
interossei  are  attached  to  the  second  toe,  one  on  each  side  ;  the  next  is 
inserted  to  the  outer  side  of  the  third  toe  ;  and  the  other  to  the  outer  side 
of  the  fourth. 

Relations. — The  plantar  muscles  are  crossed  by  the  external  plantar 
artery  and  nerve,  and  their  digital  branches,  and  lie  beneath  the  transver- 
salis  pedis  and  the  metatars, d  ligament.  The  angular  interval  at  the 
posterior  extremity  of  the  double  origin  of  each  of  the  dorsal  interossei 
(except  the  first  through  which  the  communicating  branch  of  the  dorsalis 


Axh  of  foot 


pedis  joins  the  external  plantar)  is  pierced  by  the  posterior  perforating 
arteries  from  the  plantar  arch  which  join  the  interosseous  branches  of  the 
metatarsal. 

Actions. — The  dorsal  interossei  are  abductors  from  the  mid-line  of 
the  second  toe.  The  two  dorsal  interossei  connected  with  the  second  toe 
will  move  it  to  the  inner  or  outer  side  of  that  line. 

Dissection. — Trace  the  tendon  of  the  tibialis  posticus  to  its  insertion, 
and  dissect  out  its  various  processes  backwards  to  the  os  calcis,  forwards  to 
the  middle  and  external  cuneiform,  and  outwards  to  the  cuboid  and  bases 
of  the  third  and  fourth  metatarsal  bones.  This  is  the  largest  of  these 
processes.  Lay  open  the  fibrous  sheath  of  the  peroneus  longus,  and  trace 
it  to  its  insertion.  The  student  will  note  that  tendinous  bands  of  the 
tibialis  posticus  are  connected  with  all  the  tarsal  bones  except  the  astia- 
galus,  and  with  all  the  metatarsal  bones  except  the  first  and  fifth.  ^  here 
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the  tendon  passes  beneath  the  astragalus  it  contains  a  fibro-cartilage  or 
sesamoid  bone,  and  a  process  from  it  passes  back  to  the  margin  of  the  groove 
in  the  os  calcis  for  the  tendon  of  the  flexor  longus  pollicis. 

The  tendon  of  the  peroneus  longus  will  be  found  in  a  fibro-osseous  canal 
of  the  cuboid  lined  by  a  separate  synovial  membrane,  and  will  be  observed 
to  pass  inwards  to  the  groove  on  the  under  surface  to  be  inserted  on  the 
outer  surface  of  the  internal  cuneiform  bone  and  base  of  the  metatarsal 
of  the  great  toe,  and  sometimes  it  sends  a  slip  into  the  base  of  the  second 
metatarsal.  As  the  tendon  of  the  peroneus  longus  passes  underneath  the 
cuboid  it  becomes  thickened,  and  contains  a  fibro-cartilage  or  a  sesamoid 
bone.  The  sheath  of  the  peroneus  longus  is  crossed  at  its  outer  portion 


Fig.  389. — To  show  insertions  of  peroneus  longus  and  erevis.  Plantar  aspect. 


by  a  part  of  the  long  plantar  ligament  which  passes  to  the  tarsal  ends  of 
the  third  and  fourth  metatarsal  bones.  Internally,  this  sheath  consists 
only  of  areolar  tissue,  and  it  is  lined  by  a  separate  synovial  membrane. 

Another  method  of  dissecting  the  foot. — If  the  student  be  dissecting 
the  foot  for  the  second  time  I  can  recommend  the  following  plan,  which 
preserves  the  relations  of  the  parts  and  is  therefore  very  useful  for  making 
museum  preparations.  After  reflecting  the  skin  and  subcutaneous  fatty 
tissue,  the  three  partitions,  middle,  outer,  and  inner  of  the  sole,  should  be 
separately  opened  in  the  mid-line  of  each  space,  and  their  contents  made 
out.  Then  a  thin  layer  of  the  os  calcis,  having  attached  to  it  the  flexor 
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brevis  digitorum,  should  be  sawn  off  and  thrown  towards  the  toes  by 
dividing  the  internal  attachments  of  the  middle  piece  of  the  plantar  fascia. 

A  second  slice  should  now  be  removed  from  the  os  calcis,  having 
attached  to  it  the  origin  of  the  abductor  hallucis,  and  reflected.  Then 
divide  the  tendons  of  the  flexor  longus  digitorum  and  flexor  longus  hallucis 
about  two  inches  above  the  internal  malleolus,  and  pull  them  down  and 
out  of  their  sheaths,  and  reflect  them  sufficiently  to  expose  the  under¬ 
lying  structures,  which  should  be  cleaned.  After  preparing  the  digital 
vessels  and  nerves,  and  the  insertion  of  the  interossei  and  lumbricales,  the 
adductor  hallucis  may  be  divided  and  reflected  to  expose  the  plantar  arch 
and  nerves,  and  the  deepest  muscles,  and  the  parts  being  replaced  in  their 
natural  positions  may  be  preserved  and  serve  for  the  demonstration  of  the 
structures  in  the  sole,  layer  by  layer.  The  cut  ends  of  the  tendons  may 
be  stitched  together,  and  the  pieces  of  the  os  calcis  may  be  fastened  with 
strong  pins. 


T1IE  KNEE  JOINT. 

Dissection.— Remove  the  muscles  and  tendons  from  around  the  joint, 
noticing  any  prolongations  from  them,  and  clean  away  any  connective  or 
fibrous  tissue  which  conceals  the  ligamentous  bands.  Define  the  capsule 
which  passes  between  the  various  ligaments.  The  tendons  of  the  biceps, 
semimembranosus,  popliteus,  and  adductor  magnus  should  be  left  undis¬ 
turbed.  The  joint  should  be  submitted  to  flexion,  extension,  and  rotation, 
to  see  which  of  the  extra-articular  ligaments  are  stretched  or  other¬ 
wise. 

Quadriceps  cxtr.  tendon 

Patella 


1’nrt  of  capsule  or  inner 
patellar  lig. 

Ant.  lig. 


Fig.  390.  Internal  aspect  of  left  knee. 


The  knee  is  the  largest  joint  in  the  body,  and  is  a  ginglymus  or  hinge 
joint.  The  condyles  of  the  femur  above,  the  patella  in  front,  and  the 
upper  surface  of  the  head  of  the  tibia  below,  enter  into  its  formation,  lhe 
articular  surfaces  are  covered  with  cartilage  and  connected  by  ligaments, 
some  of  which  are  extra-articular,  whilst  others  are  within  the  joint,  lhe 
external,  or  extriiMirtictdar  ligaments,  are  the  anterior,  or  ligamentum  pa- 
tclhe;  the  posterior,  or  ligamentum  Winslowii,  the  internal  lateral,  two  ex¬ 
ternal  lateral,  and  the  capsular*  The  internal  or  intra-articular  ligaments, 
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are  the  anterior  or  external  crucial,  the  posterior  or  internal  crucial,  the 
semilunar  fibro-cartilages,  the  transverse,  the  coronary,  the  ligamentnm 
mucosum,  and  ligamenta  alaria,  which  latter  are  processes  of  the  synovial 
membrane.  Th a  anterior  ligament  (ligamentnm  patellae)  is  the  lower  part 
of  the  tendon  of  insert  ion  of  the  extensor  muscles  of  the  thigh.  It  is  from 
two  to  three  inches  long,  and  is  fixed  above  to  t he  apex  of  t  he  patella  and  to 
a  rough  depression  on  the  posterior  surface  of  the  apex.  Below  it  is  inserted 
into  the  lower  part  of  the  tibial  tuberosity  and  to  an  inch  of  the  bone 
below  it.  It  passes  obliquely  down  and  out  to  its  insertion.  It  is  strong, 
Hat,  and  ligamentous,  and  its  superficial  fibres  pass  over  the  front  of  the 
patella  to  be  continuous  with  those  of  the  quadriceps  extensor  aponeurosis. 
There  is  a  synovial  bursa  between  the  patella  and  the  skin,  and  another 
between  the  upper  part  of  the  tuberosity  of  the  tibia  and  the  back  of  the 
ligament.  Its  lateral  margins  are  continuous  with  the  capsular  ligament, 
and  with  the  aponeuroses  of  the  vasti.  The  posterior  aspect  of  this  liga- 


n.  Quadriceps  tendon. 
b.  Lig.  patellfe. 

c  cl.  Expansion  of  quadriceps  tendon  on 


e.  Edge  of  ext.  semilunar  meniscus. 

/.  Cart  of  ilio-tibial  baud  of  fascia  lata. 
;/.  Short,  ext.  lat.  lig. 

h.  Biceps  tendon. 

i.  Capsular  lig.  of  sup.  tib.-fib.  joint. 


Fig.  391.— Eight  knee  joint.  Antero-external  view.  One-third. 

ment  is  in  relation  with  a  mass  of  peri-articular  fat  which  being  below  the 
patella  is  called  the  4  infra-patellar  mass.’  It  is  the  larger  of  the  two  peri¬ 
articular  fatty  cushions,  and  tills  the  interval  between  the  head  of  the  tibia 
and  the  anterior  ligament,  which  it  separates  at  its  upper  part  from  the 
knee  joint.  This  infra-patellar  fatty  mass  is  the  largest,  and  gives  origin 
to  the  folds  of  the  synovial  membrane,  and  from  it  a  narrow  piece  passes  on 
either  side  round  the  patella.  The  piece  on  the  inner  margin  is  the  larger, 
and  overhangs  the  perpendicular  inner  facet.  In  extension  of  the  knee 
this  pad  is  applied  to,  and  lubricates,  the  condyles. 

The  supra-patellar  pad  of  fat  will  have  been  noticed  in  reflecting  the 
quadriceps  extensor.  It  is  placed  between  the  femur  and  that  muscle  and 
around  the  upper  part  of  the  supra-patellar  process  of  synovial  membrane. 
It  is  larger  on  the  outer  than  the  inner  side.  There  is  also  some  fat 
around  the  crucial  ligaments  in  the  interior  of  the  joint. 
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The  posterior  ligament  (ligamentum  posticum  Winslowii)  is  wide  and 
fibrous,  and  is  formed  partly  by  a  process  of  the  tendon  of  the  semi¬ 
membranosus.  It,  consists  of  a  central  and  two  lateral  parts.  The  central 
portion  is  composed  of  fasciculi  which  obliquely  intercross,  and  are  pierced 
by  the  posterior  articular  vessels  and  nerves.  The  strongest  of  these 
fasciculi  passes  opposite  the  intercondyloid  notch,  and  is  formed  from  that 
part  of  the  tendon  of  the  semimembranosus  which  passes  from  the  back  of 
the  inner  tuberosity  of  the  tibia  obliquely  up  and  out  to  the  back  of  the 
outer  condyle.  The  lateral  portions  are  formed  mainly  of  vertical  fibres 
which  pass  from  the  upper  parts  of  the  condyles  to  the  back  of  the  articular 
surfaces  of  the  head  of  the  tibia.  They  are  closely  united  with  the  tendons 
of  the  gastrocnemius,  popliteus,  and  plantaris.  This  ligament  forms  part 
of  the  fioor  of  the  popliteal  space,  the  popliteal  artery  resting  on  it. 

The  Internal  Lateral  Ligament  is  a  strongish,  broad,  flat  fibrous  band, 
thicker  behind  than  in  front,  and  placed  nearer  the  back  than  the  front  of 


1.  Femur. 

2.  Tibia. 

3.  Fibula. 

4.  Post',  crucial. 

5.  Long.  ext.  lat. 

6.  Tend,  of  popliteus,  and 

below  it  is  short  ext. 
lat.  lig. 

7.  Int.  fibro-cartilage. 

8  Ext.  „ 

9.  Tend,  of  semimemb. 
10.  Post'.  supr.  tib.-fibr. 


Fig.  892. — Crucial  and  external  lateral  ligaments  of  left  knee. 

the  joint.  It  is  fixed  to  the  inner  tuberosity  of  the  femur  above,  where  it 
blends  with  the  capsule,  and  below  to  the  inner  margin  of  the  internal 
tuberosity  of  the  tibia  and  inner  surface  of  the  shaft  for  nearly  two  inches. 
It  is  inserted  below  the  level  of  the  anterior  ligament  where  it  becomes 
thicker.  Tendinous  expansions  from  the  sartorius,  gracilis,  and  semi¬ 
membranosus  pass  over  the  ligament,  being  separated  from  it  by  a  synovial 
bursa.  Passing  beneath  it  are  the  inferior  articular  vessels  and  nerves, 
the  anterior  portion  of  the  tendon  of  the  semimembranosus  and  the  syno¬ 
vial  membrane.  It,  is  closely  adherent  to  the  convex  border  ot  the  in¬ 
ternal  semilunar  fibro-cartilage.  Its  posterior  edge  is  strengthened  by 
some  fibres  of  the  semimembranosus,  and  opposite  the  tibial  head  it  is 
separated  from  the  capsule. 

Directions. — The  dissector  should  partly  divide  this  ligament  to  trace 
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the  insertion  of  the  semimembranosus  beneath  it,  noting  a  bursa  between 
the  tendon  and  the  bone,  lie  must  define  the  oblique  process  of  this 
tendon  to  the  posterior  ligament,  1  lie  membranous  prolongation  from  its 
lower  border  over  the  popliteus,  and  the  fibres  from  it  to  the  posterior 
edo-e  of  the  internal  lateral  ligament. 

The  Long  External  Lateral  Ligament  is  a  strong  rounded  fibrous 
structure,  placed  like  the  internal  lateral  and  crucial  ligaments,  nearer  the 
back  than  the  front  of  the  joint.  Above  it  is  attached  to  the  outer  tuber¬ 
osity  of  the  femur;  below  to  the  outer  head  of  the  gastrocnemius,  and  it 
descends  vertically  between  the  division  of  the  biceps  tendon  to  a  depres¬ 
sion  on  the  outer  part  of  the  head  of  the  fibula.  The  biceps  tendon  is  in 
relation  to  its  outer  surface,  and  the  tendon  of  the  popliteus  and  the  in¬ 
ferior  external  articular  vessels  and  nerve  pass  beneath  it  on  its  inner 
side. 

The  Short  External  Lateral  Ligament  is  sometimes  to  be  found,  and 
when  present  is  accessory  to  the  long  ligament.  It  is  posterior  to  and 
parallel  with  the  long  ligament,  and  is  sometimes  attached  above  to  the 


1.  Femur. 

2.  Tibia. 

3.  Fibula. 

4.  Post1',  lig. 

5.  Semimemb.  tendon. 

6.  Ant.  band  \  of  semi- 

7.  Inf.  „  l  memb. 

8.  Ext.  ,,  j  tendon. 

9.  Bursa. 

10.  „  opened 

11.  Tendon  of  popt*. 

12.  Synovial  pouch. 

13.  Outer  head  of  gastroc. 

14.  Biceps. 


Fig.  333.— Posterior  aspect  of  left  knee  joint. 

lower  part  of  the  external  tuberosity  of  the  femur,  but  is  frequently  not 
connected  with  that  bone,  but  with  the  outer  tendon  of  the  gastrocnemius. 
It  is  inserted  into  the  tip  of  the  styloid  process  of  the  fibula.  It  is  closely 
connected  with  the  capsular  ligament,  and  passing  beneath  it  is  the 
tendon  of  the  popliteus  and  the  inferior  external  articular  vessels  and 
nerve. 

Directions. — The  student  should  define  the  two  pieces  into  which  the 
biceps  tendon  divides,  and  note  a  prolongation  from  the  anterior  of  these 
to  the  outer  tuberosity  of  the  tibia.  He  should  then  study  the  attach¬ 
ments  of  the  capsular  ligament,  and  this  being  done,  must  divide  it  to 
follow  out  the  tendon  of  the  popliteus. 

The  Cajjsular  TAgament  is  very  thin,  but  is  a  strong,  partly  fibrous 
and  partly  ligamentous  membrane,  which  fills  in  the  spaces  between  the 
preceding  ligaments  and  encloses  the  synovial  membrane.  It  is  fixed  to 
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the  femur  just  above  its  articular  surface;  in  front  to  the  borders  and 
sides  ot  the  patella;  and  below  to  the  margins  of  the  tibial  head  and 
interarticular  fibro-cartilages,  blending  with  the  coronary  ligaments  ; 


Fig. 


1.  Femur. 

2.  Tibia. 

3.  Fibula. 

a.  Tend,  of  add.  mag. 

b.  Int.  bead  of  gastroc. 

c.  Ext.  „  „  a  bursa 

beneath  each  opened. 

d.  Tend,  of  semimemb. 

e.  Anterior  I 

/.Inferior  L  bands  of  semimemb. 

,  tendon. 

<j.  Posterior; 

h.  Poplt9.  expansion. 

i .  Accessory  band. 

L  .  Short  ext.  lat. 

I.  Long  „ 

in.  Postr.  supr.  tibio-fibular. 

?/.  Tend,  of  soleus. 
o.  „  biceps. 

2>.  Intoss.  lig.  showing  aperture 
for  ant.  tib.  a. 


394. — Ligaments  of  left  knee.  Fosterior  view. 


behind  it  blends  with  the  posterior  ligament  which  it  helps  to  form. 
An  aponeurotic  expansion  from  the  flexor  and  extensor  tendons  and  from 


n.  Poplt1.  space. 
b.  Ext.  condyle, 
r.  Int. 
rf.  Tilda. 

e.  Head  of  fibula. 

1.  Ext.  fibro-cartilage. 

2.  Int. 

3.  Accessory  lig.  to  post,  crucial. 

4.  Postr.  supr.  tib.-fibr. 
f>.  Iutoss.  ligt. 


Fig.  395. — Eight  knee  joint  in  extension.  Posterior  view. 


the  fascia  lata  considerably  strengthens  this  ligament  in  front  and  at  the 
sides.  It  covers  the  anterior  and  external  lateral  ligaments  and  joins  the 
internal,  and  is  not  intimately  adherent  to  the  synovial  membrane.  At 
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its  outer  ancl  back  part,  I  he  capsule  is  pierced  by  the  tendon  of  the 
popliteus. 

The  Tendon  of  Origin  of  the  Popliteus  Muscle  may  now  be  traced 
out.  It  will  be  found  to  arise  from  the  anterior  part  of  an  oblong  depres¬ 
sion  on  the  external  surface  of  the  outer  condyle.  It  then  crosses  the 
external  fibro-cartilage  and  the  back  of  the  superior  tibio-fibular  joint.  If 
the  knee  joint  be  now  bent  the  tendon  will  be  seen  to  occupy  the  groove 
on  the  condyle,  but  if  it  be  extended  the  tendon  will  slip  out  of  the 
groove. 

The  Tendon  of  the  Adductor  Magnus  must  be  traced  to  its  insertion 


Shaft  of  femur 


Condyle  of  femur 
Post.  li?. 


Tibia 


Fig.  306. — Antero-posterior  vertical  section  or  eight  knee.  Outer  part 

OF  THE  section. 


into  a  small  tubercle  above  the  internal  condyle,  just  above  the  attach¬ 
ment  of  the  internal  lateral  ligament. 

Directions.- — Before  laying  open  the  joint  to  study  the  synovial  mem¬ 
brane  and  interarticular  ligaments,  the  student  should  introduce  the 
blow-pipe,  and  inflate  the  joint  with  air,  or  inject  water,  to  see  any  pro¬ 
cesses  of  the  synovial  membrane  which  may  project  between  the  ligaments, 
and  more  especially  through  the  posterior  ligament.  The  pouches  of  the 
synovial  membrane  above  and  at  the  sides  of  the  patella  and  over  the  back 
ot  the  condyles  will  become  distended,  the  ligamentum  patellae  will  be 
stretched,  and  the  patella  itself  floated  up.  This  condition  of  pmts 
exists  in  effusion  of  serum  <ir  |  us  into  the  joint  in  synovitis. 

Dissection. — Place  a  block  in  the  popliteal  space  so  as  to  raise  and  fl<  x 
the  knee,  lay  open  the  joint  by  an  incision  across  it  above  the  patella. 
This  cut  should  extend  to  the  back  of  the  condyles.  The  patella  and 
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anterior  part  of  the  capsule  should  be  thrown  down,  and  the  synovial  folds 
will  become  evident. 

The  Synovial  Membrane  of  this  joint  is  the  most  extensive  in  the 
body.  It  is  attached  to  the  margins  of  the  cartilage  covering  the  con- 
dyles,  and  has  a  large  pouch  beneath  the  extensor  tendons.  This  cul-de- 
sac  runs  higher  up  on  the  inner  than  on  t  he  outer  side,  it  then  passes 
down  to  the  upper  border  and  sides  of  the  patella,  passing  beneath  the 
capsular  ligament,  and  is  separated  from  the  anterior  ligament  below  the 
patella  by  a  large  quantity  of  fat.  At  this  spot  it  sends  off  a  triangular 
process,  which  contains  a  few  ligamentous  fibres,  to  the  front  of  the  inter¬ 
condylar  interval.  This  is  the  so-called  liyamentum  mucosum.  Below 
and  on  each  side  of  the  patella  are  two  fringe-like  folds  which  pass  from 
the  sides  of  the  ligamentum  mucosum  up,  in,  and  out  to  the  sides  of  the 
patella.  The  inner  is  more  prolonged  than  the  outer.  The  synovial 
membrane  covers  the  semilunar  cartilages  on  both  surfaces,  and  at  the 


back  of  the  external  one  forms  a  pouch  between  the  tendon  of  the  popli- 
teus  and  (he  groove  on  its  outer  surface.  It  is  continued  over  the  arti¬ 
cular  surface  of  the  tibia,  surrounds  the  crucial  ligaments  and  the  internal 
surface  of  (he  extra-articular  ligaments,  and  passing  upwards  forms  two 
pouches  on  (lie  backs  of  the  outer  and  inner  condyles.  Into  the  supra¬ 
patellar  pouch  is  inserted  the  suberureus  muscle  which  draws  the  pouch 
up  in  extension  of  the  joint. 

Direction s. — The  student  should  note  the  masses  of  fat  above  and 
below  the  patella,  and  some  around  the  crucial  ligaments.  He  must  also 
clear  away  the  infra-patellar  mass  of  fat,  being  careful  of  the  transverse 
ligament  passing  between  the  interartieular  tibro-eart  ilages  in  front.  The 
remains  of  the  synovial  membrane  must  be  removed  from  the  crucial  liga¬ 
ments  and  interartieular  cartilages. 

The  posterior  ligament  should  be  turned  towards  the  dissector  and 
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should  be  carefully  removed,  the  student  noticing  the  synovial  pouches 
above  the  condyles  and  the  bands  from  the  external  fibro-cartilages  in 
front  and  behind  the  posterior  crucial  ligament.  The  remaining  intra- 
articular  ligaments  will  now  be  exposed  and  cleaned.  These  are  the  two 
crucials,  the  two  semilunar  fibro-cartilages,  the  transverse,  and  the  coro¬ 
nary.  While  studying  these  ligaments  the  student  should  move  the  joint 
in  various  directions  so  as  to  verify  the  statements  made  with  regard  to 
their  tension  and  laxity  in  the  different  motions  of  which  it  is  capable. 

The  Crucial  Ligaments  are  two  very  strong  inter-osseous  fibrous  cords 
passing  from  the  upper  surface  of  the  tibia  to  the  surfaces  of  the  inter- 
condyloid  notch.  They  are  placed  nearer  the  back  than  the  front  of  the 
joint  and  cross  each  other,  and  have  therefore  been  called  crucial.  These 
femoro-tibial  ligaments  are  placed  one  in  front  of  the  other,  and  are  called 
anterior  and  posterior. 

The  Anterior  or  External  Crucial  Ligament  is  smaller  and  more 
oblique  than  the  posterior.  It  is  attached  above  by  its  shorter  posterior 
fibres  into  the  inner  and  back  part  of  the  outer  condyle  of  the  femur,  and 


Femur 


Int.  lat.  Kg. 
5  and  G.  Periosteum. 
Syn.  memb. 
3.  Ant.  crucial  and 
postr.  behind  it,. 
7.  Syn.  memb. 
Int.  fibro-cart.  out 


Ext.  lat.  lig. 
Syn.  memb. 


Ext.  fibro- 
cart.  cut 


Tibia 

Fig.  398. — Vertical  transverse  section  of  right  knee  in  extension  ;  posterior 
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by  its  longer  anterior  fibres  into  the  upper  and  hinder  part  of  the  inter- 
condyloid  fossa;  and  below  to  the  inner  side  of  the  depression  in  front  of 
the  tibia!  spine,  close  to  the  inner  margin  of  the  inner  articular  surface, 
reaching  to  the  inner  part  of  the  spine,  and  being  blended  with  the  an¬ 
terior  end  of  the  external  semilunar  fibro-cart ilage. 

The  Posterior  or  Internal  Crucial  Ligament  is  larger  and  more  ver¬ 
tical,  and  is  fixed  above  by  its  posterior  shorter  fibres  to  the  inner  condyle 
alongside  its  oblique  curvature,  while  its  longer  anterior  fibres  are 
attached  to  the  outer  and  fore  part  of  the  inner  condyle.  From  its  an¬ 
terior  surface  a  fasciculus  is  given  off  which  blends  with  the  posterior  part 
of  the  anterior  crucial  ligament.  In  front  and  behind  this  ligament  arc 
two  processes  nf  the  external  semilunar  fibro-cart  ilage. 

Actions. — The  external  ligaments  having  been  cut  through,  the 
student,  by  moving  the  joint  in  various  directions,  will  learn  the  use  of 
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these  internal  ligaments;  after  having  studied  the  anterior  crucial  liga¬ 
ment,  cut  it  carefully  across  and  leave  the  posterior  entire.  The  anterior 
ligament  checks  extreme  extension  and  internal  rotation.  This  and  the 


a.  Patellar  groove 

b.  Ext.  condyle. 

c.  Int.  condyle. 

d.  Patella. 

e.  Head  of  fibula. 

/.  Tibial  tubercle. 

1.  Long.  ext.  lat.  lig. 

2.  Ext.  meniscus. 

3.  Bursa. 

4.  Part  of  capsule. 

.5.  Quadriceps  tendon, 
fi.  Ant.  crucial  lig. 

7.  Lig.  mucosum. 


Fig.  3‘Jt). — Left  knee  opened  in  flexion.  Antero-external  view.  One-third. 


posterior  ligament  are  connecting  bands  between  the  tibia  and  femur,  and 
prevent  the  latter  bone  being  carried  too  far  backwards  and  forwards.  If 
the  anterior  crucial  be  cut  and  the  posterior  be  left  intact,  it  will  be  found 


Fig.  too.  -ItroiiT 


tt.  Section  of  ext.  condyle. 
<t'.  Int.  condyle. 

b.  Patella. 

c.  Tibia. 
tl.  Fibula. 

1.  Tend,  quadriceps. 

2.  Lig.  patella;. 

3.  Infra-patellar  bursa. 

4.  Ext.  fibro-cartilagc. 

5.  Antr.  crucial. 

U.  Post'. 


KNEE  IN  EXTENSION.  VERTICAL  SECTION  THROUGH  THE  OUTER 
CONDYLE  AND  PATELLA.  ONE-THIRD. 


that  in  (lie  semi Hexed  state  the  tibia  can  be  placed  in  front  of  the  femur. 
The  posterior  crucial  checks  extreme  backward  movements  ot  the  tibia  by 
the  Hexors  or  by  force,  and  is  rendered  tense  in  extreme  flexion.  The 
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student  will  be  able  in  another  join! ,  in  which  the  anterior  crucial  has  not 
been  cut,  to  observe  that  if  the  posterior  be  divided  and  the  anterior  left 
intact,  the  articular  surfaces  of  the  tibia  can  be  passed  nearly  completely 
behind  the  condyles,  although  they  cannot  be  moved  further  forwards 
than  before  it  was  divided.  External  rotation  is  not  checked  by  either 
crucial,  as  they  uncross,  and  will  allow  the  tibia  to  be  placed  hind-fore¬ 
most.  Some  anatomists  state  that  the  posterior  ligament  checks  rotation 
out. 


The  I nter-articular  or  Semilunar  Fibro-cartilages  or  Menisci  are 
two  laminae  which  partly  cover  the  articular  tibial  surface.  They  are 
triangular  on  section,  the  bases  being  thick  and  convex,  and  attached  to 
the  margins  of  the  tibial  head.  The  apices  are  thin,  concave,  and  free 
Their  upper  surfaces  are  concave  and  in  contact  with  the  femoral  condyles, 
their  lower  surfaces  are  flat  and  rest  on  the  tibia.  Each  cartilage  covers 
about  the  outer  two-thirds  of  the  corresponding  articular  surface  of  the 
tibia,  leaving  the  rest  of  its  articular  surface  uncovered,  and  both  their 


a.  Int.  condyle. 

b.  Patella. 

c.  Tibia. 

cl.  Fibular  head. 

Ext.  condyle. 

1.  Quadriceps  tendon. 

2.  Lig.  patellse. 

3.  Bursa. 

4.  Ext.  fibro-cartilage. 

5.  Ant.  and 

6.  Posterior  crucial  liga¬ 

ments. 


Fig.  401. — Fught  knee  in  flexion.  Vertical  section  through  the  outer 
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surfaces  are  covered  by  the  synovial  membrane.  They  are  fibrous  at 
their  tibial  attachments  and  cartilaginous  between  the  articular  surfaces. 

The  internal  fibro-cartilage  is  almost  semicircular,  being  broader 
behind  than  in  front,  and  somewhat  elongated  from  before  back  Its  con¬ 
vex  margin  is  attached  to  the  head  of  the  tibia  by  the  coronary  ligament, 
and  is  united  to  the  internal  lateral  ligament.  It  is  fixed  in  front  by  a 
thin  pointed  process  to  a  depression  anterior  to  the  inner  articular  surface 
of  the  tibia  and  in  front  of  the  anterior  crucial  ligament.  Its  posterior 
extremity  is  much  wider,  and  is  attached  to  the  inner  lip  of  the  depres¬ 
sion  behind  the  tibial  spine  between  the  attachment  of  the  posterior  cru¬ 
cial  and  the  hinder  attachment  of  the  external  fibro-cartilage. 

The  external  fibro-cartilage  is  nearly  circular  and  covers  a  greater 
part  of  the  articular  surface  than  the  internal.  Its  circumference  is  bound 
to  the  tibia  by  the  coronary  ligament,  and  its  extremities  are  firmly  fixed 
the  depressions  in  front  and  behind  the  tibial  spine,  being  within  tin' 
points  of  insertion  of  the  internal  fibro-cartilage.  Its  outer  side  is 
grooved  by  the  tendon  of  the  popliteus.  Its  anterior  extremity  is  fixed 
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Fig.  402.-  Vertical  anteroposterior  section  of  the  knee  joint  to  show  the 

ACTION  OF  THE  CRUCIAL  LIGAMENTS. 

A,  Anterior  crucial  in  extension.  A.  Inflexion.  B.  Posterior  crucial  in  extension.  B'.  Inflexion. 

two  or  three  processes.  Two  of  these  puss  forwards  and  upwards  on  either 
side  of  tin1  posterior  crucial  to  be  inserted  with  it  into  the  femur,  due 
third  fasciculus  is  inserted  into  the  back  of  the  anterior  crucial  ligament. 

I'se. — These  structures  deepen  the  hollows  on  the  upper  surface  of  the 
tibia  for  the  reception  of  the  femoral  condyles,  and  till  the  interval  be¬ 
tween  the  bones  and  the  joint  circumference.  They  act  also  as  buffers  in 
moderating  pressure  and  in  diminishing  shocks.  They  move  forwards  and 
backwards  with  the  tibia  in  extension  and  flexion.  In  the  former  motion 
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in  front  of  the  tibial  spine,  opposite  the  anterior  crucial  ligament,  which  it 
touches,  and  close  to  the  inner  margin  of  the  outer  articular  surface;  and 
its  posterior  end  is  fixed  between  and  behind  the  two  osseous  points  of 
the  tibial  spine.  It  is  less  closely  joined  to  the  capsule  than  the  internal, 
as  its  anterior  part  is  nearer  the  centre  of  the  joint,  and  the  tendon  of  the 
popliteus  separates  it  behind  from  the  capsular  ligament.  This  fibro- 
cartilage  has  some  accessory  bands.  The  one  given  off  from  its  anterior 
border  is  the  transverse  l  if/ament.  Its  posterior  extremity  divides  into 
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they  are  flattened  on  the  tibial  head,  and  in  (lie  latter  they  recede  a  little 
from  the  anterior  part  of  the  joint.  The  external  cartilage,  having  its 
ends  nearer  together  and  being  much  less  attached  to  the  capsule,  moves 
more  than  the  internal.  This  is  the  more  likely  fibre-cartilage  to  be  dis¬ 
placed,  although  cases  are  recorded  in  which  the  inner  one  has  been  dis¬ 
located.  The  fasciculi  of  the  external  fibro-cartilage  serve  to  keep  it 
(being  the  more  movable)  more  firmly  fixed.  Its  anterior  fasciculus  or 
the  transverse  ligament  helps  to  keep  the  cartilage  forwards  in  flexion, 
and  the  posterior  fasciculi  tend  to  prevent  displacement  of  the  back  of 
the  cartilage  in  rotation.  In  this  latter  motion  these  cartilages  follow 
the  movement  of  the  tibia,  but  the  external  is  more  dislodged  than  the 
internal. 

The  transverse  ligament  is  a  fibrous  band  passing  from  the  front 
margin  of  the  external  fibro-cartilage  to  the  anterior  end  of  the  internal 
meniscus.  Its  strength  varies  in  different  subjects. 

The  coronary  ligaments  are  short  fibrous  bands  which  join  the  con¬ 
vex  borders  of  the  fibro- cartilages  with  the  circumference  of  the  head  of 
the  tibia,  and  with  the  other  extra-articular  ligaments. 

Joint  Surfaces. — On  the  articular  surface  of  the  femur  are  facets  for  the 
tibia  and  the  patella.  The  patellar  facet  is  above  the  others  in  the  mid- 


Fiu.  403. — The  fibro-cartilages  of  the  left  knee  resting  on  the  tibia. 

line,  and  is  hollowed  in  the  centre  with  a  rounded  sloping  surface  on  each 
side,  the  outer  being  the  larger. 

The  inner  femoral  condyle  is  curved  at  its  anterior  third,  the  concavity 
of  the  curve  pointing  outwards.  This  is  called  the  oblique  curvature. 
Very  near  to  this  curve  is  a  semilunar  surface  which  comes  in  contact  with 
the  perpendicular  facet  of  the  patella  in  extreme  flexion.  The  portions  of 
the  condyles  which  come  in  contact  with  the  tibia  are  separated  from  the 
patellar  surface  by  an  oblique  curve  on  each  side.  On  the  centre  of  the 
end  of  each  condyle  is  a  flat  portion  which  comes  in  contact  with  the  tibia 
in  standing.  This  is  the  Pressure  Facet.  At  the  posterior  third  of  the 
condyles  is  a  more  convex  part  which  comes  in  contact  with  the  tibia  in 
rotation. 

The  head  of  the  tibia  has  two  articular  hollows  which  are  deepened  by 
the  fibro-eartilages,  the  inner  being  the  larger  and  deeper. 

The  cartilaginous  surface  of  the  patella  has  the  following  impressions. 
At  its  inner  edge  is  a  vertical  narrow  facet,  and  near  the  lower  border  is  a 
transverse  marking.  The  rest  of  the  surface  is  occupied  by  a  squareish 
surface  which  is  divided  by  a  vertical  and  a  transverse  line  into  two  parts, 
upper  and  lower. 

Joint  Movements. — The  knee  being  mainly  a  hinge  joint,  its  usual 
motions  are  flexion  and  extension,  but  in  addition  there  is  rotation  of  the 
leg  when  the  joint  is  semi  flexed. 
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In  Flexion  the  tibia  and  its  fibro-cartilages  pass  backwards  on  the 
femur,  d'liis  movement  is  checked  by  the  meeting  of  the  calf  with  the 
back  of  1  he  thigh,  and  also  by  the  quadriceps  extensor.  In  the  first  part 
of  this  motion  the  tibia  moves  down  and  in,  on  the  oblique  curvature  of 
the  internal  condyle,  causing  internal  rotation  of  the  leg.  In  the  posterior 
two-thirds  of  this  movement  the  tibia  moves  directly  backwards  over  the 
condyles.  The  ligamentum  patellae  is  rendered  tense,  and  at  the  end  of 
flexion  both  crucials  are  put  on  the  stretch.  The  extra-articular  ligaments 
are  all  relaxed  in  flexion. 

In  Extension  the  tibia  passes  forwards  until  it  is  in  a  line  with  the 
femur,  hyper-extension  being  checked  by  the  posterior  ligament,  the 
tendons  of  the  hamstring  muscles,  and  the  anterior  crucial.  During  the 
anterior  third  of  extension  the  tibia  passes  up  and  out  over  the  oblique 
curvature  of  the  internal  condyle,  and  is  also  rotated  out.  In  the  posterior 
two-thirds  of  this  motion  the  tibia  passes  directly  forwards  over  the  con¬ 
dyles.  The  extra-articular  ligaments,  with  the  exception  of  the  anterior, 
are  stretched,  and  both  crucials,  especially  the  anterior,  prohibit  extreme 
extension. 

In  rotation,  it  is  necessary  that  the  knee  be  semifiexed,  so  that  the 
extra-articular  ligaments  and  the  anterior  crucial  may  relax.  The  foot 
must  also  not  be  fixed.  In  this  movement  the  big  toe  is  turned  either  in 
or  out,  and  the  tibia  with  its  fibro-cartilages  rotates  around  an  axis  vertical 
to  the  bone. 

In  Internal  Rotation  the  inner  articular  surface  of  the  tibia  passes  back, 
touching  tire  inner  femoral  condyle,  and  the  external  articular  surface 
passes  forwards,  being  slightly  separated  from  the  external  condyle.  The 
anterior  crucial  is  by  degrees  rendered  tense,  and  finally  checks  the  motion. 
The  lateral  ligaments  are  relaxed. 

In  External  Rotation  the  opposite  condition  to  that  just  described 
takes  place,  the  great  toe  being  pointed  outwards.  The  crucials  are  un¬ 
affected,  but  the  internal  lateral  ligament  is  rendered  tense  and  tends  to 
check  the  motion. 

Movements  of  the  Patella. — In  the  passage  from  flexion  to  extension 
the  patella  passes  obliquely  from  the  external  to  the  internal  side,  and 
touches  different  parts  of  the  femoral  condyles  in  succession.  In  passing 
from  flexion  to  extension  the  superior  pair  of  facets,  and  subsequently  the 
inferior  pair  on  the  square  surface  of  the  patella,  touch  the  femur  in  suc¬ 
cession.  The  trochlear,  or  pulley-like  surface  of  the  femur  near  the 
joint  is  completely  extended.  The  patella  is  drawn  up  by  the  extensors, 
and  its  two  inferior  facets  come  in  contact  with  the  upper  and  inner  parts 
of  the  femoral  surface.  It  is  then  very  prominent,  and  the  ligamentum 
patellae,  and  patellar  apex,  are  directed  towards  the  tibia  downwards  and 
outwards.  Only  the  lower  transverse  facet  of  the  patella  is  in  contact 
with  the  upper  edge  and  trochlear  surface  of  the  patella  in  this  movement. 

In  semiflexion  only  the  middle  facets  of  the  patella  are  in  contact 
with  the  femur.  In  complete  flexion  the  patella  lies  on  the  external  side 
below  the  femur,  being  fixed  in  this  position  and  scarcely  perceptible.  It 
then  touches  the  semilunar  surface  of  the  inner  condyle  by  its  vertical 
facet,  and  the  inferior  part  of  the  external  condyle  by  the  superior  and 
external  facet  on  its  square  surface. 

It  will  thus  be  seen  that  each  part  of  the  femoral  articular  surface 
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appertains  either  to  one  or  other  of  the  three  joint  surfaces  peculiar  to 
the  knee,  and  that  each  part  is  quite  distinct  from  the  others.  This  joint 
may  be  considered  as  comprised  of  three  articulations  conjoined,  viz.  one 
between  each  femoral  condyle  and  tibia,  and  one  between  the  femur  and 
patella.  In  most  mammals  these  surfaces  are  either  completely  or  nearly 
completely  separated,  and  in  man  the  ligamentum  mucosum  is  the 
remnant  of  the  original  separation  of  the  synovial  membranes  of  the  outer 
and  inner  joints,  the  crucial  ligaments  being  regarded  as  the  outer  and 
inner  lateral  ligaments  of  these  respective  joint  s. 

The  joint  between  each  condyle  and  the  corresponding  tibial  surface  is 
very  like,  though  not  exactly,  a  hinge  joint,  and  the  motions  of  extension 
and  flexion  are  a  combination  of  rotation,  gliding,  and  rolling. 

Relations. — In  front  the  knee  joint  is  subcutaneous,  being  covered 
only  by  the  skin,  subcutaneous  tissue,  and  expansions  of  the  fascia  lata. 
The  pre-patellar  bursa  is  found  in  the  tissue  between  the  skin  and  patella, 
and  there  are  two  bursae  at  the  insertion  of  the  ligamentum  patellae:  one 


1  and  2.  Branches  of  int.  supr.  artic. 

3.  Branches  of  ext.  sup1',  artic. 

4.  „  int.  inf.  „ 

6.  „  ext.  „ 

6.  Antr.  tibial  recurrent. 

a.  Intercondyloid  groove. 

b.  rosf.  surface  of  patella. 

c.  Head  of  fibula. 


Fig.  40i. — Deep  anastomoses  abound  left  knee.  Antebiob  view. 


is  subcutaneous  and  the  other  between  the  tendon  and  the  tibia.  Behind 
are  the  popliteus  and  the  popliteal  vessels  and  nerves  in  the  mid-line,  and 
the  two  heads  of  the  gastrocnemius  and  the  plantaris  on  either  side. 
Inside  are  the  tendons  of  the  sartorius,  gracilis,  semitendinosus,  and  semi¬ 
membranosus,  and  the  burs®  in  connection  with  them.  Outside  are  the 
tendon  of  biceps,  the  external  popliteal  nerve,  and  the  expansion  of  the 
tensor  fasciae  femoris. 

Blood-vessels. — The  arteries  are  the  articular  from  the  popliteal  and 
articular  branches  of  the  anastomotica  magna  and  recurrent  tibial,  and 
form  a  rich  network  around  the  joint.  The  venae  comites  join  the  popliteal 
and  femoral  veins,  and  the  lymphatics  of  the  joint  communicate  with 
those  of  the  cancellous  tissue  of  the  bones  forming  the  articulation,  and 
join  the  popliteal  glands. 

the  Nerves  come  from  the  anterior  crural,  obturator,  and  external  and 
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int  ernal  popliteal.  The  internal  saphenous  not  infrequently  sends  branches 
through  the  capsule  to  its  synovial  lining.  Filaments  from  the  branch  of 
the  vastus  externus  and  of  the  external  popliteal  enter  the  joint  with  the 
superior  external  articular  artery  in  front,  as  also  do  twigs  from  the 
internal  saphenous.  Behind,  both  popliteals  supply  the  joint,  and  one 
twig  accompanies  the  azygos  articular  artery.  Inside,  a  branch  from  the 
internal  popliteal  accompanies  the  inferior  internal  articular,  and  outside  a 
branch  from  the  anterior  tibial  runs  with  the  anterior  tib'ial  recurrent 
artery. 

Muscles  which  produce  the  movements. — Flexion  is  affected  by  the 


Quadriceps 
Supra -patellar  fat 


Synovial  memb. 


Ext.  condyle 
Lig.  mucosum  cut 


Patella  j 


Infra-patellar  fat 

Lig.  patellre  _ 


Quadriceps 

Supra  patellar  fat 
Sul  crureus 


Intercondyloid  groove 


Patella 
Int.  condyle 

Ant.  crucial  lig.  and 
postr.  behind  it 


Infra-patellar  fat 


Bursa  beneath  lig.  patch. 


Fig.  405. — Right  knee  opened  prom  the  mid-front. 

The  pre-patellar  bursa  is  partly  shown  in  section  on  the  left  of  the  figure,  but  the  bursa  between  the  skin 

and  lig.  patella!  is  not. 


biceps,  semitendinosus,  semimembranosus,  gracilis,  sartorius,  gastroc¬ 
nemius,  and  popliteus. 

Extension  by  the  quadriceps  and  tensor  fascia?,  latie. 

Internal  rotation  by  the  sartorius,  semitendinosus,  gracilis,  popliteus, 
and  slightly  by  the  tensor  fascia?  latte. 

External  rotation  by  the  biceps. 

'Fhe  bursae  in  the  neighbourhood  of  I  he  joint  are,  in  front,  the  pre¬ 
patellar  and  one  superficial  to,  and  another  beneath,  the  ligament  urn 
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patellae  at  its  insertion;  behind  there  is  one  beneath  the  inner  and 
another  under  the  outer  head  of  the  gastrocnemius,  which  sometimes 
communicates  with  the  joint;  outside,  there  is  one  beneath  the  tendon  of 
the  popliteus,  which  is  almost  always  an  extension  of  the  synovial  mem¬ 
brane,  and  occasionally  there  is  another  above  the  popliteus  tendon, 
between  it  and  the  external  lateral  ligament.  Inside  there  is  either,  a 
separate  one  under  the  tendon  of  the  semimembranosus  or  an  expansion 
from  the  inner  gastrocnemius  bursa.  This  is  in  contact  with  the  posterior 
ligament,  and  often  communicates  with  the  joint.  Another  bursa  exists 


Rectui 


Subcrureus 

Femur 

Supra-patellar  pouch 

Patella 
Bursa  patella; 


Iufra-patell.  fat 

Lig.  patellae 
Bursa  behind  lig.  patellm 


Tibia 


Tib*,  ant*. 


Tend,  of  semitend. 
Semimemb. 

Pop.  v. 


Post,  crucial  lig.,  behind 
it  is  the  post.  lig. 
and  in  front  the  ant. 
crucial,  cut 


Soleus 


Fig.  406. — Vertical  longitudinal  section  of  left  knee. 

Inner  part  of  section  which  is  slightly  external  to  mid-line.  The  vessels  are  shown  passing  under  the  fibrous 

arch  of  the  soleus. 


between  the  tendon  of  the  semimembranosus  and  the  head  of  the  tibia, 
and  frequently  one  between  the  tendons  of  the  sartorius,  gracilis,  and 
semitendinosus.  It  is  of  great  practical  importance  to  remember  which  of 
these  bursae  are  most  commonly  in  communication  with  the  joint,  as 
effusions  into  them  are  not  of  infrequent  occurrence.  Two  sesamoid 
bones,  or  fibro-cartilages,  may  be  found  (and  occasionally  three)  in  relation 
with  the  joint ;  one  is  in  the  outer  head  of  the  gastrocnemius,  and  the 
other  in  the  tendon  of  the  popliteus.  A  third  sometimes  exists  in  the 
inner  head  of  the  gastrocnemius.  They  very  rarely  ossify. 
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FROST  OF  THE  LEG  AND  DORSUM  OF  THE  FOOT. 

Directions. — Place  blocks  beneath  the  knee  to  raise  the  limb  to  a 
convenient  position,  and  extend  the  foot  so  as  to  stretch  the  extensors. 

Dissection.  Make  an  incision  along  the  middle  of  the  leg  from  the 
knee  to  the  toes.  Cuts  transverse  to  this  should  be  made  through  the 
skin  at  the  ankle  and  at  the  webs  of  the  toes;  the  skin  should  be  reflected 
from  the  leg  and  toes. 

the  Cutaneous  vessels  and  nerves  of  these  parts  must  be  sought  in  the 
following  positions.  Ascending  along  the  inner  side  of  the  foot  and  pass¬ 
ing  in  trout  fit  the  inner  malleolus,  then  along  the  inside  of  the  leg,  is  the 


Fig.  407.— Diagram  of  incisions  for  dissecting  the  lower  limb. 

internal  saphenous  vein.  It  begins  in  a  minute  plexus  on  the  inner  side 
and  dorsum  of  the  foot,  and  receives  branches  from  the  sole  and  inner  side 
of  the  foot,  and  cutaneous  veins  from  the  leg.  It  also  communicates  with 
the  internal  plantar  in  the  foot,  and  with  the  posterior  and  anterior  tibial 
veins,  and  at  the  knee  with  the  articular  veins.  Its  valves  are  more 
numerous  in  the  thigh  than  in  the  leg. 

The  external  saphenous  rein  begins  in  common  with  the  internal  from 
the  venous  arch  on  the  dorsum  of  (he  foot,  and  by  veins  from  the  dorsum 
and  outer  side  of  the  foot.  It  ascends  behind  the  external  malleolus  and 
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along  the  outer  border  of  the  tendo-Achillis,  being  accompanied  by  the 
external  saphenous  nerve.  It  then  crosses  the  tendo-Achillis  to  the  middle 
of  the  posterior  aspect  of  the  leg,  where  it  lias  already  been  seen. 

The  Venous  Arch  on  the  dorsum  of  the  foot  receives  digital  branches 
from  the  toes,  gives  origin  to  the  two  saphenous  veins, and  at-  its  concavity 
which  is  towards  the  ankle  is  joined  by  several  small  veins  over  the  in¬ 
step 


Fig.  408.— Veins  on  dorsum  of  right  foot. 


Cutaneous  Nerves. — These  come  mainly  from  the  internal  and  external 
popliteal  nerves.  Some  branches  from  the  internal  saphenous  ramify  on 
the  sides  of  the  leg.  The  internal  saphenous  may  be  traced  along  the 
inner  side  of  the  leg  as  far  as  the  phalangeal  joint,  giving  twigs  backwards 
and  forwards.  On  the  outer  side  of  the  leg  in  its  upper  half  are  cutaneous 
branches  of  the  external  popliteal  which  pierce  the  deep  fascia  on  the  front 
of  the  leg.  At  its  low'er  third  is  the  musculo-cutaneous  branch  of  the 
external  popliteal,  which  divides  into  an  outer  and  inner  branch  and  should 
be  traced  to  the  toes.  On  the  outer  side  of  the  foot  the  external  saphe- 
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nous  nerve  must  be  defined  and  traced  to  the  outer  side  of  the  little  toe  ; 
and  between  the  great  and  second  toes  will  be  found  the  termination  of 
the  anterior  tibial  supplying  the  skin  and  the  adjoining  sides  of  the  great 
toe  and  toe  next  it.  The  nerves  and  vessels  to  the  toes  should  be  traced 


Fig.  40!).  Fight  internal  saphena  vein,  lower  part,  showing  anastomoses 

BETWEEN  IT  AND  POSTERIOR  TIBIAL  VEIN . 

out,  and  then  the  superficial  fascia  and  fat  should  be  removed  so  that  the 
deep  fascia  may  be  seen.  The  cutaneous  arteries  of  this  region  come 
mainly  from  the  anterior  tibial  audits  branches  and  from  the  peroneal. 
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'l'he  student  must  tirst  study  the  origin  and  distribution  of  the  cutaneous 
nerves,  and  then  the  attachments  of  the  deep  fascia. 

The  Internal  Saphenous  verve  is  a  continuation  of  the  nerve  which 
has  already  been  dissected  in  the  thigh,  and  accompanies  (lie  vein  of  the 
same  name  along  the  inner  side  of  the  leg,  passing  behind  the  inner 
border  of  the  tibia,  and  at  the  lower  third  of  the  leg  divides  into  two 
branches  ;  one  passes  on  along  the  inner  tibia  1  margin  ending  at  the  inner 
ankle,  the  other  passes  in  front  of  the  ankle  with  the  vein  and  supplies 
the  skin  along  the  inner  side  of  the  foot  as  far  as  the  metatarso-phalangeal 
joint.  Some  twigs  from  this  branch  pierce  the  deep  fascia  to  supply  some 
of  the  tarsal  joints. 

The  External  Saphenous  nerve ,  from  the  internal  popliteal,  will  be 
seen  behind  the  outer  malleolus  in  company  with  the  vein,  and  passes 


along  the  outer  side  of  the  foot  and  little  toe  which  it  supplies.  It  gives 
offsets  on  the  dorsum  and  to  the  sole,  the  latter  being  the  larger.  Some¬ 
times  it  supplies  both  sides  of  the  little  toe  and  the  outer  part  of  the 
next. 

'I'he  Cutaneous  Branches  of  the  External  Popliteal  are  two  or  three  in 
number,  and  are  found  on  the  outer  side  of  the  leg  as  far  as  its  middle  or 
lower  third. 

The  Muscu lo-cutan eons  nerve  pierces  the  deep  fascia  on  the  front 
and  outer  side  of  the  leg  at  its  lower  third.  It  is  usually  accompanied  by 
a  cutaneous  artery,  and  divides  shortly  after  having  perforated  the  fascia 
into  an  inner  and  outer  branch.  The  internal  branch  passes  in  front  ol 
the  ankle  and  along  the  dorsum  of  the  foot  to  supply  the  inner  side  of  the 
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great  toe  and  the  contiguous  sides  of  the  second  and  third  toes.  It  also 
supplies  the  skin  of  the  inner  ankle  and  inner  side  of  the  foot,  joining  the 
internal  saphenous  nerve,  and  also  the  anterior  tibial  between  the  big  and 


Post.  br.  of 
int.  saph.  i». 


Ant.  cat3 


Cal’,  to  foot 


Patellar  plexus 


Ant.  br.  of 
int.  sapli. 

I  nt.  sapli.  n. 


Mus.-cut8 


Cut8,  of  post, 
tibial 


Fig.  411. — Cutaneous  nerves  and  veins  of  the  eight  leg.  Internal  view. 

second  toes.  The  external  branch  is  the  larger,  and  passes  on  the  outer 
side  of  the  dorsum  of  the  foot,  dividing  into  three  branches  which  lie  over 
the  three  outer  interosseous  spaces,  and  at  the  webs  of  the  toes  bifurcate  to 
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supply  the  adjoining  sides  of  the  third,  fourth,  and  fifth  toes.  It  also  sup¬ 
plies  the  skin  of  the  outer  ankle  and  outer  side  of  the  foot,  and  joins  the 
external  saphenous  nerve.  The  arrangement  of  the  branches  of  this  nerve 
is  subject  to  individual  variations ;  they  usually  supply  all  the  toes  on 
(he  dorsal  aspect  of  (he  foot  excepting  the  outer  side  of  the  little  toe,  which 


Deep  fascia 
pierced  by 
musculo-cut. 


Ext.  lat.  lip:. 
Ext.  pop.  nerve 


Gastroc. 

Flex.  long.  hall. 
Peron.  long. 


Patellar  branch 


Cntanb 


Comm,  pcronci 


Ant.  tibial  nerve 
Musculo-cut'. 


Lig.  patellm 


Branch  to  tib.  nut. 
Recurrent  articular 


Tib.  ant. 


Fig.  412.— Terminal  branches  of  the  right  external  popliteal  nerve. 


A  window  has  been  made  in  the  tibialis  antieus. 


is  supplied  by  the  short  saphenous,  and  the  adjoining  sides  of  the  great 
and  second  toes,  which  are  supplied  by  the  anterior  tibial. 

The  Anterior  Tibial  Nerve.  —  <  >nly  that  part  of  the  nerve  which 
becomes  cutaneous  at  the  fore  part  of  the  first  interosseous  space  is  now 
seen.  It  supplies  the  contiguous  sides  of  the  great  toe  and  the  next,  and 
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is  joined  by  the  musculo-cutaneous,  which  occasionally  assists  in  supplying 
the  same  digits. 

The  deep  fascia  of  the  front  of  the  leg  completely  covers  the  soft  parts 
in  this  region.  At,  its  upper  and  fore  part  it,  is  strong  and  thick,  and  is 
continuous  with  the  fascia  lata  above,  and  receives  expansions  from  the 
hamst  ring  tendons.  It  is  attached  to  the  outer  margins  of  the  tibia  and 
fibula  blending  with  their  periosteum,  and  below  it  is  continuous  with  the 
anterior  annular  ligament.  From  its  deep  surface  it  gives  origin  to  the 
muscles  in  front  of  the  leg,  and  also  furnishes  intermuscular  septa.  On 


int.  Siipli.  v. 


n. 


Junction  of  saph.  v. 
with  deep  ones 


Int.  branch  of  mus*-cut\  j 

Ext.  branch  j 

Ant.  tib.  n. 

Junction  of  int.  and 
ext.  sapli.  v. 


Anast.  of  mus.-cnt". 
and  ext.  saph. 


J  Digital  branches 


Mus.  cut*.  n. 


-  Junction  of  ext. 

with  deep 
-Ext.  saph.  v. 


saph. 


Fig.  4  FS. — Veins  and  nerves  of  dorsum  on  left  foot. 


the  outer  side  of  the  leg  it  gives  off  two  strong  intermuscular  septa  which 
include  the  peronei  and  separate  them  from  the  muscles  on  the  antenoi 
and  posterior  tibial  regions,  and  a  broad  transverse  septum — the  deep  fascia 
of  the  front  of  the  leg — is  continuous  with  its  intermuscular  septa,  and 
separates  the  superficial  muscles  of  the  posterior  tibio-fibular  regions  from 
the  deep. 

Below  the  end  of  (lie  fibula  it  is  continuous  with  and  helps  to  form  the 
external  annular  ligament,  and  above  and  below  the  ankle  joint  it  is  re- 
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inforceil  by  oblique  fibres,  and  forms  the  two  parts  of  the  anterior  annular 
ligament.  Al  the  upper  part  .(bis  fascia  is  also  attached  to  the  heads  of 
the  tibia  and  fibula. 

The  fascia  on  the  dorsal  aspect  of  (he  foot  is  a  very  thin  membranous 
layer  and  is  lost  at  the  heads  of  the  metatarsal  bones,  blending  on  the 
outer  and  inner  sides  of  the  foot  with  the  lateral  pieces  of  the  plantar 
fascia.  It  is  continuous  with  the  lower  margin  of  the  anterior  ligament, 
and  forms  the  sheaths  for  the  tendons  placed  on  the  dorsum  of  the  foot. 
This  should  now  be  removed  to  expose  the  muscles  and  tendons  in  this 
region.  Another  thin  layer  of  fascia  will  be  found  over  the  extensor  brevis 
digitorum,  and  beneath  it  and  above  the  interossei  is  a  third  layer  of  fascia 
which  will  subsequently  be  seen. 

Dissection. — Remove  the  dee])  fascia,  leaving  the  anterior  annular 
and  external  annular  ligaments.  The  fascia  will  be  best  removed  from  the 
muscles  by  dissecting  from  below  upwards.  The  peronei  muscles  on  the 
outer  side  should  also  have  the  fascia  removed  from  them.  In  doing  this 
the  strong  intermuscular  septa  must  be  noted.  Trace  up  the  anterior  tibial 
vessels  and  nerve  and  the  musculo-cutaneous  nerve  from  the  dorsum  of  the 
foot  to  their  origin  ;  and  on  the  dorsum  of  the  foot  clean  the  dorsal  vessels 
and  nerve  and  trace  the  tendons  of  the  long  and  short  extensors  to  the  ends 
of  the  toes. 

The  Anterior  A  nnular  Ligament  is  composed  of  two  portions,  upper 
and  lower;  and  binds  down  the  extensor  tendons  to  the  front  of  the  tibia 
and  fibula,  and  to  the  tarsus.  The  upper  or  oblique  part  is  above  the 
level  of  the  ankle  joint,  and  is  attached  internally  to  the  tibia  and  inner 
malleolus,  and  externally  to  the  outer  margin  of  the  fibula.  It  is  con¬ 
tinuous  above  with  the  fascia  of  the  leg,  and  contains,  usually,  only  one 
sheath  and  synovial  membrane,  which  is  for  the  tibialis  anticus  ;  but  some¬ 
times  there  are  two,  the  outer  one  being  for  the  tendons  of  the  extensor 
longus  digitorum  and  peroneus  tertius.  The  tendons  of  the  extensor 
proprius  pollicis,  and  the  anterior  tibial  vessels  and  nerve,  pass  beneath  it 
without  any  distinct  sheath. 

The  lower  horizontal  part  is  placed  opposite  the  bend  of  the  ankle  and 
in  front  of  the  upper  tarsal  bones.  It  has  the  appearance  of  a  capital 
letter  ,  placed  thus,  being  single  in  its  outer  half,  and  commonly 
divided  into  two  limbs  internally.  The  outer  part  is  composed  of  a  strong 
loop  of  fibres  arising  from  the  upper  surface  and  fore  part  of  the  os  calcis, 
deeply  in  the  hollow  between  that  band  and  the  astragalus,  and  in  front  of 
the  interosseous  ligament.  Internally  it  is  thin  and  widens,  and  the 
arrangement  of  the  two  bands  is  somewhat  irregular.  The  most  constant 
and  stronger  band  is  superficial  to  the  extensor  pollicis,  and  on  the  deep 
surface  of  the  tibialis  anticus,  only  a  few  fibres  being  superficial  to  the 
latter.  This  band  is  attached  to  the  inner  malleolus  and  inner  part  of  the 
plantar  fascia.  The  lower  band  crosses  Ihe  tibialis  anticus  and  extensor 
pollicis,  and  is  inserted  into  the  lower  side  of  the  foot  in  front  of  the  ankle. 
In  this  part  of  the  ligament  there  are  three  sheaths,  the  innermost  for  the 
tibialis  anticus,  the  middle  for  the  extensor  pollicis,  and  the  outer  for  the 
extensor  longus  digitorum  and  peroneus  tertius.  The  anterior  tibial 
vessels  and  nerve  lie  beneath  it.  Kach  tendinous  sheath  has  a  separate 
synovial  membrane. 

I  he  External  A  ana  la  r  Inga  me  at  is  triangular  and  attached  by  its  apex 
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(o  the  tip  of  the  external  malleolus,  and  below,  to  the  outer  surface  of  the 
calcaneum,  being  connected  to  the  sheaths  of  the  peronei  muscles.  The 
peroneus  longus  and  brevis  are  contained  beneath  it  in  one  compartment, 
and  are  surrounded  by  one  common  synovial  membrane  which  sends  offsets 
down  along  the  sheaths  of  these  muscles  nearly  to  their  insertion. 

Ihe  muscle. s  on  the  front  of  the  leg  are  placed  between  the  tibia  and 
1 1 bula,  and  are  four  in  number,  viz.  the  tibialis  anticus,  extensor  proprius 
pollicis,  extensor  longus  digitorum  and  peroneus  tertius ;  and  on  the  dorsum 
of  the  foot  there  is  but  one  muscle,  the  extensor  brevis  digitorum. 

ihe  Tibialis  anticus  is  plated  next  the  outer  side  of  the  tibia,  is  thick 
and  fleshy  above  and  tendinous  below,  and  a  rises  from  the  external  tubero- 


a.  Tibia. 

b.  Fibula,  ext.  malleolus. 

c.  Scaphoid. 

d.  Int.  cuneiform. 

1  1  .  Tib.  ant. 

2  2  .  Ext.  prop.  hall. 

3.  Ext.  dip.  com. 

3  3' .  Its  insertions. 

•4.  Peron.  tert. 

4 .  Its  insertion. 

5.  Soleus. 

G.  Peron.  brew. 

7.  Ext.  brevis  dig.,  its  innermost 
tendon  joining  the  outer  side 
of  flex.  prop.  hall. 

7'  7' .  Tendons  of  ext.  brev.  join¬ 
ing  those  of  longus. 

8  9.  The  two  pieces  of  ant.  aun. 

ag¬ 
io  11.  Transverse  piece  of  dorsal 
pedal  fascia  at  bases  of  toes, 
keeping  tendons  in  place. 


Fig.  414. — Superficial  muscles  and  tendons  on  dorsum  of  right  foot. 

One-third. 


sit}''  and  upper  two-thirds  of  Ihe  tibia,  from  a  part  of  the  adjoining  inter¬ 
osseous  ligament,  from  the  intermuscular  septum  between  it  and  the 
extensor  longus  digitorum,  and  from  the  deep  fascia  of  the  leg.  Its  fibres 
pass  vertically  down  and  end  in  a  tendon  on  its  anterior  surface  just  below 
the  middle  of  the  leg.  [t  then  passes  through  the  innermost  compart¬ 
ment  of  the  anterior  annular  ligament,  and  is  inserted  into  the  inner  and 
lower  part  of  the  internal  cuneiform  bone  and  base  of  the  metatarsal  bone 
of  the  great  toe.  It  divides  slightly  into  two  slips  as  it  descends. 

Relations. —  By  its  anterior  surface  with  the  deep  fascia  and  the 
annular  ligament ;  by  its  posterior  with  the  interosseous  membrane,  the 
end  of  the  tibia,  the  anterior  ligament  of  the  ankle  joint,  and  the  inner 
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side  of  the  tarsus.  It  overlaps  the  anterior  iibial  vessels  and  nerves  in  the 
upper  part  of  the  leg.  Its  inner  border  is  in  contact  with  the  tibia,  and 
its  outer  with  the  extensor  longus  digitorum  above,  and  below  with  the 
extensor  pollicis  and  anterior  tibial  vessels  and  nerve. 

Varieties. — Wood  has  described  a  small  muscle,  the  tibio-fascialis 
anticus,  which  passes  from  the  lower  third  of  the  anterior  edge  of  t  he  tibia 
over  the  tibialis  anticus,  to  be  inserted  into  the  annular  ligament  and  dee]) 
tibial  fascia.  It  may  exist  as  a  tendinous  slip  from  the  tibialis  anticus. 
in  cases  of  talipes  the  tendon  of  tin'  tibialis  anticus  is  often  found  divided 


Fig.  415. — Muscles  of  the  front  of  the  right  leg. 

into  two,  one  part  being  inserted  in  t  he  usual  way,  the  other  going  to  the 
astragalus  or  first  metatarsal  bone.  Sometimes  the  whole  tendon  has 
been  inserted  into  the  inner  piece  of  t  he  plantar  fascia. 

Actions. — If  the  foot  be  free  this  muscle  flexes  the  ankle,  and  in  con¬ 
sequence  of  the  oblique  direction  of  its  tendon  it  will  raise  the  inner 
border  of  the  foot  and  turn  the  big  toe  inwards.  In  the  erect  position, 
the  foot  being  fixed,  it  will  assist  the  other  extensors  in  maintaining  the 
leg  bones  in  the  perpendicular  position,  and  will  strengthen  the  ankle. 
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In  1 1 1 is  position  it,  and  the  tibialis  posticus,  can  raise  the  inner  border  of 
the  foot  and  support  it  on  its  outer  edge1. 

Nerve. — The  anterior  tibia],  and  at  its  upper  part  by  the  recurrent 
branches  of  the  external  popliteal. 

The  Extensor  Proprius  Pollicis,  or  Extensor  Ilallucis,  is  at  its  origin 
situated  deeply  between  the  tibialis  antic  us  and  the  extensor  longus  digi- 
torum.  It  arises  from  the  middle  three-fifths  of  the  anterior  narrow 
portion  of  the  inner  surface  of  the  fibula,  internal  to  the  origin  of  the 


'iip.  ext.  art.  .  V  r/i(/a  Sup.  int.  art. 


Inf.  ext.  art. 
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Fig.  416.  Muscles  of  front  of  right  leg  and  anterior  tibial  and  dorsalis 

PEDIS  ARTERIES. 

The  ext.  brev.  dig  ,  tib.  ant.,  ext.  com.  dig.,  and  ant.  tibial  nerve  have  been  cut ;  the  first  and  last 

below  ant.  aim.  lig. 


extensor  longus  digitorum.  If  also  arises  from  the  contiguous  part  of  the 
interosseous  ligament  to  a  similar  extent.  Its  fibres  pass  obliquely  down 
and  in  to  a  tendon  occupying  the  anterior  and  inner  border  <>t  tin1  muscle. 
This  tendon  becomes  superficial  at  the  ankle  and  passes  through  a  distinct 
sheath  in  the  lower  part  of  the  annular  ligament.  It  crosses  the  anterior 
tibial  vessels  near  the  bend  of  the  ankle,  and  passing  over  the  inner  part 
of  the  tarsus  is  inserted  into  the  base  of  the  terminal  phalanx  of  the  great 
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toe  on  its  dorsal  aspect.  The  tendon  gives  off  a.  strongish  expansion  on 
each  side  over  the  metatarso-phalangeal  joint  and  to  the  first  phalanx. 
Relations. — Anteriorly  with  the  deep  fascia  and  the  anterior  annular 


Fig.  417. — Inner  view  or  muscles  and  tendons  op  right  foot  and  toes. 


The  ext.  expansion  is  seen  from  its  inner  side  after  removal  of  the  internal  expansion  so  as  to  show  that  beneath 
the  fibrous  expansion  of  the  ext.  prop.  hall,  there  are  no  strong  and  short  fibre-;  like  those  in  connection  with 
the  ext.  long.  dig. 


ligament ;  posteriorly  with  the  interosseous  membrane;  the  tibia,  fibula, 
ankle  joint,  and  innermost  belly  and  tendon  of  the  extensor  brevis  digi- 
torum ;  externally  with  the  extensor  longus  digitorum  above,  the  anterior 
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tibial  artery  and  nerve  and  dorsalis  pedis  below;  internally  with  the 
tibialis  anticus,  and  anterior  tibia!  vessels  and  nerves  above.  Beneath  the 
anterior  annular  ligament  it  crosses  the  anterior  tibial  vessels  and  nerve. 
Varieties. — This  muscle,  or  the  tibialis  anticus  or  extensor  longus  digi- 


Vast.  int.  Vast.  ext. 


Fig.  -lilt. — Anterior  muscles  of  left  leg. 


torurn,  sometimes  gives  off  a  small  slip  which  has  been  named  the  extent* > 
ossis  metatarsi  pollicis  ;  or  this  maybe  a  distinct  muscular  slip  arising 
close  to  the  extensor  proprius  and  passing  through  the  same  compart  men 
with  it.  Another  occasional  muscle,  the  extensor  privii  interno <  o 
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poll  ids,  is  almost  always  given  off  from  the  extensor  proprius,  though  it  has 
been  found  separate.  Wood  found  it  in  half  the  subjects  examined. 
When  present  it  is  usually  inserted  into  the  first  phalanx  of  the  great  toe, 
or  into  the  first  metatarsal,  or  into  both. 

Actions. — It  extends  the  phalanges  of  the  great  toe,  and  then  flexes 
the  ankle.  If  the  foot  be  fixed,  it  can  draw  the  tibia  forwards. 

Nerve. — The  anterior  tibial. 

The  Extensor  Longus  Digitorum  is  a  long  flattened  penniform  muscle, 
and  is  fleshy  above  and  tendinous  below.  It  arises  from  the  external 
tuberosity  of  the  tibia,  from  the  front  of  the  head  and  upper  three-fourths 
of  the  anterior  narrow  part  of  the  inner  surface  of  the  fibula,  from  a  small 
part  of  the  interosseous  membrane,  and  from  the  deep  fascia  and  inter¬ 
muscular  septa.  The  muscular  fibres  pass  obliquely  down  and  in,  to  three 


Per.  lony. 
Ext.  com.  ilig. 

Per.  tert. 

Ant.  ami.  li  . 


Ext.  brev.  dig, 
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Fig.  420. — Muscles  and  tendons  in  front  of  right  leg  and  on  dorsum  of  foot. 

The  transverse  piece  of  the  dorsal  fascia  keeping  the  tendons  in  place  is  shown. 


tendons  which,  with  the  peroneus  tertius,  pass  in  a  separate  compartment 
through  the  annular  ligament,  the  innermost  tendon  dividing  into  two. 
It  then  crosses  the  dorsum  of  the  foot,  and  is  inserted  into  the  dorsal 
aspects  of  the  second  and  third  phalanges  of  the  four  outer  toes.  'These 
tendons  have  the  same  arrangement  on  the  toes  as  the  extensors  of  the 
fingers.  The  three  inner  tendons  are  joined  on  the  first  phalanx  at  their 
outer  sides  by  a  tendon  from  the  extensor  brevis  digitorum,  and  also  by  an 
aponeurotic  expansion  from  the  interossei  and  lumbricales  which  covers  the 
dorsum  of  the  first  phalanx.  At  the  anterior  part  of  this  phalanx,  this 
aponeurosis  divides  into  three  slips,  a  middle  and  two  lateral.  The  middle 
one  is  inserted  into  the  dorsal  aspect  of  the  base  of  the  second  phalanx, 
and  the  two  lateral  unite  on  the  dorsal  surface  of  the  second  phalanx  and 
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puss  on  to  be  inserted  into  the  base  of  the  third  phalanx  on  its  dorsal 
aspect.. 

Relations. — Anteriorly  with  the  deep  fascia  and  annular  ligament, 
posteriorly  with  the  external  tuberosity  of  the  tibia,  anterior  surfaces  of 
the  fibula,  interosseous  membrane,  ankle  joint,  and  extensor  brevis  digi- 
torum.  Internally  with  the  tibialis  anticus,  extensor  proprius  pollicis, 
and  anterior  tibial  vessels  and  nerve.  Externally  with  the  peroneus 


Ir.ner  tend,  of  _ 
ext.  long.  dig. 
Second  tend  of 
ext.  brev. 


Second  meta¬ 
tarsal  bone 
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first  phalanx 
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ext.  brev. 
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expansion  to  first 
phalanx 


FlU.  421. — TO  SHOW  THE  MODE  OF  INSERTION  OF  THE  EXTENSORS  INTO  THE  TOES. 

longus  and  brevis.  The  anterior  tibial  nerve  passes  obliquely  under  its 
upper  part. 

Varieties. — The  tendons  of  this  muscle  vary  considerably  in  their 
position,  number,  and  method  of  insertion.  External  slips  are  commonly 
given  off  from  one  or  more  of  the  tendons  to  the  corresponding  metatarsal 
bones  or  to  the  extensor  brevis  or  one  of  the  interossei.  The  tendons  to 


Fig.  422. — Transverse  section  through  right  leg  to  show  the  relative 

POSITIONS  OF  THE  BONES  AND  MUSCLES. 


the  second  and  fifth  toes  may  also  be  found  doubled,  and  in  one  instance 
there  was  a  special  belly  for  the  fourth  toe  which  gave  off  four  tendons 
passing  to  the  fourth  metatarsal  and  three  phalanges.  It.  may  send  a 
tendinous  expansion  to  the  extensor  pollicis. 

Actions.  —  It  extends  the  joints  of  the  four  lesser  toes  from  tip  to  root, 
and  continuing  its  action,  ilexes  the  ankle  joint.  Acting  from  below,  it 
will  steady  the  tibia  and  fibula  on  the  astragalus,  and  it  the  tibia  bo  in- 
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dined  back  it  will  be  drawn  forwards  by  (bis  and  the  other  muscles  on  the 
front  of  the  leg. 

Nerve. — The  anterior  tibial. 

The  Peroneus  Tertius  is  seldom  separate  from  tbe  extensor  longus 
digitorum,  below  which  it  is  placed.  It  might  be  described  as  the  fifth 
tendon  of  the  extensor  longus.  It  arises  from  the  lower  fourth  of  the 
narrow  portion  of  the  internal  surface  of  the  fibula  on  its  outer  side,  from 
the  lower  part  of  t lie  interosseous  membrane,  and  from  the  intermuscular 
septum  between  it  and  the  peroneus  brevis.  Its  tendon  passes  through 
the  same  compartment  of  the  annular  ligament  as  that  of  the  extensor 
longus,  and  is  inserted  into  the  dorsal  surface  of  the  base  of  the  metatarsal 
bone  of  the  little  toe  on  its  inner  side. 


Tendons 


Fig.  423. — Tendons  and  muscles  on  dorsum  of  right  foot. 

Relations. — On  tk a  outer  side  is  the  long  extensor,  with  which  it  is 
joined  at  its  origin,  and  with  which  it  p asses  through  the  same  compart¬ 
ment  of  the  annular  ligament. 

Varieties. — It  may  be  absent  or  it  may  be  as  large  as  the  long  extensor. 
Occasionally  it  is  inserted  on  the  fourth  metatarsal  bone,  or  it  may  send  a 
slip  to  the  extensor  tendon  for  the  tilth  or  fourth  toe,  or  to  the  fourth  dorsal 
interosseous  muscle. 

Action. — It  flexes  the  ankle,  and  helps  to  draw  forwards  the  tibia  when 
the  leg  is  advanced  in  walking, 

Nerve. — The  anterior  tibial. 

Synovial  sheaths  of  the  tendons. — There  are  usually  three  of  these  for 
the  extensor  tendons ;  one  for  the  tibialis  anticus,  one  for  the  extensor 
proprius  hallucis,  and  another  for  the  extensor  communis  digitorum  and 
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peroneus  tertius.  Tlie  first  extends  commonly  from  about  two  inches 
above  the  annular  ligament  to  about  half  an  inch  below  it;  the  second 
extends  from  about  half  an  inch  above  the  ligament  to  about  two  inches 
below  it ;  and  the  third,  which  is  the  most  extensive,  extends  from  about 
the  same  distance  above  the  ligament  obliquely  down  and  in  to  near  the 
roots  of  the  toes.  One  or  more  of  these  sheaths  sometimes  become  dis¬ 
tended  with  fluid  and  form  what  are  termed  ganglions. 

The  Anterior  Tibial  Artery  corresponds  to  a  line  drawn  from  the  inner 
side  of  the  head  of  the  fibula  to  midway  between  the  malleoli.  It  is  given 
off  from  the  popliteal  at  the  lower  border  of  the  popliteus  muscle,  and 
passes  forwards  through  the  oval  aperture  at  the  upper  part  of  the  inter¬ 
osseous  membrane  between  the  two  heads  of  the  tibialis  posticus,  and 


Fm.  424. — Diagram  of  the  synovial  sheaths  of  the  extensors  of  right  foot. 

resting  on  the  interosseous  membrane,  runs  down  to  the  front  of  the  ankle 
joint  where  it  becomes  more  superficial,  and  at  the  lower  border  of  the 
anterior  annular  ligament  it  is  called  the  dorsalis  pedis  artery. 

Relations. — In  its  upper  two-thirds  it  is  deeply  placed,  but  becomes 
superficial  at  the  lower  third.  It  rests  on  the  interosseous  membrane  at 
its  upper  two-thirds,  and  is  connected  to  it  by  fibrous  arches  passing  over 
the  vessel.  In  the  lower  third  it  rests  upon  the  front  of  the  tibia  and  the 
anterior  ligament  of  the  ankle  joint.  In  its  upper  third  it  is  between  the 
tibialis  anticus  and  extensor  longus  digitorum  ;  in  the  middle  third 
between  the  tibialis  anticus  and  extensor  pollicis;  and  in  the  lower  third 
the  tendon  of  the  extensor  pollicis  crosses  it,  and  it  lies  between  the  inner¬ 
most  tendon  of  the  extensor  longus  digitorum  and  the  tendon  of  the 
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extensor  pollieis.  In  front  of  ii  ;iro  (he  skin,  superficial  and  deep  fascia, 
and  annular  ligament ;  and  at  its  upper  two-thirds  it  is  covered  by  the 
tibialis  anticus,  extensor  longus  digitormn  and  extensor  pollieis.  Two 
veiue  comites  accompany  it,  and  are  closely  joined  on  its  upper  part  by 


4  ig.  4 2o.  Arteries  in  front  of  right  leg. 

The  lib.  ant.  and  ext.  hall,  are  cut. 


transverse  branches,  and  the  anterior  tibial  nerve  is  first  to  its  outer  side, 
but  about  he  middle  of  the  leg  is  in  front  of  it,  and  at  the  lower  part  of 
the  vessel  the  nerve  is  usually  found  on  the  outer  side. 
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Relations  of  the  Anterior  Tibiae  Artery. 

In  front. — Skin,  sup.  and  deop  fascine  and  anterior  annular  ligament  tibialis  anticus 
in  upper  part  of  leg,  extensor  longus  digitorum,  extensor  proprius  pollicis,  and  anterior 
tibial  nerve. 


Inside. — Tibialis  anticus,  and 
the  extensor  proprius  pollicis 
crosses  it  at  its  lower  part. 


Outside. — -The  anterior  tibial 
nerve,  extensor  longus  digitorum, 
and  extensor  proprius  pollicis. 


Behind. — The  interosseous  membrane,  tibia,  and  anterior  ligament  of  t lie  ankle  joint. 

Branches. — These  are  the  recurrent  tibial,  cutaneous,  muscular,  in¬ 
ternal  and  external  malleolar,  and  articular  to  the  ankle. 

The  Recurrent  Tibialis  given  off  directly  the  vessel  passes  through 
the  interosseous  membrane.  It  ascends  in  the  tibialis  anticus  to  the  front 
and  sides  of  the  knee  joint,  anastomosing  with  the  inferior  articular 
branches  of  the  popliteal. 


Fig.  -126.  Arteries  on  dorsum  of  right  foot  and  their  anastomoses. 

The  tendons  of  the  til*,  ant.  and  per.  tert.  are  cut  short  at  their  insertion. 

The  Muscular  branches  are  numerous,  and  supply  the  muscles  of  the 
front  of  the  leg.  Some  pierce  the  deep  fascia  and  furnish  the  cutaneous 
arteries,  others  pass  through  the  interosseous  membrane  and  inosculate 
with  branches  of  the  posterior  tibial  and  peroneal. 

The  Cutaneous  Brandies  are  given  oft  at  intervals,  either  from  the 
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main  trunk  or  from  its  muscular  branches.  The  largest  of  1  hese  accom¬ 
pany  t he  musculo-cutaneous  nerve,  where  if  pierces  the  deep  fascia. 

The  Malleolar  Arteries  are  external  and  internal,  and  supply  the  ankle 


1,  Sup.  ext.  artic*. 

2,  Ant.  tib.  recurrent. 

3,  3.  Ant.  tib.  giving  off  muscular  on 

each  side. 

4,  Dorsalis  pedis,  giving  off  in  first 

interosseous  space  the  anasto¬ 
motic  branch  to  plantar  arch. 

*>.  Ext.  mail1-.,  nearly  opposite  which  is 
the  int.  nmllr. 

Ck  Tarsal  branch  of  dorsalis  pedis, 
larger  than  usual. 

7.  Mctataisal,  giving  off  dorsal  inter¬ 
osseous. 

5,  s.  Collateral  digitals.  The  tib.  ant*. 

is  drawn  inwards,  and  the  ext. 
prop,  hall.,  ext.  long,  dig.,  iter*. 
tcrt\,  and  ext.  brev.  dig.  have 
been  wholly  or  partly  removed. 


Fits.  427.— Aktkrijss  of  thk  ikont  of  thu  iuuht  i.ih;  and  foot. 


joint.  The  internal  is  given  off  about  two  inches  above  the  joint,  but  is 
irregular  in  size  and  origin.  Il  passes  beneath  the  tendon  of  the  tibialis 
initicus,  and  rarnili.es  on  tbe  inner  ankle,  joining  brandies  of  I  he  posterior 
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tibial,  anterior  peroneal,  and  internal  plantar  arteries.  The  external  runs 
ont  beneath  the  tendons  of  the  extensor  longus  digitorurn  and  extensor 
pollicis,  supplying  the  outer  side  of  the  ankle  and  anastomosing  with  the 
anterior  peroneal  artery,  and  with  ascending  branches  from  the  tarsal 
branch  of  the  dorsalis  pedis. 

Some  small  articular  twigs  pierce  the  anterior  ligament  of  the  ankle 
joint,  and  are  given  off  from  (lie  lower  end  of  the  vessel. 

The  Dorsalis  Pedis  Artery  is  the  continuation  of  the  anterior  tibial,and 
commences  at  the  lower  part  of  the  anterior  annular  ligament,  and  passes 
to  tin'  back  part  of  the  first  interosseous  space,  where  it  gives  off  two 
branches,  the  dorsalis  pollicis  and  communicating. 

Relation s. — It  rests  upon  the  astragalus,  scaphoid,  and  internal  cunei- 


Fio.  42S.-Co.mmo5  variety  of  dorsalis  pedis  artery.  Left  foot. 

The  anterior  peroneal  i*  much  larger  than  ant.  tibial,  which  it  join?  to  form  the  dorsalis  pedis. 

form  bones  and  their  connecting  ligaments.  Above  it  are  the  skin,  fascia, 
and  the  innermost,  tendon  of  the  extensor  brevis  digitorurn  near  its 
termination.  At  its  inner  side  is  the  tendon  of  the  extensor  proprius 
pollicis,  and  at  its  outer  the  innermost  tendon  of  the  extensor  longus  digi- 
torum  and  (lie  end  of  the  anterior  tibial  nerve.  It  has  two  vcn;e  comites. 

lira  aches. — These  are  mainly  directed  outwards  and  forwards  upon  the 
tarsus  and  metatarsus,  and  an*  named  accordingly.  A  few  twigs  run 
obliquely  inwards  upon  the  inner  side  of  the  foot.  A  small  interosseous 
branch  supplies  the  first  interosseous  muscle. 

The  Tarsal  Artery  is  usually  given  off  opposite  the  scaphoid  bone, 
but  its  point  of  origin  may  vary.  It  passes  out  upon  the  tarsal  bones 
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under  the  extensor  brevis  digitorum  and  supplies  that  muscle  and  (lie 
tarsal  joints,  and  anastomoses  with  the  external  plantar,  the  metatarsal, 
peroneal,  and  external  malleolar  arteries. 


Relations  or  the  Dorsalis  Peihs  Artery. 


In  front. — Skin,  fascia;,  and  innermost  tendon  of  the  extensor  brevis  digitorutu. 


Outside.  —  Extensor  longus 
digitorum  and  anterior  tibial 
nerve. 


Inside. — Extensor  proprius 
pollicis 


Behind. — The  astragalus,  scaphoid,  internal  cuneiform,  and  tlieir  ligaments. 

The  Metatarsal  Branch  arises  between  the  base  of  the  metatarsal 
bones,  passing  out  beneath  the  short  extensor.  Occasionally  there  are  two 
metatarsal  vessels,  the  second  being  the  smaller,  and  commonly  when 
there  is  but  a  single  metatarsal  vessel  it  arises  in  common  with  the  tarsal 
artery.  Its  direction  will  vary  according  to  its  point  of  origin,  being 
oblique  when  it  arises  far  back  and  nearly  transverse  if  it  be  given  off 
further  forwards  than  usual.  It  anastomoses  with  the  external  plantar 
and  tarsal  arteries,  and  gives  off  the  interosseous  branches. 

The  Interosseous  Vessels  are  three  in  number,  and  are  given  off  from 
the  convexity  of  the  metatarsal  arch.  They  are  small  straight  vessels 
which  pass  upon  the  three  outer  dorsal  interossei,  and  divide  slightly 
behind  the  clefts  of  the  toes  into  two  dorsal  collateral  branches  for  the 
adjoining  toes.  The  outermost  of  these  vessels  sends  off  a  small  branch  to 
the  outer  side  of  the  little  toe.  At  the  fore  part  of  each  interosseous  space 
they  are  joined  by  the  anterior  'perforating  branches  from  the  digital 
arteries  of  the  plantar  arch,  and  at  the  back  part  ^f  each  interosseous  space 
they  receive  the  posterior  perforating  branches  from  the  plantar  arch. 
They  supply  the  interossei  muscles. 

The  Dorsal  Artery  of  the  great  toe  (dorsalis  hallucis)  passes  forwards 
from  the  dorsalis  pedis  at  the  point  where  the  latter  dips  down  to  the  sole. 
It  passes  along  the  outer  border  of  the  first  metatarsal  bone  to  the  cleft 
between  the  first  and  second  toes,  and  divides  into  two  branches,  the  inner 
one  passing  beneath  the  tendon  of  the  extensor  pollicis  to  the  inner  border 
of  the  great  toe,  the  other  branch  bifurcating  to  nourish  the  adjacent 
sides  of  the  great  and  second  toes. 

The  Anterior  Tibial  and  Dorsalis  Pedis  veins  have  similar  extent  and 
connections  to  the  arteries  they  accompany.  They  form  loops  around  the 
vessels  by  cross  branches  and  receive  branches  corresponding  to  those  of 
the  artery,  and  communicate  with  the  internal  saphenous  vein.  They  join 
the  posterior  tibial  to  form  the  popliteal  vein.  The  valves  in  the  deep 
veins  of  the  leg  are  numerous,  ten  or  a  dozen  being  found  between  the 
knee  and  heel. 

Dissection. — Cut  through  the  tendons  of  the  extensor  longus  digitorum 
and  peroneus  tertius  below  the  annular  ligament,  and  throw  them  towards 
the  toes.  The  extensor  brevis  digitorum  will  then  be  exposed. 
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Tilt'  Extensor  Brevis  Digitorum  is  a  short  muscle  extending  from  the 
outer  to  the  inner  side  of  the  foot.  It  arises  from  the  outer  side  of  the 
os  caleis  in  front  of  the  groove  for  the  peroneus  brevis,  from  the  horizontal 
band  of  t lie  anterior  annular  ligament  and  from  the  external  calcaneo- 
astragaloid  ligament.  Tin*  four  fleshy  bellies  of  this  muscle  end  in  four 
tendons,  the  innermost  belly  and  tendon  being  the  largest,  and  is  inserted 
into  the  base  of  the  first  phalanx  of  the  great  toe,  crossing  the  dorsalis 
pedis  artery.  The  other  three  tendons  are  joined  to  the  outer  sides 'of  the 
long  extensor  tendons  for  the  second,  third,  and  fourth  toes. 

Relations. — Above  it  are  the  skin  and  fascia  of  the  dorsum  of  the  foot 
and  the  tendons  of  the  extensor  longus  digitorum  and  proprius  pollieis. 
Beneath  it  are  the  tarsal  and  metatarsal  bones,  and  the  dorsal  interossei, 
and  its  innermost  tendon  crosses  above  the  dorsalis  pedis  artery. 

Nerve. — The  anterior  tibial. 


Fibrous  expansion  to 
tirst  phalanx 


Fibrous  I Kimls  to 
first  phalanx 


]•’[(;  42<). D I SS MOTION  OF  1UGHT  FOOT  AND  TOE s  TO  SHOW  THE  ATTACHMENTS  OF 

THE  TENDONS  OF  THE  EXT.  LONG.  DIG.  AND  PROP.  HALL.  TO  THE  FIRST  PHALANGES. 

The  bands  are  strong  ami  short,  ami  are  covered  by  longer  and  thinner  expansions,  which  pass  to  the  sides  of 
the  first  .phalanges.  External  view.  C.  Ext.  brew  dig.  The  ant.  and  ext.  aim.  ligs.,  abd.  min.  dig.,  and  part 
of  flex.  brev.  dig.  are  shown. 

Actions. —  It  extends  the  four  inner  toes,  and  slightly  separates  them 
from  each  other.  Its  inner  tendons  act  only  on  the  first  phalanx  of  the 
great  toe.  Being  attached  obliquely  to  the  tendons  of  the  long  extensor 
if  counteracts  the  oblique  movement  ot  the  latter,  so  that  both  muscles 
acting  in  unison  the  toes  are  evenly  extended. 

Varieties. — It  is  occasionally  bicipital,  one  head  arising  from  the  third 
metatarsal,  the  other  from  the  caleis.  One  of  its  fleshy  bellies  maybe 
absent,  or  one  of  its  tendons,  commonly  that  for  the  second  toe,  may  he 
divided  into  two;  sometimes  there  is  a  fifth  tendon  for  the  little  toe. 
Barely  a  thin  accessory  muscle,  the  indicator  pedis,  is  present  between 
its  two  inner  tendons.  This  extends  the  second  toe. 

Dissection.  Divide  the  extensor  brevis  towards  its  front  and  reflect  it. 
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Cut  through  the  horizontal  hand  of  the  annular  ligament  over  the  extensor 
hallucis  and  reflect  it,  so  as  to  demonstrate  the  sheaths  in  this  ligament 
and  its  attachments.  Follow  to  their  origin  the  anterior  tihial  and 
musculo-cutaueous  nerves  and  their  branches. 

Nerves  on  the  Front  of  the  Lei/- — The  External  Popliteal,  or  peroneal 
nerve,  about  an  inch  below  the  head  of  the  fibula,  pierces  the  origin  of 
the  peroneus  longus  and  divides  between  that  muscle  and  the  fibula  into 


Patella 


Ext.  pop.  n.  giving 
off  recur*.  artier. 


■  11 us.  cut3,  u. 

Peron*.  long. 

-  Ext.  com.  Jig. 

Peron8.  brev. 

Ext.  prop.  ball. 


Ant.  aimlr.  lig. 


Ext.  br.  of  ant. 
tib.  n. 


Tend.  ext.  prop. 

hull. 

Ant.  tib.  n.  and 
anast”.  with 
mus.  cut9. 


Ext.  br.  of  mus.  cut8. 


Int. 


—  Ext.  brev.  dig. 

_ Ext.  soph.  n.  and 

anast9.  with  mus. 
cut8. 


Fig.  430. — Dissection  of  the  front  of  the  left  leg  and  dorsum  of  foot. 


the  anterior  tibial  and  musculo-cutaueous.  Before  dividing  it  gives  off 
articular  and  cutaneous  branches  which  have  already  been  described. 

The  Recurrent,  or  third  articular  nerve,  is  given  off  at  the  point  of 
division  of  the  peroneal  nerve,  and  accompanies  the  tibial  recurrent  artery 
through  the  tibialis  milieus  muscle  to  the  front  of  the  knee,  which  it 
supplies. 
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The  Anterior  Tibial  Nerve  (anterior  interosseous)  passes  obliquely 
forwards  under  the  extensor  longus  digitonun  to  the  front  of  the  inter¬ 
osseous  membrane,  and  reaches  the  outer  side  of  the  tibial  artery  about  the 
middle  of  the  leg  ;  it  then  crosses  the  anterior  tibial  vessels  once  or  more, 
and  at  the  ankle  joint  is  external  to  them.  It  there  divides  into  an 
external  and  internal  branch.  Its  branches  are,  muscular  to  the  tibialis 
anticus,  extensor  longus  digitorum,  peroneus  tertius,  and  extensor  proprius 
pollicis,  and  the  two  terminal  branches  just  mentioned. 


Ext.  long.  dig. 
Ext.  prop.  poll. 
Per.  long 


Ant.  per1,  art 


Ext.  mallr.  a. 
Tars 
Metatar, 


Ext.  long.  dig.  tend*,  cut 


- Ant.  tib.  art. 


Ant.  ann.  lig.  cut 
Int.  mallr.  a. 

Ext.  prop.  poll,  cut 
Dors,  peilis  a. 

Irt.  tars.  a. 

Ext.  brev.  dig. 


Dors,  intoss,  and 
metatar.  a. 


I'ki.  431.  -Arteries  on  dorsum  of  right  foot. 


The  External  or  Tarsal  Ji ranch  passes  out  across  the  tarsus  beneath 
the  extensor  brevis,  and  becoming  ganglionic,  like  the  posterior  int  erosseous 
at  the  wrist,  supplies  the  extensor  brevis  and  the  joints  of  the  tarsus  and 
metatarsus. 

'I'lie  Internal  Branch  is  the  coni  inuat ion  of  the  nerve,  and  accompanies 
the  dorsalis  pedis  artery,  and  at  the  fore  part  ot  the  first  interosseous 
space  divides  into  two  branches  that  supply  the  cont iguous  sides  of  the 
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oreat  and  second  toes,  communicating;  with  the  internal  branch  of  the 
nnisculo-cutaneous  nerve. 

The  Musculo-cutaneous  Nerve  runs  between  the  peronei  and  extensor 
longus  digitorum  to  the  junction  of  the  middle  and  lower  thirds  of  tlie 
leg,  where  it.  pierces  the  deep  fascia  on  its  front  and  outer  side,  and  divides 
into  two  branches,  internal  and  external,  which  are  distributed  to  the 
dorsum  of  the  foot  and  toes.  Before  piercing  the  fascia  it  supplies  the 
peroneus  longus  and  brevis,  and  then  gives  off  some  cutaneous  filaments  to 
the  lower  and  outer  part  of  the  leg. 

The  Internal  Branch  of  the  musculo-cutaneous  crosses  the  ankle  joint., 
passes  along  the  inner  side  of  the  dorsum  of  the  foot,  and  supplies  the 


Fig.  432.— Ahtekies  or  the  dorsum  of  left  foot. 

inner  side  of  the  great  toe  and  ihe  adjacent  sides  of  the  second  and  1  bird  ; 
it  also  supplies  the  skin  of  the  inner  side  of  the  foot  and  inner  ankle,  and 
joins  the  internal  saphenous  nerve  on  the  inner  side  of  the  foot,  and  the 
anterior  tibial  between  the  first  and  second  toes. 

The  External  Branch  is  the  larger,  and  passes  along  on  the  outer  side 
of  the  dorsum  of  the  foot  to  the  adjoining  sides  of’  (he  third,  fourth,  and 
fifth  toes.  It  also  innervates  the  skin  of  the  outer  side  of  the  foot  and 
outer  ankle,  and  joins  Ihe  short  saphenous  nerve. 

Ihe  distribution  of  these  digital  nerves  of  the  musculo-cutaneous  is 
variable,  commonly  they  supply  all  the  toes  on  the  dorsal  aspect  excepting 
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the  adjacent  sides  of  the  great  and  second  toes,  which  are  furnished  by  the 
anterior  tibial,  and  the  outer  side  of  the  little  toe,  which  is  innervated  by 
the  short  saphenous.  The  dorsal  digital  nerves  should  be  traced  to  the 
1  ist  phalanges  of  the  toes,  where  they  will  be  found  to  unite  with  each  other 
and  to  give  off  filaments  to  the  bed  of  the  nail. 

Muscles  on  the  Outer  Side  of  the  Lei/. — There  are  two  muscles  in 


Fig.  433. — Forsum  of  right  foot,  showing  tendons,  vessels,  nerves,  and 

ANTERIOR  ANNULAR  LIGAMENT. 


this  position,  which  being  attached  to  the  fibula  have  been  named 
peronei. 

The  Peroneus  Longus  is  the  more  superficial,  and  occupies  the  upper  and 
outer  side  of  the  leg.  It  arises  from  the  outer  side  ol  the  head  and  uppei 
t  wo-(  birds  of  t  he  anterior  surface  of  the  shaft  of  the  fibula,  from  the  inter¬ 
muscular  septa,  from  the  deep  fascia,  and  from  the  external  border  of  the 
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fibula  nearly  to  (he  malleolus.  It  ends  in  a  long  tendon  which  passes 
behind  the  outer  malleolus,  beneath  (he  external  annular  ligament,  in  a 
groove  which  is  common  to  it  and  the  peroneus  brevis.  It  then  passes 
obliquely  forwards  across  the  outer  side  of  the  os  calcis,  below  (he  peroneus 
brevis,  and  in  a  separate  fibrous  sheath.  Then  it  runs  in  a  slight  groove 
on  the  outer  side  of  the  cuboid,  and  finally  in  a  deep  groove  on  the  under 
surface  of  that  bone,  which  groove  is  converted  into  a  canal  by  the  long 
caleaueo-cuboid  ligament,  and  is  inserted  into  the  internal  cuneiform  and 


Fig.  435. --Terminations  or  the  anterior  tibial  and  musculo-cutaxeous  nerves 
AND  ANTERIOR  TIBIAL  ARTERY  ON  THE  DORSUM  OP  THE  RIGHT  FOOT. 

base  of  the  first  metatarsal  bone.  This  portion  of  the  muscle  has  been  seen 
in  the  dissection  of  the  sole. 

Relations. — In  the  leg  i)  is  immediately  beneath  (lie  fascia  and  rests 
on  the  peroneus  brevis.  Its  tendon  rests  on  the  middle  piece  of  the 
external  lateral  ligament  of  the  ankle  with  that  of  the  peroneus  brevis,  one 
synovial  membrane  being  common  to  both  tendons.  In  front  of  it  is  the 
origin  of  the  extensor  longus  digitoruni,  and  the  soleus  is  attached  to  the 
fibula  behind  it. 

Action.  1(  extends  the  foot  upon  the  leg  and  raises  its  outer  boidei. 
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1-ig.  436.— External  muscled  and  tendons  ok  left  leg. 
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The  foot  being  on  the  ground  it  will  steady  the  leg  upon  tlie  foot,  and  will 
assist  to  lift  the  hinder  part  of  the  body  weight,  as  in  walking,  &c. 

Nerve. — The  mnsculo-cutaneous. 

Varieties. — There  is  often  a  tendinous  slip  for  the  third  metatarsal, 
and  sometimes  others  for  the  fourth,  fifth, and  even  for  the  base  of  the  first 
metatarsal.  There  is  an  occasional  small  head  of  origin  from  the  fibula 
between  it  and  the  brevis.  This  is  the  peroneus  accessorius ,  and  its 
tendon  usually  joins  that  of  the  longus. 

The  Peroneus  Brevis  is  beneath  the  longus  and  is  smaller  and  shorter 
than  it.  It  arises  from  the  anterior  and  posterior  borders  of  the  fibula, 


Fig. 


439.— Showing  Tim  bonks  of  the  bight  foot  ( Doits  a  l  aspect)  and  the 

INSERTION  OF  T11E  PERONEUS  BREVIS. 


and  from  the  lower  two-thirds  of  the  anterior  surface  of  its  sheath,  internal 
to  the  longus;  also  from  the  intermuscular  septa  and  deep  fascia.  Its 
fibres  pass  vertically  downwards  and  end  in  a  tendon  which  is  placed  in 
front  of  that  of  the  longus;  this  passes,  with  the  tendon  of  the  peroneus 
longus,  through  the  same  groove  beneath  the  external  malleolus  and  under 
the  external  annular  ligament,  being  enclosed  in  the  same  synovial  mem¬ 
brane.  It  then  passes  through  a  separate  fibrous  sheath  on  the  outer  side 
of  the  os  calcis  above  the  tendon  of  the  loneris,  and  is  inserted  into  the 
dorsal  surface  of  the  base  of  the  metatarsal  bone  of  the  little  toe  on  its 
outer  side. 

Relations. —  In  the  leg  it  reaches  a  little  in  front  of  the  longus  which 
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covers  it,  ils  deep  surface  is  in  contact  with  the  fibula  and  outer  side 
of  the  os  calc  is. 

Actions. —  It  extends  the  ankle  and  turns  fhe  foot  up  and  out  in  ever¬ 
sion.  Its  other  actions  resemble  those  of  the  longus,  which  it  assists  in 
drawing  back  the  fibula  in  the  act  of  rising  from  stooping. 

.A  erve. — The  musculo-cutaneous. 

1  arieties. — The  peroneus  brevis  may  send  a  fibrous  expansion  to  the 
fourth  dorsal  interosseous  muscle,  or  a  muscular  fasciculus  to  the  tendons 
of  the  common  extensor  of  the  toes.  There  may  be  a  peroneus  accessorius 
arising  from  the  fibula,  between  the  longus  and  brevis,  and  joining  the 
tendon  of  fhe  brevis  in  the  sole.  A  peroneus  qiiinti  (lijjiti  may  exist 
arising  from  (he  lower  fourth  of  the  fibula  under  the  brevis,  or  from  the 


Fig.  440. — Right  os  calcis  seen  on  its  outer  aspect  to  show  the  peronei 

TENDONS  IN  THEIR  SHEATHS. 

1.  ruroneus  brevis.  2.  Peroneus  longus. 

tendon  of  the  brevis,  and  inserted  into  the  expansion  on  the  dorsum  of  the 
little  toe.  A  peroneus  quartus  arising  between  the  flexor  hallucis  and 
peroneus  brevis  on  the  back  of  the  fibula,  and  inserting  into  a  tubercle  on 
the  os  calcis  behind  the  ordinary  peronei  tendons,  may  be  present.  A 
peroneus  quintas  may  be  given  off  from  the  brevis  and  be  inserted  close 
behind  the  quartus.  A  muscular  fasciculus,  which  lias  been  named  the 
tensor  membrane v  synovialis  tarsi,  may  be  given  off  from  the  lower  part 
of  the  brevis,  and  be  inserted  into  the  under  part  of  the  retinacula  or 
sheath  of  the  peronei  tendons. 

Directions. — The  student  should  now  proceed  with  the  dissection  of 
the  ligaments  of  the  leg  and  foot. 
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Dissection. — Remove  the  muscles  on  both  surfaces  of  the  interosseous 
membrane,  and  from  the  front  and  hack  of  the  upper  and  lower  ends  of  the 
tibia  and  fibula,  where  they  articulate. 

The  tibio-peroneal  articulations  are  the  superior  and  inferior.  In  the 
middle,  between  the  bones  is  the  interosseous  ligament,  and  the  upper  and 
lower  ligaments  are  fibrous  bands  at  the  extremity  of  the  bones. 

Superior  Tibio-fibular  Joint.  This  articulation  is  an  arthrodial  one,  and 
resembles  the  lower  in  being  almost  immovable.  Its  ligaments  are  anterior 
and  posterior.  The  superior  anterior  hy ament  consists  of  two  or  three 
broad ish  flat  bands,  which  run  across  the  joint  from  the  outer  tuberosity  of 
the  tibia  to  the  head  ol  the  fibula. 
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The  superior  posterior  liyament  is  broad,  and  thinner  than  the 
anterior,  and  crosses  tin;  joint  from  the  outer  tuberosity  of  t lie  tibia  to  the 
head  of  the  fibula.  The  tendon  of  the  poplitcus  lies  on  it. 

Dissection. — Remove  these  ligaments  to  observe  the  synovial  mem¬ 
brane  and  the  articular  surfaces. 

The  synovial  membrane  lines  this  articulation,  and  at  its  back  projects 


.  Tibia. 

.  Fibula. 

,  Astragalus. 

Spine  of  tibia. 

Int1.  tuberosity. 

Ext. 

Tubercle. 

Crest. 

Int.  mall8. 

Head  of  fib. 

Ext.  mall". 

,  Troclilea  of  astrag. 

Head 

Ant.  sup.  tib.  fib.  lig. 

Intoss.  lig.  showing  apertures  for 
vessels. 

,  Ant.  inf.  tib.  fib.  lig. 

Ext.  lat1.  ant.  piece. 

Int . 


Fig.  441. — The  tibio-fibular  ligaments  of  the  left  leg  seen  from  the  front. 

One  third. 

up  so  as  to  touch  that  of  the  knee,  with  which  it  is  sometimes  continuous 
at  the  upper  and  back  part.  The  articular  surfaces  are  both  flat  and  oval, 
and  covered  with  cartilage. 

Middle  Tibio-fibular  Articulation.  —  The  interosseous  membrane  or 
liyament  fills  the  space  between  the  bones  except  at  their  upper  and  lower 
parts.  It  is  a  thin  aponeurotic  lamina  of  oblique  fibres,  which  for  the 

o  o 
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most  part  pass  down  from  the  external  border  of  the  tibia  to  the  oblique 
line  on  the  inner  fibular  surface  at  its  upper  two-thirds,  and  to  the  posterior 
edge  of  the  fibula  along  the  lower  third.  Some  fibres  cross  in  the  opposite 
manner.  This  ligament  is  broader  above  than  below,  and  in  its  upper 
part  there  is  an  oval  aperture  about  an  inch  in  length,  near  the  neck  of  the 
fibula,  for  the  passage  of  the  anterior  tibial  artery  to  the  front  of  the  leg; 
and  at  its  lower  part,  about  an  inch  above  the  lower  edge  of  the  fibula,  is 
a  small  opening  for  the  anterior  peroneal  vessels.  Below,  it  is  continuous 
with  the  inferior  interosseous  ligament;  and  it  is  perforated  in  numerous 
places  along  its  length  for  the  passage  of  small  vessels.  It  separates  the 
muscles  in  front  from  those  at  the  back  of  the  leg,  the  former  being  the 
tibialis  anticus,  extensor  longus  digitorum,  extensors  proprius  pollicis  and 
peroneus  tertius,  with  the  anterior  tibial  vessels  and  nerve.  The  latter 
are  the  tibialis  posticus  and  flexor  longus  pollicis. 

Inferior  Tibiodibular  Joint. — The  ligaments  of  this  articulation  are 


a.  Tibia. 

b.  Fibula. 

r.  Int.  mall'. 

(I.  Ext.  „ 

e.  Trochlea  of  asl  rag. 

/.  Head  of  astrag. 
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2.  Ant.  inf.  tib.  fib.  lig. 

3.  Ext.  lat*.  ant.  piece. 

4.  Int.  „  i, 


Pto.  -M2.— Left  ankle  joint  opened.  Anterior  aspect. 


four:  anterior  and  posterior,  inferior  tibio-fibular  or  inferior  interosseous, 
and  transverse. 

The  anterior  inferior  ligament  is  a  flat  triangular  band,  broader  below 
than  aboVe,  and  extends  obliquely  down  and  out  over  the  front  of  the 
articulation,  between  the  contiguous  margins  of  the  tibia  and  fibula.  In 
front  it  is  in  relation  with  the  peroneus  tertius,  deep  fascia  of  the  leg  and 
skin.  Jiehind ,  with  the  inferior  interosseous  ligament,  and  is  also  in 
contact  with  the  cartilage  covering  the  upper  anterior  part  of  the 
astragalus. 

The  posterior  inferior  ligament  is  smaller  than  the  anterior,  and  has 
similar  connections  behind  the  articulation. 

The  inferior  ligament  of  this  articulation,  called  the  inferior  interos¬ 
seous ,  to  distinguish  it  from  the  interosseous  ligament  or  membrane 
between  the  tibia  and  fibula,  consists  of  many  strong,  shoi’t,  transverse, 
yellowish  fibrous  bands,  distinct  from  the  posterior  ligament,  which  till  the 
space  between  the  contiguous  rough  surfaces  of  the  tibia  and  fibula,  and 
form  their  chief  bond  of  union.  It  is  attached  to  the  end  of  the  fibula 
above  the  small  pit,  and  to  the  contiguous  part  of  the  tibia  and  posterior 
border  of  the  articulation,  and  assists  in  deepening  the  hollow  for  the 
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reception  of  the  astragalus.  It  is  continuous  above  with  the  interosseous 
membrane. 

The  transverse  ligament  is  a  longish,  narrow  band  continuous  with  the 
posterior  inferior  ligament,  and  passes  transversely  over  the  posterior  aspect 
of  the  joint,  from  the  posterior  border  of  the  external  malleolus  to  the 
outer  margin  of  the  tibia,  near  its  malleolar  process.  This  ligament  pro¬ 
jects  below  the  margin  of  the  bones,  and  is  said  by  some  to  lie  only  a  part 
of  the  inferior  interosseous  ligament. 

The  synovial  membrane  is  an  extension  from  that  of  the  ankle 
joint. 

Joint  Surfaces. — The  lower  ends  of  the  tibia  and  fibula  are  in  contact 
by  surfaces  which  are  mainly  rough  and  connected  by  ligament,  but  near 
their  lower  borders  are  smooth  and  covered  by  cartilage.  The  fibular 
surface  is  convex,  and  the  tibial  concave ;  the  lower  edges  of  both  being 
straight. 

Movements. — The  tibio-fibular  articulations  permit  of  little  movement, 
as  the  main  use  of  the  fibula  is  to  give  attachment  to  the  leg  and  foot  mus- 
cles,  and  to  support  the  ankle  joint  externally.  In  the  upper  articulation 
only  slight  antero-posterior  gliding  can  take  place.  In  the  lower  the  liga¬ 
ment  and  the  elasticity  of  the  fibula  allow'  slight  yielding  to  the  pressure 
of  the  astragalus  when  the  body  weight  is  thrown  on  the  inner  side  of  the 
foot.  If  the  force  acting  in  this  direction  be  too  great,  the  lower  third 
or  fourth  of  the  fibula  will  fracture  rather  than  the  ligament  yield  ;  and  in 
falls  upon  the  feet,  the  astragalus  may  be  driven  up  between  the  two 
bones.  This  accident  is  extremely  rare ;  I  have  seen  but  one  case,  which 
occurred  at  the  Middlesex  Hospital  some  years  ago  in  the  practice  of 
Mr.  Nunn. 


THE  ANKLE  JOINT. 

This,  like  the  knee,  is  a  ginglymus  or  hinge  joint.  The  tibia  and  its 
malleolus,  and  the  external  malleolus  of  the  fibula,  form  an  arch  which 
receives  the  upper  convex  surface  of  the  astragalus  and  its  two  lateral 
facets.  There  are  four  ligaments,  viz.  anterior,  posterior,  internal  and 
external  lateral. 

Dissection. — Remove  the  muscles,  vessels,  and  fibrous  tissue  from  the 
front  and  back  of  the  joint,  and  to  define  the  lateral  ligaments,  the  leg 
must  be  placed  first  on  one  and  then  on  the  other  side.  The  tibialis  pos¬ 
ticus  and  the  peronei  muscles,  with  the  remains  of  the  annular  ligaments, 
must  be  taken  away.  The  student  should  study  the  action  of  these  liga¬ 
ments  in  the  various  movements  of  the  joint,  and  must  refer  to  the  para¬ 
graph  a  little  further  on  which  deals  with  that  subject. 

The  Anterior  or  Tibio-astragaloid  is  a  broad  thin  membrane  which  is 
attached  above,  close  to  the  articular  edge  of  the  tibia,  and  below,  to  the 
upper  margin  of  the  astragalus  in  front  of  its  tibio-articular  surface.  It 
is  pierced  by  vessels,  and  is  continuous  at  the  sides  with  the  lateral  liga¬ 
ments.  In  front,  it  is  in  relation  with  the  extensor  tendon  of  the  toes, 
the  tibialis  anticus,  peroneus  tertius,  and  anterior  tibial  vessels  and  nerve. 
Behind,  it  is  in  contact  with  the  synovial  membrane. 

The  Posterior  Ligament,  when  present,  is  thicker  externally  than  in¬ 
ternally,  and  has  similar  connections  to  the  leg  bones  as  the  anterior,  but 
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at  t  he  back  of  the  joint.  At  its  outer  part  it  is  made  up  of  transverse 
fibres  which  are  fixed  to  the  depression  on  the  inner  surface  of  the  outer 
malleolus. 

The  Transverse  Ligament  of  the  inferior  tibio-fibular  joint  is  said  by 
some  to  take  the  place  of  the  posterior  ligament.  The  anatomists  who 

1  External  malleolus. 

2.  Anterior  fasciculus  of 

external  lateral  liga¬ 
ment. 

3.  Middle,  and 

4.  Posterior  fasciculi. 

5.  External  calcaneo¬ 

cuboid. 

6.  Cubo-metatarsal. 


Fig.  413. — Ligaments  of  the  right  foot.  Outer  aspect. 


describe  a  posterior  ligament  to  the  ankle,  omit  a  transverse  ligament  to 
the  tibio-fibular  joint. 

The  internal  lateral  or  deltoid  ligament  has  two  layers,  superficial 
and  deep.  The  superficial  lager  is  a  triangular  strong  flat  membrane, 
which  is  attached  above  to  the  apex  and  anterior  and  posterior  borders  of 
the  internal  malleolus.  The  anterior  fibres  pass  forwards  to  be  attached 


Fig.  444.— Ligaments  about  the  ankle.  Left  foot,  posterior  view. 

to  the  scaphoid,  joining  the  inferior  calcaneo-scaplioid  ligament.  The 
middle  fibres  descend  vertically  to  be  fixed  to  the  sustentaculum  tali  of 
the  os  calcis  ;  and  the  posterior  pass  back  and  out,  to  be  attached  to  the 
hinder  part  of  the  astragalus.  The  deeper  layer  is  made  up  of  strong, 
short,  thick  fibres,  which  pass  from  Ihe  groove  on  the  under  surface  of  the 
apex  and  from  the  apex  of  the  malleolus  to  below  the  articular  surface 
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of  the  astragalus.  On  this  ligament  lie  the  tendons  of  the  tibialis  pos¬ 
ticus  and  flexor  longus  digitoruin. 

The  external  lateral  ligament  consists  of  three  separate  bands  sepa¬ 
rated  by  distinct  intervals,  and  taking  different  directions.  They  are 

n.  Tibia. 

0.  Astragalus, 
c.  Os  calcis. 

<1.  Scaphoid. 
e.  I nt.  cuneiform. 

/.  Middle  cuneiform. 

</.  First  metatarsal. 

1.  Tost. 

2.  Middle,  and 

3.  Anterior  pieces  of  hit.  lat.  lig. 

4.  Tibio-scaplioid. 

1  2  3  4  constitute  together  the  int. 

lat.  or  trapezoid  lig. 

5.  Dorsal  scapho-cuboid. 

6  7.  Dorsal  scapho-cunciform. 

8.  Long,  calc.-cuboid. 

I).  Tendo-Achillis. 

Fig.  445.— Internal  ligaments  of  the  left  foot.  One-half. 

called  the  anterior,  middle,  and  posterior  portions  of  the  ligaments,  but 
some  anatomists  have  considered  them  as  three  distinct  ligaments,  and 
they  have  received  names  corresponding  to  their  attachments. 

The  anterior  fasciculus  is  the  shortest,  and  runs  from  the  anterior 


1* ig.  446.  Left  ankle  joint  opened  in  front  to  show  upper  articular 

SURFACE  OF  ASTRAGALUS. 

edge  of  the  summit  of  the  external  malleolus,  forwards  and  downwards,  to 
the  side  of  the  astragalus,  in  front  of  its  lateral  articular  surface  for  the 
os  calcis. 

The  middle  fasciculus  is  the  longest,  is  narrow  and  round,  and  passes 
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fmm  1 lie  apex  of  (lie  malleolus  down  and  back  to  t lie  middle  of  the  outer 
surface  of  the  os  calcis.  The  tendons  of  the  peroneus  longus  and  brevis 
rest  on  it. 

The  posterior  fasciculus  is  the  most  deeply  placed,  and  the  strongest. 
It  is  almost  horizontal,  and  passes  from  the  depression  at  the  inner  and 
back  part  of  the  outer  malleolus  to  the  astragalus  behind  its  upper  arti¬ 
cular  surface  and  that  for  the  external  malleolus.  The  peronei  tendons 
lie  on  this  fasciculus  also.  This  portion  of  the  ligament  helps  to  deepen 
the  cavity  for  the  astragalus. 

Dissection. — Divide  the  ligaments  and  separate  the  bones,  to  see  the 
synovial  membrane  and  the  articular  surfaces. 

The  synovial  membrane  covers  the  inner  surface  of  the  ligament,  and 
sends  a  fold  upwards  between  the  lower  ends  of  the  tibia  and  fibula.  The 
middle  part  of  the  external  lateral  ligament  is  only  slightly  in  contact 
above  with  the  synovial  membrane. 

Articular  Surfaces. — On  the  lower  end  of  the  tibia  there  are  two  car¬ 
tilaginous  articular  facets,  one  for  the  shaft  and  the  other  for  the  malleo¬ 
lus.  The  inner  surface  of  the  libular  malleolus  is  covered  with  cartilage 
for  articulation  with  the  astragalus.  This  malleolus  is  longer  and  placed 
further  back  than  the  inner. 


Fig.  447. — The  articular  surfaces  of  the  left  tibia  and  fibula. 

The  astrac/aliis  has  three  cartilaginous  facets  for  the  ankle  articula¬ 
tion,  an  upper  and  two  lateral.  The  upper  or  central  articular  surface  is, 
like  the  lower  surface  of  the  tibia,  broader  in  front  than  behind,  and 
trochlear-shaped.  The  outer  facet  is  the  larger  of  the  lateral  facets. 

Movements. — The  motions  of  this  joint  are,  like  those  of  other  joints, 
mainly  determined  by  the  shape  of  the  articular  surfaces.  Flexion  and 
extension  are  the  chief  movements  permitted  in  this  joint.  In  extension 
the  toes  point  to  the  ground,  and  in  flexion  they  are  raised  towards  the 
front  of  the  leg. 

In  extension  the  astragalus  moves  forwards  and  projects  anteriorly. 
This  movement  is  stopped  by  the  meeting  of  the  astragalus  with  the  tibia 
behind,  and  by  the  tension  of  the  anterior  ligament.  The  anterior  por¬ 
tion  of  the  external  and  the  anterior  and  middle  parts  of  the  internal 
lateral  ligaments  are  rendered  tense.  In  complete  extension,  a  certain 
amount  of  lateral  motion  is  possible,  because  the  narrow  part  of  the 
astragalus  is  brought  into  the  widest  portion  of  the  space  between  the 
malleoli  ;  but  if  the  extension  be  forced,  the  astragaloid  portions  of  the 
lateral  ligaments  will  prevent  lateral  motion  in  consequence  of  being 
rendered  tense.  Extension  of  the  joint  is  accompanied  with  a  slight  in- 
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version  of  the  toes,  because  the  outer  border  of  the  superior  articular 
surface  of  the  astragalus  is  curved  and  longer  than  the  inner. 

The  muscles  producing  extension  are  the  gastrocnemius,  soleus,  plan- 
taris,  peroneus  longus  and  brevis,  flexor  communis  digitorurn,  tibialis 
posticus,  and  flexor  longus  hallueis. 

Inflexion  the  astragalus  moves  back  and  projects  at  the  posterior  part 
of  the  joint.  Further  motion  in  this  direction  is  cheeked  by  the  astra¬ 
galus  meeting  the  anterior  edge  of  the  tibia.  The  posterior  ligament  is 
stretched  by  the  projecting  body  of  the  astragalus,  and  the  posterior  piece 
of  tin1  external  lateral  and  middle  and  posterior  fasciculi  of  the  internal 
lateral  ligaments  are  rendered  tense.  In  complete  flexion  the  broad  part 
of  the  astragaloid  surface  is  thrust  back  into  the  narrowest  part  of  the 
intermalleolar  space,  and  the  inferior  tibular  extremity  is  pressed  on,  so 
as  to  render  tense  the  inferior  tibio-fibidar  ligaments.  Lateral  move¬ 
ment.  is  thus  prevented,  but  at  the  same  time  a  certain  amount  of  elas¬ 
ticity  is  gained. 


a.  Calcaneous. 

b.  Fibula. 

c.  Astragalus. 

d.  Tibia. 

1.  Post.,  and 

£,  Middle  pieces  of  ext.  lat.  lig. 

3  and  4.  Similar  portipns  of  int. 
lat. 

5.  Intoss.  The  sj  poviul  cavities 

are  shown. 

6.  Inf.  intoss.  lig. 


Fig.  448.— Vertical  transverse  section  through  hinder  part  of  left  ankle 

AND  FOOT,  SEEN  FROM  BEHIND.  ONE  HALF.  TO  SHOW  THE  SYNOVIAL  CAVITIES. 


Flexion  is  produced  by  the  tibialis  anticus,  extensor  proprius  hallueis, 
peroneus  tertius,  and  extensor  communis  digitorurn. 

Abduction  is  brought  about  by  the  peroneus  longus,  brevis,  tertius, 
and  extensor  communis  digitorurn. 

Adduction  is  due  to  the  action  of  the  tibialis  anticus  and  posticus, 
extensor  proprius  hallueis,  and  the  triceps  of  the  leg,  i.e.  the  gastrocne¬ 
mius,  soleus,  and  plantaris. 

Use  of  the  Ligaments. —  The  internal  lateral,  or  deltoid,  is  very  strong, 
and  will  withstand  a  force  which  would  break  the  internal  malleolus,  lls 
middle  fasciculus,  with  that  of  the  external  lateral  ligament,  connects  tin* 
leg  bones  strongly  to  the  os  calcis,  and  resists  displacement  in  all  direc¬ 
tions.  The  anterior  and  posterior  fasciculi  of  the  deltoid  ligament  check 
extension  and  flexion  of  the  foot,  respectively;  and  the  anterior  fibres 
also  limit  abduction.  The  posterior  portion  of  the  external  lateral  liga¬ 
ment  aids  the  middle  in  opposing  dislocation  of  the  foot  backwards,  and 
it  also  deepens  the  cavity  for  the  astragalus.  Its  anterior  fasciculus  checks 
dislocation  of  the  foot  forwards,  and  limits  extension  and  adduction. 
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Relations. — In  front,  from  within  out,  are  the  tibialis  anticus,  ex- 
tensor  pollicis,  extensor  communis  digitorum,  and  peroneus  tertius,  the 
anterior  tibial  vessels  and  nerve  being  between  the  extensors  pollicis  and 
digitorum,  and  the  nerve  being  external  to  t  lie  artery. 

Behind ,  from  within  out,  are  the  tibialis  anticus,  flexor  longus  digi¬ 
torum,  posterior  tibial  vessels  and  nerve,  and  flexor  longus  pollicis.  The 
tendons  of  the  peroneus  longus  and  brevis  lie  in  the  groove  behind  the 
external  malleolus. 

The  Ar  teries  to  the  joint  are  derived  from  the  malleolar  branches  of 
the  anterior  tibial,  and  from  the  peroneal  and  dorsalis  pedis. 

The  Nerves  are  supplied  by  the  anterior  tibial. 

Dissection. — Remove  all  the  soft  parts,  excepting  the  ligaments,  which 
will  be  known  by  their  glistening  aspect,  from  the  dorsum  and  the  sole  of 
the  foot ;  and  cleanse  the  connective  tissue  from  between  the  ligamentous 
bands  which  connect  the  various  tarsal,  metatarsal,  and  phalangeal  bones. 

Articulations  of  the  Tarsus. — These  may  be  subdivided  into  three  sets. 
(1)  The  joints  of  the  first  row  of  tarsal  bones;  (2)  those  of  the  second 
row  ;  and  (3)  ligaments  connecting  the  bones. 

The  External  Calcaneo-astragaloid  Ligament  is  a  strong  short  band, 
which  goes  from  the  outer  surface  of  the  astragalus,  just  below  its  external 
malleolar  facet,  to  the  outer  edge  of  the  os  calcis.  It  is  parallel  with,  and 
situated  in  front  of  the  middle  fasciculus  of  the  external  lateral  ligament 
of  the  ankle. 

The  posterior  Calcaneo-astragaloid  Ligament  is  made  up  of  a  few 
short  narrow  fibres,  which  pass  obliquely  back  and  in,  between  the  posterior 
extremity  of  the  astragalus  and  the  upper  adjoining  surface  of  the  os  calcis. 
It  is  grooved  by  the  tendon  of  the  flexor  longus  pollicis. 

The  Interosseous  Ligament  is  the  chief  bond  of  union  between  the 
bones.  It  is  made  up  of  numerous  strong  vertical  and  oblique  fibres,  fixed 
above  to  the  groove  between  the  astragaloid  articular  facets,  and  below 
to  the  corresponding  depression  on  the  upper  surface  of  the  os  calcis.  It 
is  very  strong  and  thick,  and  is  an  inch  in  breadth. 

There  are  two  synovial  membranes,  one  for  the  anterior  and  the  other 
for  the  posterior  calcaneo-astragaloid  joint.  The  anterior  one  passes  be¬ 
tween  the  head  of  the  astragalus  and  the  scaphoid. 

Articular  Surfaces. — The  interosseous  ligament  must  be  cut  through 
before  these  surfaces  can  be  studied.  There  are  two  articular  surfaces  on 
both  the  astragalus  and  os  calcis,  the  anterior  and  the  posterior.  The 
anterior  one  of  the  os  calcis  is  concave,  and  occasionally  divided  into  two; 
the  posterior  is  convex  transversely.  The  astragaloid  surfaces  have  just 
the  reverse  shape  to  those  of  the  os  calcis,  the  anterior  being  convex,  the 
posterior  concave.  The  former  one  is  placed  on  the  under  surface  <>f  the 
head  of  the  astragalus,  and  is  common  to  the  astragalus,  os  calcis,  and 
scaphoid.  The  synovial  membrane  very  rarely  communicates  with  that  ot 
the  calcaneo-cuboid  joint. 

Movement s. — In  standing,  the  body  weight  forces  the  astragalus  down 
and  in,  flattening  tin1  pedal  arch,  so  that  its  head  rests  on  the  calcaneo- 
scaphoid  ligament  and  the  interosseous  ligament  is  rendered  tense.  ^  hen 
the  pressure  is  removed,  the  arch  of  the  foot  is  restored  and  the  astragalus 
is  carried  up  and  out  by  the  elasticity  of  the  ligaments.  The  interosseous 
astragalo-calcaneal  ligament  is  the  centre  of  the  only  kind  of  motion,  i.e. 
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eliding,  which  is  possible  in  these1  joints.  This  arthrodial  motion  is  such, 
that  when  the  posterior  part  of  the  os  calcis  glides  in  and  up  beneath  the 
astragalus,  or  vice  verm,  the  astragalus  passes  down  and  out  above  the  os 
calcis,  and  the  cuboid  extremity  of  the  os  calcis  also  moves  down  and  out. 
The  head  of  the  astragalus  is  supported  in  standing  by  the  tibialis  posticus 
and  flexor  longus  digitorum  tendons:  and  the  posterior,  external,  and 
calcaneo-scaphoid  ligaments  are  stretched. 

Articulations  of  the  Second  Row.— The  scaphoid,  cuboid,  and  three 
cuneiform  bones  are  connected  by  dorsal,  plantar,  and  interosseous  liga¬ 
ments. 

The  dorsal  ligaments  are  small  bands  of  parallel  fibres  passing  from 


Foronco- 

calc. 

Astra- 

galo- 

calc. 

1  ost. 


Fig.  410.-  Ligaments  of  the  dorsum  and  outer  side  of  left  foot 

each  bone  to  the  one  with  which  it  articulates.  Those  between  the  os 
calcis  and  cuboid  are  less  strong  than  the  corresponding  plantar  ones. 
Those  between  the  scaphoid  and  the  three  cuneiform  are  three  longitu¬ 
dinal  bands  near  to  each  bone,  the  innermost  being  the  widest  and 
strongest,  and  extending  around  the  inside  of  the  joint  into  the  sole  of 
the  foot. 

The  plantar  ligaments  have  a  similar  arrangement  in  the  sole  of  the 
foot. 

The  interosseims  ligaments  are  four,  and  consist  of  strong  transverse 
fibres  between  the  rough  noil-articular  surfaces  of  the  contiguous  bones. 
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There  is  one  between  the  scaphoid  and  cuboid;  another  between  fhe  in¬ 
ternal  and  middle  cuneiform;  a  third  between  the  middle  and  external; 
and  a  fourth  between  the  external  cuneiform  and  cuboid.  Where  the 
scaphoid  and  cuboid  are  in  contact,  there  is  a  small  cartilaginous  articular 
facet  which  is  lined  either  by  a  separate  synovial  membrane  or  by  a  process 
from  the  great  tarsal  synovial  membrane;  and  where  the  external  cunei¬ 
form  touches  the  cuboid  there  is  also  a  small  cartilaginous  articular 
facet. 

Articulations  of  the  two  rows  with  each  other. — There  are  three  of  these 
joints.  That  between  the  astragalus  and  scaphoid;  that  between  the  os 
calcis  and  scaphoid  ;  and  that  between  the  os  calcis  and  cuboid. 

The  joint  between  the  astragalus  and  scaphoid,  the  astragalo-scaphoid^ 
is  an  arthrodial  one.  There  is  usually  only  one  ligament,  the  superior 
astragalo-scaphoid,  which  is  a  broad  band  passing  obliquely  from  the  neck 
of  the  astragalus  to  the  upper  surface  of  the  scaphoid.  It  is  thin  and  weak, 
and  covered  by  the  extensor  tendons.  The  inferior  calcaneo-scaphoid  takes 
the  place  of  an  inferior  ligament. 

The  external  ligament  of  this  joint  when  present  may  be  seen  on  the 
dorsum,  between  the  scaphoid  and  os  calcis.  If  the  tibialis  posticus  tendon 
be  removed  and  some  fibro-cartilaginous  material  cleaned  away  from  it, 
the  inferior  calcaneo-scaphoid  ligament  will  be  seen  in  the  sole  of  the 
foot. 

The  synovial  membrane  is  part  of  that  for  the  anterior  calcaneo-astra- 
galoid  articulation.  There  is  much  mobility  in  this  joint,  but  it  is  sutli- 
ciently  feeble  to  allow  of  occasional  dislocation  of  the  astragalus. 

Dissection. — Divide  the  superior  astragalo-scaphoid  ligament,  and  ob¬ 
serve  that  the  astragalus  has  two  articular  facets,  a  large  one  transversely 
elongated,  and  larger  externally,  for  the  scaphoid,  and  a  smaller  one  below, 
for  the  os  calcis.  The  scaphoid  is  hollow  posteriorly,  and  is  widest  exter¬ 
nally. 

Movements. — The  scaphoid  moves  down  and  in  over  the  head  of  the 
astragalus,  or  in  the  opposite  direction.  When  the  scaphoid  is  pushed 
down,  the  external  and  upper  ligaments  are  made  tense,  and  when  it  is 
moved  in  the  opposite  direction  the  strong  inferior  calcaneo-scaphoid  liga¬ 
ment  is  stretched. 

Joint  between  the  Os  Calcis  and  Scaphoid.-  The  ligaments  connecting 
these  are  two,  viz.  superior  and  inferior  calcaneo-scaphoid. 

The  superior  or  external  calcaneo-scaphoid  is  situated  at  the  upper 
and  outer  side  of  the  head  of  (he  astragalus,  and  acts  as  a  lateral  ligament 
to  the  astragalo-scaphoid  articulation.  It  is  narrower  in  (he  centre  and 
is  about  three  quarters  of  an  inch  deep,  and  arises  with  the  internal 
calcaneo-cuboid  or  interosseous  ligament,  from  the  deep  groove  between  the 
astragalus  and  the  os  calcis  ;  and  passes  from  the  inner  side  of  the  anterior 
end  of  the  os  calcis  to  the  outer  side  of  the  scaphoid.  These  two 
ligaments  resemble  the  capital  letter  Y,  being  joined  behind, but  separate 
in  front. 

The  inferior  or  calcaneo-scaphoid  ligament  is  much  the  larger  and 
stronger.  It  is  a  thick  broad  band,  passing  forwards  and  inwards  from 
the  anterior  inferior  extremity  of  the  sustentaculum  to  a  depression  on  the 
under  surface  of  the  scaphoid.  It  supports  the  head  of  the  astragalus, 
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forming  part  of  its  articular  cavity.  Its  under  surface  rests  on  11  ic  tibialis 
posticus  tendon,  and  its  upper  is  lined  by  the  synovial  membrane  from  the 
anterior  calcaneo-astragaloid  art ieulat ion. 

The  articulation  between  the  os  calcis  and  the  cuboid  lias  four  ligaments, 
two  dorsal  and  two  plantar.  The  former  are  the  superior  calcaneo-cuboid 
and  the  internal  calcaneo-cuboid  or  interosseous;  the  plantar  are  the  long 
and  short  calcaneo-cuboid. 

The  superior  calcaneo-cuboid  ligament  is  a  narrow  thin  fasciculus 


Fig.  450.— Ligaments  of  eight  foot.  Plantar  aspect. 


Lat! 


'.  ligts.-j 


Int.  cale.-astrag 


Int.  calc.-scapli 
Scapli.-cuboid 
Cunco-scaplioid 
Inter-cuneifni. 

Tarso-mctatars. 


Long  calc.-cuboid 


' _ Cunco-cuboid 


Tarso-metatars. 
Trans.metatars.  post'. 


Trans,  metatars,  ail  tr. 
G move  for  flexor 


Lat.  ligts. 


between  the  contiguous  surfaces  of  the  os  calcis  and  cuboid.  On  the  dorsal 
aspect  of  the  joint  it  may  be  situated  at  the  outer  border  of  the  foot,  and 
it  is  occasionally  divided  into  two. 

The  internal  calcaneo-cuboid,  or  interosseous  ligament,  is  a  strong, 
short,  thick  band,  passing  from  Ihe  os  calcis,  in  Ihe  groove  between  it  and 
the  astragalus,  and  closely  blended  at  its  origin  with  the  superior  ealcaneo- 
scaphoid  ligament  to  the  cuboid.  It  is  inserted  into  the  inner  side  of  the 
cuboid,  and  forms  one  of  the  main  ligamentous  bands  between  the  tirst 


HUMAN  MO  urn  OLOCY. 


and  second  row  of  bones.  At  its  attachment,  to  the  os  calcis  it  is  external 
to  the  band  for  the  scaphoid  bone. 

The  Ioikj  calcaneo-cubold  is  the  strongest  of  the  ligaments  of  this 
joint,  and  is  the  more  superficial  of  the  two  plantar  ones.  It  is  the  longest 
of  all  the  tarsal  ligaments,  and  is  called  li (/amentum  lonrjum /plantce.  It 
is  attached  to  the  under  surface  of  the  os  calcis  very  near  the  anterior  and 
posterior  tubercles,  and  is  inserted  in  the  ridge 'on  the  under  surface  of  the 
cuboid,  the  innermost  fibres  passing  over  the  tendon  of  the  peroneus  longus, 
aiding  in  the  formation  of  its  sheath,  and  its  more  superficial  fibres  pass  to 
be  inserted  to  the  bases  of  the  second,  third,  and  fourth  metatarsal  bones. 


Astragalus 


Intcrinctatarsal  ligta. 


—  Int.  mall". 


_ Int.  lat.  lig. 

Sustentaculum  tali 


Inf.  cal.-scap.  lig. 
Tend.  till.  post. 


Scapbo-cuboid 
Tend.  per",  long. 
Ext.  cuneiform 


Ext.  metatarso- 
cunciform 


Inf.  seaplio-cunei- 
form  lig. 

_ Expansions  of 

tib.  post. 


Long,  calc.-cuboid 


Calc.-scaplioid 


Km.  131. — Plantar  ligaments,  posterior  part  or  left  foot. 


This  ligament  converts  a  groove  on  the  under  surface  of  the  cuboid  info  a 
canal  for  the  passage  of  tin"  tendon  of  the  peroneus  longus. 

The  short  calca neo-cuboid  hajament  is  the  deeper  plantar  ligament, 
and  will  be  seen  after  division  of  the  superficial  part,  from  which  it  is 
separated  by  a  little  adipose  connective  tissue.  It  is  very  broad,  about 
an  inch  long,  and  passes  from  (lie  tubercle,  and  the  depression  in  front  of 
it,  to  the  fore  part  of  the  under  surface  of  the  os  calcis  and  to  the  under 
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surface  of  the  cuboid  bone  behind  the  peroneal  groove,  and  internal  to 
the  ridge.  A  separate  synovial  membrane  is  found  in  this  articulation. 

Articular  Surfaces. — At  the  inner  side  the  os  caleis  is  hollowed  from 
above  down,  and  the  cuboid  is  convex  ;  but  both  bones  are  Hat  towards  the 
outer  part  of  the  articulation. 

Movements.— The  cuboid  moves  in  all  directions,  obliquely  down  and 
in,  or  up  and  out.  The  internal  lateral  and  the  upper  ligaments  are 
rendered  tense  in  the  downward  movement. 

Transverse  Tarsal  Articulation. — The  joints  of  the  astragalus  and 
scaphoid,  and  os  calcis  with  tire  cuboid,  form  a  transverse  articulation  in 
which  the  movements  of  inversion  and  eversion  occur. 

In  eversion  the  inner  border  of  the  foot  descends  and  lengthens,  and 
the  outer  is  raised,  the  great  toe  being  abducted.  The  cuneiforms 
pass  down,  and  the  cuboid  moves  up  and  out  on  the  os  calcis  ;  and  the 
scaphoid  moves  in  a  similar  direction  over  the  head  of  the  astragalus. 


a.  Os  cnlcis. 

b.  Sustentaculum  tali. 

c.  Cuboid. 

d.  Tubtf.  of  fifth  motors1. 

e.  Cuneiform. 

/.  Base  of  first  metars1. 

1.  Long,  calc.-cuboid. 

2.  Transverse  calc.-cuboid. 

3.  Scapho-metatarsal. 

4.  Astragalo-metatarsal. 

■>.  Calc.-scaplioid. 

<5.  Transverse  calc.-cuboid. 
T.  Cuneo-metatnrsal. 

5.  Tarso-  „ 

9.  Inter- 


Fig.  452  —  Plantar  ligaments  of  posterior  part  of  right  foot. 

The  plantar  ligaments  of  both  joints  prevent  excessive  motion  in  this 
direction. 

In  inversion  the  inner  border  of  the  foot  is  shortened  anti  raised 
from  the  ground,  and  the  sole  looks  inwards;  while  the  outer  border  is 
depressed  and  the  great  toe  adducted.  The  scaphoid  moves  down  and  in 
over  the  astragalus,  coming  nearer  to  the  internal  malleolus  ;  and  the 
cuboid  moves  in  a  similar  direction  on  the  os  calcis.  The  cuneiforms  are 
at  the  same  time  raised  and  assist  in  the  movement. 

Dissection. — The  student  should  examine  the  articulation  of  the  head 
of  the  astragalus  with  the  scaphoid,  and  of  the  os  calcis  with  the  cuboid  ; 
and  then  divide  the  ligaments  to  examine  articulations  of  the  cuneiform 
bones. 

besides  the  dorsal  and  plantar  bands,  which  have  already  been  men¬ 
tioned,  he  must  note  some  interosseous  ligaments  between  the  contiguous 
surfaces  of  the  bones,  and  also  some  offsets  of  the  common  synovial 
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membrane.  The  articulation  between  tlie  external  cuneiform  and  cuboid 
is  provided  cither  with  a  distinct  synovial  sac,  or  with  a  prolongation  of 
the  common  tarsal  synovial  membrane. 

The  synovial  membrane  of  the  cuneiform  articulations  is  common  to 
many  of  the  tarsal  bones.  Situated  between  the  cuneiforms  arid  scaphoid, 
it  sends  a  process  forwards  between  the  inner  and  middle  cuneiform 
to  between  the  second  and  third  metatarsal  bones.  Another  pro¬ 
longation  goes  out,  one  to  the  joint  between  the  scaphoid  and  cuboid,  and 
occasionally  a  third  to  the  articulation  between  the  cuboid  and  external 
cuneiform. 

Joint  Surfaces. — There  are  three  facets  on  the  scaphoid  ;  the  two 
outer  being  flattened,  the  inner  rounded.  The  cuneiforms  join  to  form  a 
shallow  hollow  which  is  elliptical  and  most  excavated  to  its  inner  side. 

Movements. — The  cuneiforms  move  out  and  up  on  the  scaphoid 
when  the  foot  is  inverted,  and  in  eversion  they  glide  down  and  in.  The 
internal  cuneiform  moves  more  than  the  rest  because  of  the  shape  of 


Tibia 


Teiulu-Acliilli-! 


153.  -Vertical  antero-posterior  section  of  the  foot  through  the 

INNERMOST  ROW  OF  BONES. 


the  articulating  surfaces,  and  because  the  tibialis  anticus  is  tlieie  at¬ 
tached.  The  dorsal  ligaments  are  made  tense  when  the  bones  are 
depressed,  and  as  they  rise  they  are  kept  together  by  the  interosseous 
and  transverse  plantar  bands.  In  walking  and  standing  these  bones  are 
somewhat  separated,  and  the  pedal  arch  anti  transverse  ligaments  are 


stretched.  .  f 

Articulation  of  the  Metatarsal  Bones  with  each  other.—  the  bases  ot 
these  bones,  the  tirst.  excepted,  are  joined  by  dorsal,  plantar,  and  intei os¬ 
seous  ligaments.  The  dorsal  and  plantar  ligaments  are  small  transverse 
bands  which  go  from  one  metatarsal  bone  to  the  adjoining  one.  the 
interosseous  ligaments  are  short  transverse  bands  between  the  rough  lion- 
articular  portions  of  their  lateral  surfaces.  The  articular  surfaces  are 
coated  with  cartilage  and  have  processes  of  the  synovial  membrane  min 
the  tarsal  and  metatarsal  joints.  The  distal  extremities  ot  the  ^‘b'tai sa 
bones  are  connected  by  the  transverse  metatarsal  ligament.  1  his  liga¬ 
ment  connects  the  great  toe  with  the  rest  of  the  metatarsal  bones, 
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differing  in  this  respect  from  the  transverse  ligament  in  the  hand.  The 
metatarsal  bone  of  the  great  toe  resembles  that  of  the  thumb  in  not  being 
joined  to  the  others  at  its  base  by  any  connecting  band.  Sometimes  a 
lit/amentum  basinrn  oss.  metatarsi  plantare  longurn  extends  between  the 
bases  of  the  first  and  fifth  toes,  and  contributes  to  the  support  of  the 
pedal  arch  in  a  transverse  direction. 

Actions. — The  movement  in  (he  tarsal  ends  of  the  metatarsal  bones  is 
only  a  slight  gliding  one,  hut  considerable  motion  is  allowed  in  their  dim- 
tal  extremities. 

Tarso-Metatarsal  Joints. — These  are  arthrodial  joints  and  resemble 
the  similar  parts  in  the  hand,  there  being  a  separate  joint  for  the  great 
toe,  and  a  common  one  for  the  four  outer  toes.  The  bones  forming  them 
are  the  cuboid,  and  the  internal,  middle,  and  external  cuneiforms,  which 
articulate  with  the  five  metatarsal  bones. 

Articulation  of  the  Great  Toe. — The  first  metatarsal  is  connected 
with  the  internal  cuneiform  by  a  dorsal  and  plantar  longitudinal  band,  the 
latter  being  placed  between  a  process  of  the  tibialis  anticus,  and  one 
from  the  peroneus  longus.  These  ligaments  are  more  or  less  continuous, 
forming  a  kind  of  capsule.  A  synovial  membrane  lines  the  joint.  The 
articular  surfaces  are  oval  from  above  down,  constricted  in  the  middle 
and  curved  inwards.  That  of  the  great  toe  is  hollow,  and  the  other  is 
convex. 

Movements. — The  metatarsal  bone  moves, obliquely  down  and  in,  or  up 
and  out,  resembling  the  motion  of  the  external  cuneiform  with  the  sca¬ 
phoid.  This  will  help  somewhat  in  eversion  and  inversion  of  the  foot. 
There  is  also  slight  abduction  anil  adduction  at  this  joint. 

Articulations  of  the  Four  outer  Metatarsals. — The  four  outer  meta¬ 
tarsals  correspond  to  the  three  outer  tarsal  bones  ;  the  second  metatarsal 
being  wedged  between  the  internal  and  external  cuneiform  and  resting 
against  the  middle,  which  is  the  most  strongly  joined  of  all  the  metatarsal 
bones.  The  third  metatarsal  articulates  with  the  external  cuneiform;  the 
fourth  with  the  cuboid  and  external  cuneiform ;  and  the  fifth  with  the 
cuboid.  The  joint  surfaces  are  covered  with  cartilage  and  have  a  synovial 
membrane,  and  are  attached  to  the  bones  with  which  they  articulate  by 
dorsal,  plantar,  and  interosseous  ligaments. 

The  dorsal  ligaments  are  moderately  strong  fiat  fibrous  bands,  having 
a  longitudinal  direction  from  the  tarsal  to  the  metatarsal  bones.  Except¬ 
ing  the  second  toe,  which  has  three,  each  metatarsal  possesses  one  liga¬ 
ment.  The  third  metatarsal  has  a  ligament  from  the  external  cuneiform, 
and  the  fourth  and  fifth  have  one  each  from  the  cuboid.  The  three  bands 
to  the  second  come  from  all  the  cuneiforms, — one  from  each. 

Plantar  Ligaments. — These  consist  of  oblique  and  longitudinal  fibres 
disposed  less  regularly  than  on  the  dorsal  surface.  Those  for  the  first  and 
second  metatarsal  are  most  strongly  marked.  The  second  and  third  have 
strong  bands  which  obliquely  pass  to  them  from  the  inner  cuneiform;  but 
the  fourth  and  fifth  have  but  a  few  fibres  from  the  cuboid. 

The  lateral  ligaments  are  longitudinal,  deeply  placed  between  the 
hones,  and  are  placed  between  the  second  and  third  metatarsals.  To  see 
them  the  transverse  bands  must  be  cut.  The  metatarsal  of  the  third  toe 
has  a  lateral  slip  on  its  outer  side  attached  above  to  the  external  cuneiform  ; 
that  of  the  second  toe  has  two  bands,  one  on  each  side,  the  inner  being 
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strong  and  attached  to  the  internal  cuneiform,  and  the  outer  is  connected 
with  the  middle  or  the  outer  cuneiform. 

There  are  usually  some  oblique  plantar  ligaments  passing  from  the 
anterior  aspect  of  the  internal  cuneiform  to  the  second  and  third  meta- 


Fio.  454.— Vertical  antero- posterior  section  to  show  the  formation  of  the 

ARCH  OF  THE  FOOT  AND  THE  RELATION  OF  THE  BONES  TO  THE  SKIN. 

tnrsals  ;  and  from  the  external  cuneiform  there  is  also  another  slip  to  the 
fifth  metatarsal  and  little  toe. 

Synovial  Membrane. — There  are  three  of  these  in  these  articulations, 


Tibia 


a.  Tibia. 

ft.  Astragalus. 

c.  Its  head. 

</.  Body. 

e.  Tubercle,  and 

f.  Head  of  os  calcis. 

Scaphoid. 

ft.  Cuboid. 

i  k  l.  Int.  mid.  and  external  cunei¬ 
form. 

m  n  n  p  q.  First,  second,  third, 
fourth,  and  fifth  metatarsals. 

1.  Interosseous  lig.  The  synovial 
cavities  are  shown. 


Fig.  455. — Oblique  section  from  within  out  of  the  left  tibia,  tarsal  and 

METATARSAL  BONES.  ONE-HALF.  To  SHOW  THE  JOINT  SURFACES  AND  SYNOVIAL 
CAVITIES. 


one  for  the  metatarsal  of  the  great  toe  with  the  internal  cuneiform  ;  an¬ 
other  for  the  middle  and  external  cuneiform  with  the  second  and  third 
metatarsal  bones,  this  being  a  part  of  the  great  tarsal  synovial  membrane; 
the  third  is  for  the  cuboid  with  the  fourth  and  fifth  metatarsals. 
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Articular  Surfaces. — These  are  undulating,  the  tarsal  bones  being 
uneven  to  correspond  to  t lie  wavy  surfaces  of  the  metatarsals. 

Movements. — This  is  simply  an  up  and  down  gliding,  and  is  greatest 
in  the  little  toe  and  the  toe  next  it.  The  little  toe  has  also  an  ab-  and 
adductory  motion,  which  to  a  very  small  extent  exists  in  the  fourth  toe. 

Metatarso-Phalancjeal  Joint. — In  these  articulations  the  head  of  the 
metatarsal  bone  is  received  into  the  hollow  of  the  phalangeal  cavity,  form¬ 
ing  ball-and-socket  or  condyloid  joints.  There  are  two  lateral  and  an 
inferior  ligament  resembling  those  in  the  hand,  the  posterior  ligament 
being  formed  by  the  expansion  from  the  extensor  tendons.  A  separate 
synovial  membrane  lines  each  joint.  In  the  great  toe  joint  there  are  two 
sesamoid  bones  which  are  connected  with  the  lateral  and  inferior  liga¬ 
ments.  These  structures  are  more  distinct  in  tin*  hand,  where  their 
arrangement  has  been  fully  described. 

Joint  Surfaces. — The  heads  of  the  metatarsal  bones  are  covered  with 
cartilage,  and  are  longest  from  above  down,  and  reach  further  on  the 
plantar  surface.  The  base  of  the  phalanx  is  provided  with  a  cup-shaped 
cavity  covered  with  cartilage. 

Actions. — Movement  in  four  directions  with  circumduction  takes  place 
in  these  joints.  In  flexion,  which  is  more  limited  than  in  the  hand,  the 
phalanx  passes  under  the  head  of  the  metatarsal  bones,  motion  being 
limited  by  the  contact  of  the  bones,  and  by  the  extensor  tendons  and  by 


Fig.  456. — Ligaments  of  the  toes.  One-half. 

a.  Metacarpal  bone.  c.  Second  phalanx.  1,3,3.  Lateral  list". 

b.  First  phalanx.  d.  Third  phalanx.  2.  Fibro-cartilage. 

the  anterior  and  lateral  ligaments.  In  extension,  which  is  less  limited  than 
in  the  hand,  the  phalanx  can  be  moved  back  beyond  a  straight  line,  the 
movement  being  limited  by  the  inferior  ligament,  the  flexor  tendons,  and 
the  posterior  parts  of  the  lateral  ligaments.  Lateral  movement,  in  which 
the  phalanx  passes  from  side  to  side  on  the  head  of  its  corresponding  meta¬ 
tarsal,  is  limited  by  the  lateral  ligament  of  the  side  from  which  it  is  moved. 
Circumduction  is  not  as  unimpeded  in  the  foot  as  in  the  hand,  but  is  more 
free  in  the  great  toe  joint. 

Interphcdancjeal  Articulation. — Each  toe  has  two  phalangeal  joints, 
the  first  excepted.  There  are  two  lateral  ligaments  and  an  inferior  or 
plantar.  The  joints  between  the  last  two  phalanges  are  less  well  marked, 
and  often  the  bones  are  anchylosed.  A  separate  synovial  membrane  is 
present  in  each  articulation.  They  resemble  the  corresponding  ligaments 
in  the  hand. 

Movements. — Flexion  and  extension  only  are  permitted  in  these  joints. 
In  the  former,  which  is  more  limited  than  in  the  hand,  the  distal  phalanx 
passes  under  the  proximal,  and  in  extension,  which  is  more  pronounced 
than  in  the  fingers,  the  two  are  brought  into  or  beyond  a  straight  line. 
Flexion  is  limited  by  the  extensor  tendon  and  the  lateral  ligament;  and 
extension  is  checked  by  the  flexor  tendons  and  the  plantar  ligament. 

The  first  phalanges  are  Jlexed  by  the  interossei,  lumbricales,  flexor  com- 
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munis  digitorum,  abductor  hallucis,  abductor  minimi  digiti,  and  flexor 
brevis  hallucis.  They  are  extended  by  the  extensor  communis  digitorum, 
extensor  proprius  hallucis,  and  extensor  brevis  digitorum.  The  plantar 
interossei  adduct  and  the  dorsal  interossei  abduct  them. 

The  second  phalanges  are  flexed  by  the  flexor  brevis  digitorum  and 
flexor  longus  hallucis,  and  extended  by  the  interossei,  lumbricales,  extensor 
brevis  digitorum,  extensor  communis  digitorum,  and  extensor  proprius 
hallucis. 

The  third  phalanges  are  flexed  by  the  flexor  communis  digitorum,  and 


extended  by  the  interossei,  lumbricales,  and  extensors  longus  and  brevis 
digitorum. 

Joint  Surfaces. — In  both  phalangeal  articulations  the  head  of  the 
phalanx  presents  a  trochlear  surface,  and  the  base  of  the  distal  phalanx 
presents  two  lateral  hollows  separated  by  an  intermediate  ridge. 

Directions. — The  student  should  now  remove  the  muscles  from  the 
femur,  tibia,  fibula,  and  foot,  making  himself  first  quite  familiar  with  their 
attachments,  and  then  should  saw  through  the  bones  in  various  directions, 
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to  examine  their  internal  structure,  which  he  will  find  given  in  the  oste- 
ological  part  of  his  Systematic  Anatomy,  or  in  the  Osteologies  of  Humphry, 
Holden,  Ward,  Wagstaffe,  Norton,  or  Dwight.  He  should  also  saw  through 
the  articular  ends,  and  observe  the  varying  thickness  of  the  articular  carti¬ 
lage,  and  if  the  subject  he  a  young  one  he  will  note  the  epiphysial  carti¬ 
lages. 
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Muscles,  Joints,  &c.  of  Pelvic  Gird 


Name 

( Jrigin 

Insertion 

Action 

Psoas 

Transverse  processes  and 
sides  of  bodies  of 
twelfth  dorsal  and  first 
to  third  lumbar 

Trochanter  minor 

Flexes  the  thigh  c 
the  trunk 

Flexes  the  thigh  r 

Iliacus 

Venter  of  ilium  and  ilio- 

1 1 

lumbar  ligament 

the  trunk 

Tensor  fascia;  latfe 

Ilium  ant.  sup.  spine 

Fascia  lata 

Tenses  tilt'  fascia  ai 

rotates  the  femur  i 

wards 

Sartorius 

and 

Tibia  just  below  int. 

Internal  rotator  ai 

notch  below  it 

tuberosity 

Ilexes  thigh 

Rectus 

Ilium  ant.  inf.  spine  and 

Patella 

Extends  the  thigh 

depression  above  ace-  1 
tabulum 

Patella  and  knee  capsule 

Vastus  extern  us 

Femur  outer  side  and 

1  J  11 

ext.  lip  of  linea  aspera 
and  ext.  mus.  septum 

„  internus 

Femur  inner  side,  inner 

11  if 

11  11 

77 

lip  of  linea  aspera,  and 
int.  mus.  septum 

( 'rureus 

Ant.  introch.  line  and 

Patella 

11  11 

front  of  femur 

Sub-crureus 

Femur  ant.  surf.,  lower 

Synovial  memb.  of  knee 

11  11 

end 

Gracilis 

Rami  of  pubes  and  is- 

Tibia  below  ant.  tuber- 

Flex,  and  int.  rota1 

chium 

osity 

ol  leg 

Pectiueus 

Pubes  and  ilio-pectineal 

Femur  from  lesser  troch. 

Adducts  the  thigh 

line 

to  linea  aspera 

Add.  longus 

Pubes  below  crest  and 

Middle  third  linea  aspera 

from  ramus 

,,  brevis 

Front  of  pubes 

Linea  aspera  upper  third 

1,  11 

j  and  line  to  small  tro¬ 
chanter 

Add.  rnagnus 

Pubes  descending  ramus, 

Femur  and  linea  aspera 

11  11 

ischial  ramus,  and 

to  inner  condyle 

Obt.  externus 

tuberosity 

Outer  surface  of  ob- 

1  Femur,  dig.  fossa 

Ext.  rotator  of  lent 

t  urator  foramen  and 
ant.  half  of  mernb. 

Extends  and  t 
rotates  the  thigh 

Gluteus  maximus 

Ilium  between  crest  and 
third  line,  sacrum, 

Fern,  from  troch.  map  to 
linea  aspera  and  fas.  lat. 

coccyx ,  and  great  sacro- 

medius 

sci.  lig. 

Ilium  between  superioi 

Femur,  to  crest  of  great 

Extends  and 
rotates  the  thigh 

and  middle  curved  lines 

1  troch. 

,,  minimus 

and  deep  fascia 

Ilium  between  middle 
and  inferior  lines 

Femur,  front  of  great 
troch. 

Extends  and 
rotates  the  thigh 

Pvviforiuis 

Front  of  sacrum 

Femur,  upper  border  of 

Ext.  rotator  of  ten 

great  troch.  and  dig 

|  fossa 

1 

OKI 
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ind  their  Vascular  and  Nervous  Supply. 


Antagonists 


Art. Ties  come  from 


Veins  go  i 


Glutei 


!  The  pyriformis,  ge- 
melli,  obturators, 
and  quadrat  us  l'e- 
moris  which  are 
external  rotators 
I  Biceps 


(Biceps,  semiteud., 
semimemb.,  soleus, 
and  gastroc. 
(Biceps,  semiteud., 
.  semimemb.,  soleus, 
i  and  gastroc. 

Biceps,  semiteud., 
t  semimemb., soleus, 
and  gastroc. 

Biceps,  semiteud., 
semimemb,,  soleus, 
and  gastroc. 

Biceps,  semiteud., 

■  semimemb.,  soleus, 
and  gastroc. 

Biceps  and  gluteus 
I  medius 

dilute medius 


Lumbar,  ilio-luinbar  Veuro  comites 
and  circumflex 


Lumbar,  ilio-li  unbar 
circumflex,  and 
cirflx.  iliac 
Gluteal,  sciatic,  and 
external  circumflex 


Nerves 


Lymphatics  go  to 


Lumbar  plexus  ,  Lumbar  glands 


densor  fasciae  and 
anh  part  of  glut. 
|  med. 


(The 


CUS 


psoas  and  ilia- 


Muscular  of  femoral, 
circumflex,  aud 
popliteal 

Muscular  of  femoral, 
circumflex,  and 
popliteal 

Muscular  of  femoral, 
circumflex,  and 
popliteal 

31  uscul  ar  t  if  femoral , 
circumflex,  and 
popliteal 

Muscularof  femoral, 
circumflex,  and 
popliteal 

Muscular  of  femoral, 
circumflex,  and 
popliteal 

Muscular  of  femoral 
and  popliteal 

Circumflex  and  ob¬ 
turator 

31  use  ular  of  femoral, 
int.  circumflx.,  ob¬ 
turator 

3Iuscular  of  femoral, 
int.  circumflx.,  ob¬ 
turator 

3f  uscular  of  femoral, 
int.  circumf.,  ob¬ 
turator 

Obturator,  int.  cir¬ 
cumf.,  sciatic  and 
int.  pudic 
Sciatic  and  gluteal 


Femoral,  popliteal, 
and  profunda 

Femoral, popliteal, 
and  profunda 

Femoral ,  pt  ipliteal . 
aud  profunda 

Femoral,  popliteal, 
and  profunda 

Femoral,  popliteal, 
and  profunda 

Femoral,  popliteal, 
and  profunda 

Int.  circumf.,  ob¬ 
turator  femoral, 
and  saphenous 
Venae  comites 


Obturator 

Ant.  crural 
Obturator 


and 


fant°r  ^as«’a;  and  I  Gluteal,  sciatic,  and 
mtdl”  "teU*' !  pudic 


■xt.  circumf. 


Venae  comites  and 
ext.  circumf. 

Venae  comites  and 
ext.  circumf. 
Venae  comites 


Inferior  gluteal 


Sup.  gluteal 


Sacral  plexus 


Superior  gluteal 


Anterior  crural 


Inguinal  and 
hypogastric 
giands 

Inguinal  and 
hypogastric 
glands 


Inguinal 


Inguinal  glands 


I  Iypogastric 
glands 

Hypogastric 

glands 


1  Iypogastric 
glands 

I  Iypogastric 
glands 
I  Ivpogast  ric 
glands 
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Muscles,  Joints,  &c.  of  Pelvic  Girdle,  and  the: 


Name 

Origin 

Insertion 

Action 

Obturator  interims 

Inner  margin < >f  obi  urat i >r 
foramen  and  memb. 

Femur,  upper  border  of 
great  trocli. 

Ext.  rotator  of  femur 

Gemellus  superior 

Spine  of  ischium 

To  tendon  of  obt.  int. 

Ext.  rotator 

„  inferior 

Tuberosity  of  iscbium 

>> 

Quadratus  femoris 

))  M 

Post,  introch.  line 

>■ 

Biceps 

Bong  bead  from  tuber 

Fibula,  outer  side  of 

Flexes  the  leg  anc 

iscbii,  short  bead  from 
outer  lip  oflinea  aspera 

bead 

slightly  rotates  it  out 

Semitendinosus 

Tuberosity  of  iscbium 

Tibia  below  inner  tuber¬ 
osity 

Flexes  the  thigh  and 
slight  1  y  rotates  it  in¬ 
wards 

Semimembranosus 

v  y> 

Back  of  int.  tuber,  of 
tibia;  post.  lig.  of  knee 
and  expansion  over 
popliteus 

Flexes  the  thigh  anc 
slightly  rot  ates  it  in 
wards 

Gastrocnemius 

Outer  bead,  femur  above 
outer  condyle.  Inner 
bead,  femur  above  inner 
condyle 

Into  teudo-Achillis  and 
tuberosity  of  os  ealcis 

Extends  the  foot 

Plantaris 

Above  ext.  condyle 

Os  calcis  and  post.  lig.  of 
ankle 

Assists  gastroc.  anc 
soleus,  and  render 
tense  the  capsule 

Soleus 

Tibia,  oblique  line,  and 
inner  border.  Fibula 
post,  part  of  bead,  and 
upper  third 

Femur,  depression  on 
outer  condyle 

Tub.  calcanei  through 
tendo-Acbillis 

Extends  the  foot 

Popliteus 

Tib.  above  oblique  line 

Flexes  the  leg  anc 
slightly  rotates  it  ii 
Flexes  t  hird  phalange 

1-lex.  long.  dig. 

Tibia  below  oblique  line 
and  intoss.  lig. 

Grooves  scaphoid,  and 
bases  of  third  phalanges 
of  four  lesser  toes, 
plantar  aspect 

Tibialis  posticus 

Tibia  below  oblique  line, 

Tuberosity  of  scaphoid 

Flexes,  adducts,  am 

intoss,  memb.,  lib.  in- 

and  first  and  second 

raises  inner  horde 

ternal  surface 

cuneiform 

of  foot 

Flex.  long.  ball. 

X 

O 

Base  of  second  nhalanx 

Flexes  the  secon 

surface  and  intermus¬ 
cular  septa 

of  big  toe 

phalanx 

Tib.  anticus 

Tibia,  two-t  birds  of  outer 

Int.  cuneiform  and  base 

liaises  inner  border  o 

surface  and  ext.  tuber¬ 
osity  ;  half  of  intoss, 
memb. ;  deep  fascia 
Tibia,  outer  half  and 
tuberosity.  Fibula 

anterior  three-fourths ; 
intoss,  memb.,  deep 
fascia  and  septa 

of  first  metatarsal 

foot 

Extensor  long.  dig. 

To  the  three  phalanges 
of  four  outer  toes 

hxtends  these  toes 

Peron.  tert. 

Fibula,  ant.  fourth  intoss, 
memb.  and  septum 

Base  of  fifth  metatarsal 

Flexes  the  foot 

Ext.  prop.  ball. 

Fibula,  ant.  half,  intoss, 
memb. 

Base  of  second  phalanx 
of  great  toe 

Extends  this  plialam 
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oscular  and  Nervous  Supply — continued. 


Antagonists 

Arteries  come  from 

Veins  go  to 

Nerves 

Lymphatics  go  to 

tensor  fascine  and 
lant.part  of  gluteus 
lined  i  us 

tensor  fascine  and 
mnt.part  of  gluteus 
nnedius 

tensor  fasciae  and 
tant.  part  of  gluteus 
nnedius 

ensor  fascine  and 
.ant.  part  of  gluteus 
nnedius 

madriceps,  sarto- 
rius,  gracilis 

Obturator,  int.  cir- 
cumf.  and  sciatic 

Sciatic  and  pudic 

11  11 

Obt.  and  int.  cir- 
cumf. 

Sciatic  and  perfor¬ 
ating 

Venae  comites 

11 

Branch  from  sa¬ 
cral  plexus 

Branch  from  sa¬ 
cral  plexus 

From  branch  to 
quadratics 

Branch  of  sacral 
plexus 

Great  sciatic 

Hypogastric 

glands 

1  lypogastric 
glands 

I  lypogastric 
glands 

Hypogastric 

glands 

Inguinal  and 
hypogastric 

madriceps,  biceps 

Sciatic  and  perfor¬ 
ating 

11 

11 

Inguinal  and 
hypogastric 

11  11 

Sciatic  and  perfor¬ 
ating 

11 

11 

Inguinal  and 
hypogastric 

lb.  ant.,  perou. 

tot. 

Sural  and  muscular 
of  post,  tibial 

11 

Int.  popliteal 

Popliteal  glands 

— 

External  articular 
of  knee 

11 

11 

1 » 

lb.  ant.  and  peron. 
tert. 

Sural  and  muscular 
of  post.  tib.  and 
peroneal 

11 

•’ 

uadriceps 

Articular  of  knee 

11 

11 

At.  com.  dig. 

Muscular  of  post, 
tib.  and  of  peroneal 

11 

Posterior  tibial 

-> 

lb.  anticus  and 
tmron.  tert. 

l’ost.  tib.  and  pero¬ 
neal 

11 

11 

Kt.  ball.  brev. 

l’ost.  tib.  and  pero¬ 
neal 

" 

11 

11 

Ileus,  gastroc., 
Peron.  long,  and 
orev. 

Ant.  tib. 

11 

1  nguinal  glands 

|ex.  com.  dig. 

11 

11 

1 1 

11 

11 

11 

11 

» 

pA.  hall.  long. 

11 

:i 

11 
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Muscles,  Joints,  &c.  of  Pelvic  Girdle,  and  the 


Name 

Origin 

Insertion 

Action 

Ext.  brev. 

t  )s  calcis,  calcaneo-astrag. 
lig.  and  ann.  lig. 

First  phalanges  of  four 
inner  toes 

Extends  the  first  pha¬ 
langes  of  these  toes 

Peron.  long. 

Fibula,  head  and  outer 
third  ;  fascia  and  septa 

Base  of  plantar  aspect  of 
first  metatarsal  and 
first  cuneiform 

Extends  and  abducts 
the  foot,  turning  the 
sole  outwards 

„  brev. 

Fibula,  outer  and  lower 
third,  and  septa 

Tubercle  of  fifth  meta¬ 
tarsal 

Extends  and  abducts 
the  foot,  turning  the 
sole  outwards 

Flex.  brev.  dig. 

Tuberosity  os  calcis 

Plantar  fascia  and  septa. 
Base  of  second  pha¬ 
langes  of  four  lesser  toes 

Flexes  these  toes 

Abd.  ball. 

Calcanean  tuberosity  and 
first  cuneiform.  Int. 
ann.  lig.  and  fascia 

Base  of  first  phalanx  of 
great  toe  and  int.  sesa¬ 
moid 

1  >raws  the  great  toe 
inwards  from  the 
second 

„  min.  dig. 

Outer  tuberosity  of  os 

Base  of  first  phalanx  of 

Draws  the  little  toe 

calcis,  plantar  fascia 
and  septum,  and  tu¬ 
bercle  of  fifth  meta¬ 
tarsal 

By  two  heads  from  os 
calcis  and  from  long 
plantar  lig. 

little  toe  on  outer  side 

away  from  the  fourtl 

Flex,  access. 

Tendon  of  Hex.  long.  dig. 

Separates  flex,  long 
dig.  and  Lends  the 
first  phalanx  of  the 
four  smaller  toes 

Luinbricales  (four) 

Tendons  of  flex.  long, 
dig. 

First  phalanx  of  four 
smaller  toes  through 
expansion  to  extensors 

Flexes  the  first  pha¬ 
langes 

Flex.  brev.  ball. 

Calcis,  cuboid,  and  ext. 
cuneiform  from  tendon 
of  tib.  post. 

Base  of  first  phalanx  of 
great  toe  and  outer  and 
inner  sesamoids 

Bends  the  first  phalan:; 

Add.  hall. 

Second  and  third  cunei¬ 
form,  second,  third, 
and  fourth  metatarsals 
and  peroneal  sheath 

Outer  side  of  base  of  first 
phalanx  of  great  toe 
and  ext.  sesamoid 

Adducts  the  great  toe 
to  the  second 

■  Flexor  brev.  min. 
diir. 

Base  of  fifth  metatarsal 

Base  of  first  phalanx  of 
little  toe 

Flexes  first  phalanx  o 

1  it  tie  toe 

Transversus  pedis 

Transverse  metatarsal 

Outer  side  of  base  of  first 

Adducts  this  toe  t< 

■ 

lig. 

phalanx  of  great  toe 

the  second 

Plantar  interossei 

Between  sides  of  third, 

Base  of  first  phalanges 

Draw  these  toes  to 

(three) 

fourth,  and  fifth  meta¬ 
tarsals 

of  third,  fourth,  and 
fifth  toes 

wards  the  second 

Dorsal  interossei 
(four) 

Adjacent  sides  of  meta¬ 
tarsals 

Base  of  first  phalanges 
of  second,  third,  and 
lourth  toes 

Separate  the  toes 
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tscular  and  Nervous  Supply — continued. 


Antagonists 

Arteries  come  from 

Veins  go  to 

Nerves 

Lymphatics  go  to 

,’lex.  com.  and  brev. 
die. 

Dorsal  intoss. 

Yen;e  comites 

I  Posterior  tibial 

Inguinal  glands 

ib.  ant.  and  peron. 
tert. 

Peroneal 

1i 

M  usculo-cutaneoiife 

» 

ib.  ant.  and  peron. 
:tert. 

11 

11 

ii 

11 

■ixt.  com.  and  brev. 
dig. 

Ext.  and  int.  plantar 

11 

Int.  plantar 

11 

dd.  ball. 

Int.  plantar 

11 

11 

lautar  interossei 

Ext.  „ 

11 

Ext.  plantar 

11 

net.  com.  and  brev. 
iio*. 

Ext.  and  int.  plantar 

11 

11 

11 

st.  com.  brev.  dig. 

n  11 

'1 

Two  inner  by  int. 

plantar.  Two 
outer  by  ext. 

At.  ball.  brev. 

Int.  plantar 

11 

plantar 

Int.  plantar 

»» 

bd.  ball. 

11 

1 ♦ 

Ext.  „ 

11 

ft.  com.  and  brev. 
dig. 

bd.  hall. 

Ext.  and  int.  plantar 

Plantars 

” 

11 

11 

11 

11 

■orsal  interossei 

Plantar  arch 

11 

» 

Popliteal  glands 

.antar  v 

Dorsal  interossei 

11 

11 

Summary  of  all  Important  Facts  connected  with  the  Bones  of  the  Pelvic  Girdle 

0  =  Origin.  I  =  Insertion. 
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Tarsal  and  Metatarsal  Bones  and  Phalanges 

O  =  Origin.  I  =  Insertion. 
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Tarsal  and  Metatarsal  Bones  and  Phalanges — continued 
0  =  Origin.  I  =  Insertion. 
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Tabular  Summary  or  Synopsis  of  the  Arteries  of  the  Lower  Limb. 


'Superior  external  pudic. 
Superficial  cpigast  ric. 
Superficial  external  circumflex. 
Inferior  external  pudic. 

f  External  ci: 

I  c  umfle: 


Pr<  ifunda, 
xv  1 1 i  c  1 1 
olf  the 


gives  - 


The  femoral  | 
artery  is  the  I 
conti n u a- 
tion  of  the") 
e  x  t  e  r  n  a  1 1 
iliac,  and  I 
gives  off  tht 


Ascending. 

,  •  ,  •  r Transverse, 

winch  eaves  ,  • 

otj-  r  j  Descending. 

Internal  cir-  /'Muscular, 
c  u  m  f  1  e  x,  I  Articular  to  hip. 
which  gives  i  Ascending, 
off  v  Transverse. 

First  perforating. 

Second  per-  J 

f  o  rat  i  n  g  r  Nutrient  to  femur, 
gives  off  ) 

Third  perforating. 

Terminal. 


M  oscular. 

Anastomotica  )  C(  ,.  ■  , 
Superficial, 
magna  gives  j  ^ 


off 


Popliteal, 

which 

off 


rues 


'Muscular. 

Superior  internal  articular. 

„  external  „ 

Inferior  „  „ 

„  internal  ,. 

Azygos  articular. 

Sural. 

Recurrent. 
Cutaneous. 


Muscular. 

External  mallei >lar. 
Internal  „ 


Anterior  .  ,  •  ,  . 
tihial,  which  < ... '  R  V  a 
gives  off  j  Muta(arsal) 

I  gives  off 


Three  interosseous. 


Posterior 
I  ihial,  which- 
gives  off 


I  First  interosseous. 

I  Communicating  to  deep  arch. 

'-Digital  =  —Great  toe  and  half  the  next, 
f  P  e  r  o  n  e  a  1,  [  M  uscular. 

|  which  gives  j  Nutrient  to  fibula. 

1  off  ( Anterior  peroneal. 

Nutrient  to  tibia, 
j  Communicating  to  peroneal. 

|  Articular  to  ankle. 

Internal  plantar. 


f  Muscular. 


E  x  ter n  a  1 


])  1  a  ii  t  a  r,j 
which  gives! 
off 


L 

jy.H. — The  obturator,  sciatic,  and  gluteal  arteries  will  be 
the  pelvis. 


('.Muscular. 
Posterior  per¬ 
forating. 
Plantar  arch,  \  Digital  for 
which  gives!  three  and  a 
off  I  half  outer 

toes. 

I  Anterior  per- 
l  forating. 

given  with  the  arteries  of 
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Tabular  Summary  on  Synopsis  of  tiie  Veins  of  tiie  Lower  Limb 

(Ellis,  modified). 

/  Muscular. 

f  Posterior  per- 

,,  .  ,  ,  .  forating. 

f External  plantar.  _  Digital  for 

tliree  and  a 
half  outer 
toes. 

Anterior  per- 


fPosterior 
tihial  re-, 
ceives 


( Popliteal  re- 
I  ceives 


receives 


Plan  t  a  r 
arch  re¬ 
ceives 


The  femoral 
vein  is  the 
continuation 
of  the  pop¬ 
liteal,  and 
contin  lies 
into  the  ex¬ 
ternal  iliac, 
and  receives 
the 


Anastomotic 

receives 

Muscular. 


Profunda  re¬ 
ceives 


Internal  sa¬ 
phenous  re¬ 
ceives 


l  forating. 

Internal  plantar. 

Articular. 

Communicating  to  saphenous. 

Nutrient. 

i  Anterior  peroneal. 
tPeroneal  receives  -  M  uscular. 

I  Nutrient. 

i  Communicating  j  Digital  from  great  toe  and 
to  deep  arch  ,^f  the  nex£ 

receives  ) 

.  .  ■  Mitataisal  at’“  i  Three  interosseous. 

(Anteno  r  ceives  / 

tihial  re— 1  Tarsal, 
ceives  Malleolar. 

Communicating 
to  saphenous. 

Muscular. 

Recurrent. 

, ,  ,  ,  /Branch  from  dorsal  arch  of  foot. 

External  sa-  r]anlai.  (ex1ei,ml). 

P  111  >us  u~‘|  Veins  from  outer  side  of  heel. 

V Cutaneous  ot  leg. 

Sural. 

Articular. 

Muscular. 

( Superficial  branch, 
t  Beep  „ 

Terminal. 

First  perforating. 

Second  per- ) 
forat ing  re-  r  N  utrient . 
ceives  ) 

■i  Third  perforating. 

'  External  cir- 1  Ascending, 
cumflex  re-  [Transverse, 
ceives  )  Descending. 

Internal  cir-  ( M  uscular. 

.  cumflex  1  Articular. 
ri (ranch  from  dorsal  arch  of  the  foot. 

Plantar  (internal). 

Veins  around  os  calcis. 

Communicates  with  anterior  and  posterior  tihial. 
j  Communicates  with  deep  veins  of  thigh. 

Cutaneous  from  outer  and  inner  parts  of  thigh. 

External  pudic. 

Superficial  epigastric. 

Superficial  circumflex  iliac. 


q  q  '2 
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Anastomoses  oe  Lower  Lime. 


Region 


CtIu  teal 


Anastomosing  Arteries 


j  Thigli.  Inos- 
|  e  u  1  a  t  i  o  n  s 
I  about  the 
j  hip  joint. 

In  tli  i  g  h 
proper 


Around 
knee  joint 


Lug 


About 

ankle 

.Metatarsals 


Phalanges 


The  posterior  branches  of  fourth  and  fifth  lumbar  from  abdominal  aorta 
and  posterior  branches  of  lateral  sacral  of  internal  iliac  with  external 
circuuitiex  from  profunda  femoris  and  with  gluteal  from  internal 
iliac.  The  sciatic  from  internal  iliac  with  internal  circumflex  from 
profunda.  The  gluteal  with  circumflex  iliac  of  external  iliac  and 
external  circumflex  from  profunda. 

The  superficial  epigastric  of  femoral,  with  the  deep  from  external  iliac 
and  with  internal  mammary  of  subclavian.  The  superficial  circum- 
llex  iliac  of  femoral  with  the  deep  from  external  iliac,  and  with  the 
gluteal  from  internal  iliac,  also  with  external  circumflex  of  profunda. 
Superficial  external  pudic  of  femoral  with  perimeal  branches  from  in¬ 
ternal  pudic  and  the  deep  external  pudic  joins  smaller  branches  of 
the  last-named  artery. 

The  external  circumflex  by  its  ascending  branches  joins  the  gluteal  of 
internal  iliac  and  circumflex  iliac  from  the  external.  The  transverse 
branches  of  profunda  unite  with  the  internal  circumflex  and  superior 
perforating  from  the  same  source  and  with  the  sciatic  from  internal 
iliac.  The  descending  branches  of  the  profunda  anastomose  with  the 
superior  articular  of  popliteal. 

The  internal  circumflex  of  profunda  anastomoses  with  the  obturator 
from  internal  iliac  and  with  the  external  circumflex  and  superior 
perforating  of  profunda,  and  with  the  sciatic  from  internal  iliac.  The 
perforating  of  profunda  are  three,  of  which  the  iirst  joins  the  second 
and  internal  circumflex,  also  the  sciatic.  The  second  unites  with  the 
first  and  third  perforating.  The  third  unites  with  the  second  and 
with  the  terminal  branches  of  the  profunda.  The  anastomotica 
magna  of  femoral  joins  with  the  superior  internal  and  external  arti¬ 
cular  of  popliteal  and  recurrent  of  anterior  tibial. 

The  superior  articular  of  the  popliteal  anastomoses  with  the  inferior 
perforating  and  terminal  of  profunda.  The  superior  internal  articular 
anastomoses  with  the  anastomotica  magna  and  inferior  internal  arti¬ 
cular  and  superior  external  articular.  The  superior  external  articular 
anastomoses  with  the  anastomotica  magna  and  descending  branch  of 
external  circumflex.  The  inferior  internal  articular  anastomoses  with 
the  tibial  recurrent,  inferior  external  articular  and  superior  external 
articular.  The  inferior  external  articular  joins  the  inferior  internal 
and  superior  external  articular  and  recurrent  tibial. 

The  recurrent  of  anterior  tibial  anastomoses  with  the  inferior  articular 
of  popliteal,  and  the  muscular  branches  of  the  same  vessel  join 
branches  of  the  posterior  tibial  and  peroneal.  The  peroneal  anasto¬ 
moses  with  the  external  malleolar,  tarsal,  external  plantar,  and 
internal  calcanean.  The  anterior  peroneal  inosculates  with  the  ex¬ 
ternal  malleolar  and  tarsal.  The  communicating  of  posterior  tibial 
joins  the  peroneal.  The  calcanean  unites  with  the  peroneal  and 
internal  malleolar.  The  external  plantar  joins  the  communicating 
from  the  dorsalis  pedis,  and  by  its  posterior  perforating  branches 
anastomoses  with  the  interosseous  from  the  metatarsal.  The  digital 
branches  of  the  plantar  arch  anastomose  with  the  dorsal  digitals. from 
the  interosseous  arteries. 

The  internal  malleolar  unites  with  the  posterior  tibial,  dorsalis  pedis, 
and  internal  plantar,  the  external  anastomoses  with  t ho  anterior  pero¬ 
neal  and  tarsal. 

The  tarsal  of  dorsalis  pedis  joins  the  peroneal,  external  malleolar,  ex¬ 
ternal  plantar,  and  metatarsal.  The  metatarsal  unites  with  the 
tarsal,  external  plantar,  posterior  perforating  from  plantar  arch,  and 
anterior  perforating  from  the  digital.  The  communicating  joins  the 
external  plantar  to  form  the  plantar  arch. 

The  dorsal  digital  branches  of  the  interosseous  anastomose  with  each 
other  and  with  the  plantar  digitals. 
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Synovial  Sheaths  of  Tendons  and  Muscular  Burs.e  of  Lower  Limb, 

Around  llir. 

1.  Beneath  tendon  of  psoas  (somet  imes  communicates  with  joint). 

2.  ,,  ,,  gluteus  medius. 

3.  ,,  „  obturator  interims. 

4.  Between  ,,  gluteus  maximus  and  vastus  externus. 

5.  Over  tuber  isehii. 

Around  Knee. 

1.  Under  tendon  of  biceps. 

2.  „  ,,  semimembranosus  (sometimes  enters  joint). 

3.  ,,  „  popliteus  (sometimes  enters  joint). 

4.  Around  „  semiteudinosus. 

5.  Between  „  semimembranosus  and  inner  head  of  gastrocnemius. 

G.  „  „  inner  hamstrings  and  the  tibia. 

7.  Beneath  insertion  of  ligamentum  patellae. 

Around  Ankle. 

1.  Along  tendon  of  tibialis  auticus. 


2. 

O 

o. 

4. 

•5. 

C. 

7. 

8. 


extensor  longus  liallucis.1 

,,  communis  digitomm.1 
tibialis  posticus.1 
flexor  longus  digitorum.1 

„  „  liallucis.1 

peroneus  longus.1 
brevis. 


In  Foot. 

1.  Between  tendo-Achillis  and  os  calcis. 

2.  Around  tendon  of  peroneus  longus,  on  external  surface  of  os  calcis. 

3.  „  „  „  brevis  _  „  „ 

4.  „  „  „  longus,  in  cuboid  groove. 

5.  „  „  flexor  longus  digitorum. 

G.  ,,  ,,  ,,  brevis  ,, 

7.  ,,  extensors  longus  and  brevis  digitorum. 


G. 

7. 

8. 
1). 

10. 

11. 

12. 

13. 

14. 

15. 

16. 

17. 

18. 


Subcutaneous  Bursa J  which  are  Normal  and  Constant . 

In  Lower  Limb. 

Over  anterior  superior  iliac  spine. 

„  great  trochanter. 

In  front  of  patella,  between  it  and  quadriceps  tendon. 

Over  lower  half  of  patella,  between  the  skin  and  tendon. 

,,  superior  and  external  angle  of  the  patella. 

,,  external  tuberosity  of  femoral  condyles. 

,,  internal  „  „  ,, 

„  external  tibial  tuberosity. 

„  internal  ,,  ,, 

,,  tubercle  of  tibia  between  skin  and  ligamentum  patella;. 

,,  some  part  of  tibial  crest. 

,,  head  of  fibula  (outer  side  usually), 
internal  malleolus, 
external  ,, 

postero-inferior  surface  of  calcaneum  between  skin  and  fat. 
plantar  surface  of  head  of  fifth  met  atarsal. 

,,  ,,  ,,  fust  ,, 

dorsal  „  interphalangeal  joints. 


V 

V 

V 


1  In  very  rare  instances  one  or  other  of  these  may  communicate  with  the  ankle  joint. 
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Bur  sen  which  are  Normal  hut  Inconstant . 

1.  On  external  aspect  of  thigh,  about  its  middle. 

2.  ,,  anterior  „  „ 

3.  „  dorsal  „  scaphoid. 

4.  „  tubercle  of  scaphoid. 

5.  ,,  tarsometatarsal  joint. 

(>.  ,,  inner  surface  of  head  of  first  metatarsal. 

7.  ,,  posterior  extremity  of  fifth  „ 

8.  ,,  external  surface  of  anterior  extremity  of  fifth  metatarsal. 


Branches  of  (lie  sacral  plexus.  Branches  of  the  lumbar  plexus 
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Tabular  Summary  or  Synopsis  of  the  Nerves  of  tiie  Lower  Limb. 


1.  External  cutan- 1 
eons  from  second  ! 
and  third  divides 
into 


Anterior  and  posterior  branches,  which  supply  outer  side  of  hip  and 
tliiurh. 


2.  Obturator  from 
third  and  fourth 
divides  into 


Accessory  from 
obturator  or 
third  and 
four  t.  h,  a  n  d 
gives  o!T 

Superficial  di¬ 
vision  gives  off 


To  anterior  division  of  obtur; 
To  pect  incus. 

Articular  to  hip. 


Tor. 


!>.  Anterior  crural 
from  second, 
third,  and  fourth, 
and  divides  into 


4 .  Crural  branch  1 
of  gcnito-crural  ' 

I  from  first  and  i 
l  second  J 

1.  bmall  sciatic  I 

.a  L 


Deep  division 
supplies 


Superficial  part 


Deep  part 


Muscular  (Gracilis, 

supply  1  Adductor  longus. 

To  mid-femoral  plexus. 

/Adductors  brevis  and  magnus. 

]  Articular  to  knee. 

I  To  obturator  externus. 

I  To  hip. 

Muscular  <  Sartorius. 

supplies  l  Pectineus. 

Middle  cutaneous. 

Internal  cu- 1  Anterior  and  internal  branches, 
taneous  > 

/ ,  r  ,  I  Kcct  us. 

Muscular,  ,,  .  , 

.  ’  J,  Vastus  externus  and  knee. 

s  PP  j  (Vastus  internus,  crureus,  and  knee. 

Internal  sa-1 

ph  eno  us  (  To  patellar  plexus,  and  to  leg  and 
gives  o  ff  I  foot, 
branches  J 


To  skin  of  upper  part  of  thigh  joining  the  middle  cutaneous. 


Inferior  gluteal  to  gluteus  maximus. 
from  third  and  \  Inferior  pudendal  to  skin  of  perinamm,  scrotum,  &c. 
fourth,  gives  off)  Cutaneous  to  gluteal  region,  thigh,  and  leg. 

Art  icular  to  hip. 

To  hamstring  muscles. 

f  Articular  to  knee. 


2.  Great  sciatic  is 
continuation  of 
the  plexus  and 
gives  off 


External  popli 
teal  or  peroneal, - 
and  gives  otT 


Internal  popli-  | 
teal,  which  i 
gives  off 


Cutaneous. 

Communicans  peronei. 

Recurrent  articular  to  knee. 

External  or  j  Tq  ei# 

m  u  scu  o-  j-  Qupme0lls  t0  f00t  an(f  toes, 
cutaneous  j 

I  Muscular  to  front  of  leg. 

Anterior)  Articular  to  ankle. 

tibial  )  Cutaneous  to  adjoining  sides  of 

l  great  and  second  toes. 

/'Articular  to  knee. 

Muscular. 

■  Short  saphenous, 

Muscular  to  flexors. 

,  Cutaneous  to  sole 
ntcrnal  , 

,  ,  .Muscular, 

plantar 

which 

gives  off 


L1  o  s  t  c  r  i  o 
tibial 


External 
plantar 
gives  off 


Four  digital. 
Communicating. 
Articular  to  toes. 

{Muscular. 
Two  digital. 
Articular. 

T.  -  Muscular. 

DccP  l  Articular. 


3.  To  gluteus  maximus. 

4.  To  quadratics  femoris  and  gomelli,  which  give  off  articular  to  hip. 

5.  Superior  gluteal,  which  supplies  the  gluteus  medius  and  minimus  and  tensor  fascia: 

lata:,  and  comes  from  lumbo-sacral  cord. 

6.  Muscular  to  { Pyriformis  gomelli. 

L  l  Obturator  internus  and  levator  am. 


000 
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CHAPTER  VI. 

1IOMOLOGIEX  OF  THE  IAMBS. 

THE  LIMB  BONES. 

The  student,  having  now  dissected  the  upper  and  lower  limbs,  should  be  in 
a  position  to  understand  the  homologous  parts  of  the  respective  thoracic 
and  abdominal  or  pelvic  members,  and  at  the  same  time  to  compare  and 
contrast  them. 

The  number  of  bones  in  the  skeleton  varies  at  different  ages  of  life  : 
some  bones,  which  are  originally  made  up  of  two,  three,  or  more  parts, 
becoming  united  as  ossification  proceeds  ;  but  in  the  adult,  aged  from  25 
to  30,  there  are  thirty-two  bones  in  each  upper  limb,  making  sixty-four  for 
the  two;  each  lower  limb  has  one  less,  making  sixty-two  for  both  lower 
extremities,  and  this  is  due  to  there  being  no  bony  structure  to  correspond 
exactly  with  the  clavicle.  In  the  upper  limb  there  is  nothing  corresponding 
in  function  to  the  patella,  which  is  a  sesamoid  bone  developed  in  the 
tendon  of  the  quadriceps  extensor. 

The  four  sections  of  the  extremities  are  perfectly  homologous  with  each 
other.  Thus,  the  shoulder  =  the  hip,  the  arm  =  the  thigh,  the  fore-arm  = 
the  leg,  and  the  hand  =  the  foot;  but  many  difficulties  arise  on  going 
deeper  into  the  question. 

For  the  better  comprehension  of  the  subject  the  student  should  place  an 
adult  skeleton  on  all-fours,  the  position  which  was  most  probably  normal 
to  our  progenitors ;  he  will  then  observe  that  the  palm  of  the  hand  resting 
on  the  ground  corresponds  with  the  sole  of  the  foot,  the  thumb  with  the 
great  toe,  (he  phalanges  metacarpal  and  carpal  bones  with  the  phalanges 
metatarsal  and  tarsal  bones,  the  malleoli  with  the  styloid  processes  of  the 
radius  and  ulna,  the  tibia  with  the  radius,  the  fibula  with  the  ulna,  the 
patella  with  the  olecranon,  the  femur  with  the  humerus,  and  the  scapula 
with  the  ilium. 

He  will  notice  that  in  this  position  of  the  skeleton  the  relative  position 
of  the  bones,  as  described  in  handbooks  of  human  anatomy,  is  much 
altered.  For  instance,  the  radius  instead  of  being  external  becomes 
internal ;  fhe  humerus  is  rotated  in,  so  that  its  external  condyle  becomes 
internal,  and  its  great  tuberosity  instead  of  pointing  outwards  is  directed 
inwards;  and  he  will  see  that  no  knowledge,  however  extensive  and  minute 
of  human  anatomy  < m ly,  can  understand  or  explain  these  homologies.  It 
is  to  I  he  study  of  comparative  anatomy,  embryology,  and  that  department 
of  the  evolution  theory  which  is  termed  Phylogenesis,  that  we  are  indebted 
for  what  is  at  present  known  upon  this  very  interesting  subject. 

In  this  position  of  tin*  skeleton  the  external  humeral  condyle  (of  ordi¬ 
nary  human  anatomical  descript  ions)  corresponds  to  the  internal  femoral, 
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and  the  external  femoral  to  the  internal  humeral  condyle.  The  patella  may 
be  regarded  as  an  independent  olecranon,  but  ii  looks  forward  while  the 
olecranon  looks  out  and  backward.  This  view  is  not  contradicted  by  the 
fact  that  the  radius,  the  homologous  bone  to  the  tibia  is  moveable  on  the 
ulna  while  the  tibia  is  fixed;  this  is  due  to  differences  in  function  and 
does  not  interfere  with  their  true  homologies.  The  head  and  neck  of  the 
femur  and  humerus  correspond,  although  for  functional  purposes  the 
neck  of  the  former  is  considerably  prolonged.  The  trochanter  major  is 
homologous  with  the  great  tuberosity  of  the  humerus,  although  in  this 
position  of  the  body  the  latter  is  turned  inwards  and  the  former  outwards. 

The  modifications  of  the  general  plan  in  which  the  three  inferior 
corresponding  sections  of  the  upper  and  lower  limbs  in  the  animal  series 
have  been  produced  are  in  a  large  measure  due  to  difference  of 
function;  to  the  action  of  external  surroundings;  to  the  influence  of 
heredity  in  continuing  serviceable  variations,  and  to  the  power  inherent 
in  the  fitting  and  survived  individuals  to  perfect  and  continue  the  modifi¬ 
cations  which  have  proved  of  most  service.  In  other  words,  evolution, 
phylogenesis,  and  ontogenesis,  assisted  by  the  other  causes  enumerated, 
have  played  the  chief  part  in  producing  the  structures  of  man  and  other 
animals  as  we  see  them  at  the  present  day. 

In  the  upper  limb  the  clavicle  is  interposed,  giving  greater  breadth 
and  solidity  to  the  shoulders.  The  humerus  is  rotated  out,  and  the  elbow 
joint  is  flexed,  with  its  angle  backwards.  Pronation  and  supination  are 
provided  for  by  the  joint  arrangements  between  the  radius  and  ulna,  which 
permit  rotation  of  the  radius  and  hand  upon  it,  and  the  power  of  opposing 
the  thumb  to  the  other  digits  is  also  provided  for.  It  is  evident  that  all 
these  adaptations  are  suitable  to  man’s  erect  position,  and  have  reference 
to  the  manifold  and  delicate  uses  to  which  his  upper  limb  is  subservient. 

In  the  lower  limb,  which  is  used  as  an  organ  of  support  and  locomotion, 
the  arched  form  of  the  pelvic  girdle,  its  being  firmly  fixed  to  the  vertebrae  ; 
the  greater  strength  of  its  bones  ;  the  limited  mobility  of  the  thigh  at 
the  hip  as  compared  with  that  of  the  humerus  at  the  shoulder  joint;  the 
turning  in  of  the  femur ;  the  forward  flexure  of  the  knee ;  the  non¬ 
mobility  of  the  two  leg  bones  on  each  other  ;  ihe  separate  position  and 
mobility  of  the  patella  ;  the  arched  form  of  the  foot ;  and  the  non-opposi- 
bility  of  the  great  toe,  have  all  special  reference  to  the  function  of  tins 
member.  The  lower  one  descends  in  the  animal  scale  the  greater  modifi¬ 
cations  are  observed,  which  are  manifestly  adapted  to  the  different  func¬ 
tions  which  each  organism  has  to  perform. 

Comparison  of  shoulder  and  pelvic  girdles. — -These  offer  several  homo- 
logical  difficulties,  but  their  analogies  are  plain  as  they  attach  their  respec¬ 
tive  limbs  to  the  trunk.  The  blade  of  the  scapula  corresponds  to  the 
ilium,  but  the  latter  is  firmly  united  to  the  lateral  mass  of  the  sacrum, 
whereas  the  scapula  is  not  articulated  with  the  vertebral  column.  The 
coracoid  process,  which  is  originally  a  separate  ossification,  and  which 
assists  in  the  formation  of  the  glenoid  cavity,  is  represented  in  the  pelvic 
girdle  by  the  ischium.  The  scapula  and  ilium  form  the  dorsal  parts  of 
the  ir  respective  girdles,  and  the  ventral  part  is  completed  in  the  upper 
limb  by  the  articulation  of  the  clavicle  with  the  sternum  ;  but  in  the 
pelvic  girdle  there  is  no  very  clear  homology  to  the  ventral  section  of  the 
shoulder  girdle  ;  in  other  words,  there  is  in  man  no  bony  completion  of 
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the  pelvic  girdle  on  its  ventral  aspect  which  corresponds  to  the  clavicle. 
At  first  sight  the  fact  that  the  ossa  pubis  meet  at  the  symphysis  seems 
to  offer  a  similarity  to  the  union  of  the  clavicle  with  the  sternum,  and 
some  anatomists  look  upon  them  as  homologous,  but  tin;  more  accurate 
study  of  development  and  the  increasing  knowledge  in  comparative  anatomy 
have  led  to  the  rejection  of  this  view,  and  to  the  adoption  of  t  lie  idea 
that  the  pubes  represents  the  epicoracoid  of  monotremes  and  reptiles, 
and  that  the  coracoid  is,  as  before  stated,  the  representative  of  the  ischium. 
The  os  pubis  and  the  clavicle  cannot,  at  present,  be  said  to  have  their 
homologies  in  their  corresponding  upper  and  lower  extremities.  The 
clavicle,  phylogenetically,  represents  a  part  of  the  dermal  or  exo-skeleton , 
and  has  developed  after  the  manner  of  the  cranial  roof-bones.  In  the 
pelvic  girdle,  in  which  it  is  not  represented,  there  is  a  double  instead  of  a 
single  ventral  branch  (rami  of  pubes  and  ischium),  which  probably  corre¬ 
sponds  morphologically  to  the  coracoid  and  epi-coracoid  of  reptiles  and 
monotremata.  Some  anatomists  have  regarded  Poupart’s  ligament  as  re¬ 
presenting  the  clavicle,  and  have  referred  to  the  position  of  the  subclavian 
artery  passing  beneath  the  clavicle,  as  indicating  its  homology  with 
Poupart’s  ligament,  under  which  pass  the  femoral  artery  and  vein  in  a 
corresponding  position ;  but  it  has  yet  to  be  shown  that  the  subclavian 
and  femoral  arteries  are  homologous  to  each  other,  which  at  present  is 
very  doubtful.  The  marsupial  bone  of  the  pouched  mammalia  has  been 
regarded  by  some  anatomists  as  representing  the  clavicle,  but  its  position 
does  not  correspond  to  that  structure,  as  it  lies  in  the  median,  or  superior 
pillar,  of  the  external  inguinal  opening. 

Rosenberg  (Gegenbaur’s  ‘  Morphologisches  Jahrbuch,’  1876,  Bd.  2,  p. 
238)  states,  that  in  man  the  os  pubis  is  developed  independently  of  the 
rest  of  the  pelvic  girdle.  Its  homology  may  perhaps  be  found  in  a  pro¬ 
coracoid  bone  which  occurs  in  some  of  the  lower  vertebrates  (frogs, 
tortoises,  Ac.),  and  which  is  situated  above  and  to  the  proximal  side  of  the 
coracoid,  being  ossified  from  the  scapula.  The  olecranon  may  represent 
an  occasional  isolated  bone,  the  os  acromiale,  yet  this  is  not  homologous  to 
the  pro-coracoid,  but  maybe  only  an  independent  epiphysis  of  the  scapular 
spine. 

The  individual  parts  of  the  scapula  and  ilium  offer  greater  difficulty  in 
their  homological  determination.  In  man  the  dorsum  of  the  ilium  appears 
to  correspond  to  the  dorsum  of  the  scapula,  and  the  sub-scapular  fossa  with 
the  iliac  fossa  ;  but  if  these  bones  be  studied  through  the  vertebrate  series 
a  different  explanation  is  compelled  from  us.  Prof.  Flower  supports 
the  view  that  the  scapula  and  ilium  have  become  rotated  with  reference  to 
the  axis  of  their  limbs,  the  former  backwards  and  the  latter  forwards,  in 
such  a  way  that  the  pre-scapular  fossa  (supra-spinous  of  human  anatomy) 
corresponds  to  the  sacral  surface  of  the  ilium  ;  the  post-sacral  fossa  (infra- 
spinous  of  man)  to  the  iliac  fossa  ;  and  the  sub-scapular  fossa  to  the 
gluteal.  Prof.  Humphry  supports  the  other  view,  which  is  that  the  pre¬ 
scapular  and  iliac  fossa1  are  homologous,  and  that  the  post-scapular  fossa 
corresponds  with  the  dorsum  ilii  or  gluteal  surface;  the  sub-scapular  being 
represented  by  the  true  pelvic  and  sacral  surfaces  of  the  ilium.  If  the 
simpler  forms  of  the  scapula  and  ilium  which  occur  in  the  animal  series  be 
taken  as  types  instead  of  the  more  highly  developed,  the  view  maintained 
by  Flower  seems  to  be  the  more  probable.  In  these  simpler  forms  these 
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bones  are  chiefly  three-sided  prismatic  rods,  in  which  two  external  surfaces 
are  separated  from  an  internal  surface  by  an  anterior  and  posterior  ridge; 
and  the  two  outer  surfaces  are  divided  by  an  external  ridge  which  passes 
from  the  dorsal  portion  of  these  bones  to  the  glenoid  and  acetabular 
cavities.  This  external  ridge,  which  is  glenoid  in  the  scapular  and  cotyloid 
or  acetabular  in  the  ilium,  is  probably  the  key  to  the  homologies  of  these 
bones.  The  great  extensor  of  the  limb,  the  triceps  in  the  upper,  and  the 
quadriceps  in  the  lower,  is  attached  to  it. 

To  fully  understand  the  homologies  of  a  limb,  or  part,  it  is  necessary  to 
study  and  compare  not  only  the  bones  but  the  ligaments,  muscles,  blood¬ 
vessels,  and  nerves,  as  these  often  assist  materially  in  furnishing  a  clue  to 
parts  otherwise  difficult  to  homologise. 

After  considering  the  skeleton  I  will  therefore  point  out  the  main 
points  which  have  been  determined  in  regard  to  the  soft  parts.  The 
student  should  refer  to  the  accompanying  figures,  and  should  also  place  the 
skeleton  on  its  face  with  the  arms  and  legs  placed  at  right  angles  to  the 
body,  with  the  hand  and  foot  extended  and  the  palm  and  sole  directed 
towards  the  ground. 

Bones  of  the  Limbs. — In  a  very  early  stage  of  embryonic  life,  in  which 
the  embryo  occupies  the  prone  position  in  the  blastoderm,  the  rudiments 
of  the  limbs  appear  as  lateral  flat  semilunar  buds  or  flaps,  which  have  an 
upper  or  dorsal,  and  a  lower  or  ventral  surface.  In  a  later  stage  the 
limbs  become  folded  in  the  ventral  direction  of  the  body,  but  preserve 
their  original  relation  to  the  trunk.  Their  axes  now  lie  perpendicularly  to 
the  transverse  plane  of  the  vertebral  axis,  and  their  position  is  such  that 
one  border  looks  towards  the  head  and  another  towards  the  tail.  Profs. 
Huxley  and  Flower  have  named  these  borders  the  pre  and  post-axial,  as 
indicating  their  positions  anterior  and  posterior  to  the  limb  axis.  Compara¬ 
tive  anatomy  teaches  that  these  limb-buds  are  formed  originally  from  part 
of  a  cartilaginous  arch,  the  limb  girdle  (shoulder  or  pelvic),  respectively; 
and  this  radiating  archipteryyium  is  likewise  developed  from  this 
cartilaginous  girdle.  This  archipterygium  is  attached  in  a  radiating 
manner  to  the  limb  girdle,  and  at  first  ends  in  a  point  or  truncated  cone, 
and  its  simply  divided  cartilaginous  pieces  develop  later  into  the  several 
bones  of  the  respective  limbs.  Later  on,  secondary  radii  are  developed  from 
the  archipterygium. 

At  a  yet  subsequent  stageof  development,  when  the  quinquejid  division 
of  the  digits  becomes  apparent,  the  thumb  and  radius  correspond  in 
position  to  the  great  toe  and  tibia,  and  occupy  the  cephalic  or  pre-axial 
position.  These  facts  enable  us  to  determine  the  correspondences  of  the 
remaining  portions  of  the  limbs  with  each  other  ;  thus,  the  ulna  and 
fibula  correspond,  the  external  condyle  of  the  humerus  and  the  internal 
tuberosity  of  the  tibia  are  cephalic  or  pre-axial  in  position;  while  the 
external  tuberosity  of  the  tibia  and  Ihe  internal  condyle  of  the  humerus 
are  caudal  or  post-axial ;  the  ulna  and  little  finger  are  in  a  like  position, 
the  upper  proximal  segments  of  the  corresponding  limbs  have  similar 
relations:  thus,  the  great  tuberosity  of  the  humerus  is  pre-axial,  and  the 
lesser  post-axial.  The  lesser  trochanter,  internal  condyle,  tibia,  and  great  toe 
are  cephalic;  while  the  great  trochanter,  external  condyle, fibula, and  little 
toe  are  caudal.  The  dorsal  or  extensor  surface  of  the  limbs  is  external, 
and  the  flexor  or  ventral  surface  is  internal. 
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The  conception  of  each  extremity  as  an  appendicular  arch,  homologous 
to  the  pharyngeal  or  visceral  arches,  making  the  os  hyoides  analogous  to 
the  os  coxarum  or  its  parts,  are  not  so  paradoxical  as  would  at  first  sight 
appear;  because  in  an  early  stage  of  development  the  upper  extremity 
lies  close  to  the  neck,  and  the  lower  to  the  trunk;  and  Gegenbaur  has  shown 
(‘ Morphologisches  Jahrbuch,’  1876,  Bd.  3,  p.  396)  that  downward  growth- 
extensions  occur  in  the  neighbourhood  of  the  vertebral  column  at  the 
sites  of  the  future  limb  girdles ;  and  has  also  pointed  out  the  occurrence 
of  these  in  nearly  allied  species,  such  as  geese  and  swans  for  the  upper 
limb,  and  in  the  chimpanzee  and  orang-outang  for  the  lower. 

Each  upper  and  lower  member  is  connected  with  the  spinal  cord  by 
means  of  its  nerves,  which  pass  to  and  from  it  in  corresponding  inter¬ 
vertebral  foramina. 

This  idea,  that  each  extremity  is  an  arch  from  which  the  arch i pterygium 
is  the  chief  segmented  radius,  and  from  which  on  one,  but  seldom  on  two 
sides,  four  and  rarely  five  secondary  radii  proceed,  seems  to  be  well  founded 
in  embryology  and  comparative  anatomy,  and  is  independent  of  the  hypo¬ 
thesis  which  compares  it  to  a  visceral  arch. 

The  archipterygium  or  primary  limb  ray,  is  represented  in  the  upper 
extremity  of  man  by  the  humerus,  ulna,  cuneiform,  inner  half  of  the  unci¬ 
form,  and  the  fifth  finger.  The  first,  or  most  proximal,  secondary  ray, 
which  is  the  strongest,  is  represented  by  the  radius,  scaphoid,  trapezium, 
and  thumb.  To  the  second  secondary  ray  belong  (for  this  it  appears 
probable  is  originally  independent),  the  os  intermedium,  the  radial  part 
of  the  os  centrale,  the  trapezoid,  and  the  index  finger.  To  the  third 
ray  belong  the  ulnar  part  of  the  os  carpi  centrale,  the  magnum,  and  the 
third  finger.  The  fourth  secondary  ray  ends  in  the  fourth  finger.  The  pisi¬ 
form  is  not  morphologically  a  carpal  bone,  but  is  a  sesamoid  bone  developed 
in  the  tendon  of  the  flexor  carpi  ulnaris,  and  physiologically  this  view  is 
the  correct  one.  It  appears  not  improbable  that  the  pisiforme  is  a  sixth 
rudimentary  ray,  of  which  traces  are  found  in  some  Urodeles,  and  even  in  a 
sixth  fin ce r  which  is  an  occasional  malformation  in  man,  and  in  the 
supernumerary  toes  of  man  or  other  mammals.  This  sixth  ray  is  directed 
towards  the  ulna,  and  it  may  be  that  originally  the  archipterygium  was 
biserial  and  provided  with  rays  in  two  directions,  as  is  Ihe  case  in  the  fish 
Ceratodits.  The  rudiment  of  fibular  ray  of  the  biserial  archipterygium  is 
probably  represented  in  man  by  the  sesamoid  fibro-cartilage  or  bone  in  the 
tendon  of  the  peroneus  longus,  or  this  latter  may  represent  the  rudiment 
of  the  sixth  toe.  It  differs,  however,  from  its  probable  homologue,  the  pisi¬ 
form,  in  that  it  is  more  distal ly  placed. 

In  man  and  the  higher  animals  developmental  changes  proceed  and 
soon  produce  the  permanent  form  in  which  the  humerus  is  everted  and  its 
radial  condyle  situated  outwards  ;  the  femur  becomes  inverted  so  that  its 
internal  condyle  is  placed  inwards.  In  man  the  radius  is  semi-prone,  and 
no  further  change  takes  place  in  its  position,  so  that  the  thumb  hangs 
naturally  forward,  but  in  those  lower  animals  which  have  to  bear  part  of 
their  body  weight  upon  the  palm,  the  palmar  aspect  of  the  hand  and 
finders  acquires  this  position  through  the  radius  being  brought  forward 
upon  the  humerus  and  its  lower  end  carried  inwards  so  that  the  thumb  or 
radial  digit  is  inwards.  As  the  femur  has  already  undergone  internal 
rotation  in  this  upper  part,  no  further  change  is  necessary  to  bring  the  loot 
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into  its  proper  position.  Through  this  rotation  the  great  toe,  or  tibial 
digit,  is  on  t  lie  inner  side.  In  most  of  the  lower  animals  the  fore  and  hind 
limbs  arc  permanently  placed  downwards,  whereas  in  man  both  limbs  are 
extended  in  a  line  parallel  to  the  axis  of  the  body. 

Martins  regards  the  humerus  as  being  virtually  twisted  upon  itself  to 
the  extent  of  90°  at  the  neck,  and  another  90°  from  that  downwards,  in  all 
to  the  extent  of  180°  in  its  length.  He  accounts  by  this  torsion  for  the 
alteration  of  the  position  of  the  external  humeral  condyle  from  the  typical 
condition,  which,  according  to  him,  remains  in  the  femur.  He  says  that  if 
the  humerus  were  untwisted  there  would  be  an  exact  correspondence 
between  the  borders  and  surfaces  of  the  humerus  and  femur.  This  appears 
so  probable  that  Gfegenbaur  has  adopted  and  illustrated  it  by  additional 
facts.  However,  embryology  teaches  that  the  external  disposition  of  the 
lower  humeral  end  does  not  exceed  90°.  The  same  ingenious  anatomist 
has  advanced  the  view,  that  in  order  to  discover  the  homologies  of  the  leg 
with  the  forearm  it  is  necessary  to  regard  the  upper  part  of  the  tibia — 
which  corresponds  in  the  main  to  the  radius — -as  either  including  or  having 
had  transferred  to  it  the  upper  part  of  the  ulna  and  olecranon,  and  thus  he 
explains  the  attachment  of  the  quadriceps  extensor  cruris  through  the 
patella  to  the  tibia,  instead  of  to  the  fibula.  According  to  him  the  patella 
corresponds  to  the  olecranon,  and  although  embryology  furnishes  great 
objections  to  these  views, yet  they  cannot  be  entirely  rejected  in  the  present 
position  of  the  question,  although  they  cannot  be  considered  as  forming 
thoroughly  satisfactory  explanation  of  limb  homologies. 

The  homologies  between  the  bones  of  the  forearm  and  leg  offer  diffi¬ 
culties  which,  however,  seem  to  have  been  solved.  But  it  will  be  observed 
that  the  tibia,  which  is  homologous  to  the  radius,  has  acquired  a  greater 
proportionate  growth,  while  both  bones  of  the  forearm  have  grown  in 
almost  equal  proportions.  This  change  in  the  tibia  is  the  resultant  of  the 
body  weight  falling  more  towards  the  centre  of  gravity  or  mid-line  of  the 
body,  but  the  upper  ends  of  the  humerus  and  femur  offer  somewhat  greater 
difficulties.  The  femoral  neck  is,  as  has  been  said,  homologous  to  the 
humeral.  Both  bones  possess  a  depression  at  their  head,  but  it  is  excep¬ 
tional  and  occurs  only  as  a  variety  in  man,  and  its  position  differs  from 
that  on  the  femur,  being  much  nearer  the  neck  of  the  bone.  In  the 
supposed  position  the  head  of  the  humerus  looks  downwards,  while  that  of 
the  femur  looks  upwards ;  therefore  the  great  humeral  tuberosity  looks 
upwards  and  the  trochanter  major  downwards.  For  a  similar  reason  the 
lesser  tuberosity  looks  downwards  and  the  trochanter  minor  upwards.  The 
fact  that  the  former  (in  the  normal  position  of  the  arm)  is  on  the  inner  or 
median  side  of  the  great  tuberosity,  and  that  the  trochanter  minor  is 
external  (in  the  usual  upright  position  in  the  leg)  to  the  trochanter  major, 
is  accounted  for  through  the  strong  action  of  the  muscles  attached  to  them 
in  the  lower  limb,  and  need  not  be  taken  into  serious  account  in  the  deter¬ 
mination  of  the  homologies  of  the  limbs. 

The  difference  between  the  upper  and  lower  extremities  consists  in  the 
fact  that  the  former  has  experienced  a  strong  internal  rotation  at  the 
shoulder  joint,  to  which  must  be  added  the  torsion  of  the  lower  part  of  (lie 
humerus.  In  the  upper  extremity  the  spiral  course  of  the  musculo-spiral 
nerve  (represented  by  the  musculo-spiral  groove)  indicates  the  torsion  the 
humerus  has  undergone,  whilst  the  homologous  anterior  crural  nerve 
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descends  in  a  straight  course.  In  the  thigh  this  difference  of  position  is 
perhaps  explained  by  the  fact  that  the  femoral  artery  also  courses  in  a 
straight  line,  and  also  gradually  passes  to  the  hack  of  the  femur,  becoming 
the  popliteal,  because  the  upper  part  of  the  femur  has  also  undergone  a 
spiral-like  torsion  on  itself.  The  course  of  the  artery  and  Tierve  betoken 
the  original  median  or  flexor  position  of  the  lower  extremity. 

With  reference  to  the  homologies  of  the  forearm  and  leg,  it  has  already 
been  stated  that  the  patella  does  not  appertain  to  the  tibia  as  the  olecranon 
does  to  the  ulna,  but  is  simply  a  large  sesamoid  bone.  The  olecranon  on 
the  other  hand  represents  the  upper  epiphysis  of  the  ulna,  and  arises  from 
three  ossific  nuclei  of  which  the  uppermost  and  larger  was  compared  by 
Meckel  to  the  patella.  In  rare  instances  the  olecranon  does  not  ossify  to 
the  ulna  but  is  connected  to  it  by  a  fibrous  tissue,  and  in  this  event, 
provided  it  be  not  developed  from  the  upper  end  of  the  ulna,  may  represent 
the  patella;  but  it  is  more  probable  that  the  sesamoid  bone  occasionally 
found  in  the  tendon  of  the  triceps  is  the  true  homologue  of  the  patella. 
The  student  must  be  on  his  guard  against  mistaking  fracture  of  the 
olecranon  with  subsequent  fibrous  union  for  a  normal  structure. 

Hand  and  Foot. — There  is  no  difficulty  in  determining  the  homologies 
of  the  metacarpal  and  metatarsal  bones  and  phalanges,  which  in  their  form 
number  and  relations  so  well  correspond.  The  opposibility  of  the  thumb, 
and  the  greater  length  and  mobility  of  the  digits  (which  conditions  are 
characteristic  of  man)  constitute  the  chief  differences  between  the  hand 
and  foot. 

In  comparing  the  carpal  and  tarsal  bones  a  general  similarity  as  regards 
number  and  position  will  be  obvious,  especially  in  the  distal  row ;  but  the 
determination  of  the  homologies  of  the  proximal  series  offers  some  difficul¬ 
ties.  Of  the  second  carpal  row  the  trapezium,  trapezoid,  and  magnum 
correspond  with  the  internal  middle  and  external  cuneiform  of  the  second 
tarsal  row,  and  the  unciform  with  the  cuboid.  In  some  amphibia  and 
reptiles,  especially  in  Chelonia,  the  second  row  of  the  carpal  and  tarsal  bones 
consists  of  five  each,  through  the  division  of  the  unciform  and  cuboid  re- 
spectively,  so  that  each  metacarpal  or  metatarsal  bone  has  a  separate  and 
corresponding  carpal  and  tarsal  bone  to  articulate  with  it. 

In  the  determination  of  the  homologies  of  the  second  series  we  are 
much  indebted  to  the  researches  of  Gregenbaur,  as  indeed  are  we  for  much 
that  has  been  worked  out  as  to  the  homologies  of  other  portions  of  the 
limbs.  According  to  him  the  most  constant,  simple,  and  typical 
arrangement  is  that  there  are  three  bones,  a  radial,  an  ulnar,  and  an  inter¬ 
medium,  which  correspond  to  the  scaphoid,  unciform,  and  semilunar  bones 
of  human  anatomy.  The  pisiforme  he  excludes,  regarding  it  as  a  sesamoid 
bone  in  the  tendon  of  the  flexor  carpi  ulnaris.  The  tarsal,  scaphoid,  or 
navicular  has  no  homologue  in  the  hand  unless  we  include  the  exception¬ 
ally  occurring  os  centrale  of  which  I  dissected  a  specimen  in  the  anatomical 
laboratory  of  the  London  Hospital  Medical  College.  It  would  appear  that 
this  bone  corresponds  to  the  os  centrale  together  with  the  detached  part  of 
the  scaphoid  in  amphibia,  reptiles,  and  in  some  mammals,  as  in  Simioe  and 
Rodents.  This  central  bone  is  interposed  between  fhose  of  the  first  and 
second  row,  and,  more  directly,  between  the  scaphoid  and  lunar  and  the 
trapezium  and  trapezoid.  Many  circumstances  lead  to  the  belief  that  it  is 
rather  a  part  of  one  of  the  proximal  bones  than  really  an  independent 
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structure.  Some  mammals  (the  carnivora,  &c.)  have  the  scaphoid  and  the 
semilunar  united  into  one  in  the  adult,  the  scaphoid-lunar,  and  Flower 
has  shown  that  there  is  sometimes  in  the  young  dog  a  separate  ossific  centre 
in  the  distal  portion  of  the  scapho-lunar  which  corresponds  in  position  and 
connections  with  the  os  centrale  of  other  animals;  and  Wilder  lias  noticed 
the  same  occurrence  in  the  carpus  of  a  young  lion.  In  the  adults  of  these 
animals,  however,  this  portion  of  bone  becomes  completely  ossified  so  as  to 
form  the  scapho-lunar.  In  some  animals  the  proximal  part  of  the  os 
magnum  may  separate  and  form  an  os  centrale. 

Some  animals  possess  a  tenth  carpal  bone,  which  appears  to  correspond 
to  the  tubercle  of  the  scaphoid,  and  Gfegenbaur  regards  this  as  t  he  typical 
radial  sesamoid,  and  considers  that  the  tarsal  scaphoid  may  correspond  to 
this  along  with  the  os  centrale. 

The  astragalus  is  homologous  to  the  carpal,  scaphoid,  and  lunar  con¬ 
joined,  or  to  the  radial  portions  of  these  bones. 

The  os  calcis  is  believed  to  be  homologous  with  the  carpal  cuneiform, 
and  some  anatomists  think  that  it  includes  the  pisiform,  but  Allen 
Thomson  is  of  opinion  (differing  from  Gfegenbaur  in  this  point)  that  any 
one  may  convince  himself  of  the  truth  of  this  latter  view  by  the  inspection 
of  the  hand  and  foot  of  a  bear.  In  a  young  bear,  and  also  in  some  other 
animals,  the  enlarged  pisiforme  has  an  epiphysis  exactly  similar  to  that  on 
the  tuberosity  of  the  os  calcis,  and  this,  according  to  Allen  Thomson, 
refutes  the  view  that  the  pisiform  corresponds  to  the  calcanean  epiphyses. 

The  most  striking  difference  between  the  carpus  and  tarsus  seems  to  be 
that  in  the  former  the  os  centrale  disappears  during  normal  development, 
while  in  the  tarsus  it  remains  as  the  scaphoid.  In  the  hand  the  position 
of  the  tarsal  navicular  is  taken  by  the  os  radiale,  which  undergoes  a  thicken¬ 
ing  in  its  palmar  portion.  In  the  tarsus  the  intermedium  unites  with  the 
os  tibiale,  which  is  homologous  with  the  os  radiale,  to  form  the  astragalus, 
whilst  in  the  hand  the  os  radiale  remains  separate  from  the  os  intermedium. 
The  tarsal  os  centrale  coalesces  also  with  the  astragalus. 


Table  of  the  Homologous  Bones 
Thoracic  limb. 

Scapula. 

Precoracoid- 

Coracoid. 

Glenoid  cavity. 

Clavicle. 

Humerus. 

Great  tuberosity. 

Small  „ 

External  condyle. 

Itadius. 

Ulna. 

Carpus. 

Metacarpus. 

Pollex. 

Phalanges  of  lingers. 


of  the  Upper  and  Lower  Limbs. 
Pelvic  limb. 

Ilium. 

Pubes. 

Ischium. 

Cotyloid  cavity. 

Absent. 

Femur. 

Lesser  trochanter. 

Great  „ 

Internal  condyle. 

Tibia. 

Fibula. 

Tarsus. 

Metatarsus. 

ITallux. 

Phalanges  of  toes. 
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Table  of  tiie  Homologous  Parts  of  the  Scapula  and  Ilium. 


Scapula. 
Supraspinous  fossa. 
Infraspinous  ,, 
Subscapular  „ 

V  ertebral  border. 

Spine  and  acromion. 
Superior  angle. 

Inferior  „ 

Superior  border. 

External  or  glenoid  border. 


Ilium. 

Sacral  and  true  pelvic  surface. 

Iliac  fossa. 

Gluteal  or  dorsal  surface. 

Iliac  yest. 

Ilio-pectineal  line  and  eminence  (?). 
Posterior  superior  spine. 

Anterior  superior  spine. 

Posterior  or  ischial  border. 

Anterior  or  cotyloid  border. 


Table  of  the  Homologous  Bones  of  the  Carpus  and  Tarsus. 


Carpus. 
Typical  names. 
Radiale 
I  ntermedium 
Ulnare 

Ulnare  sesamoideum 
Cent  rale 


Radia'e  sesamoideum 
Car  pale  I. 


II 

III 
IV. 
\ 


(Modified  from  Gegenbaur.) 


Nomenclature  of  Human  Anatomy. 
Scaphoid  | 

Lunar  ( 

Cuneiform  I 

Pisiform  j 

Part  of  scaphoid  1 
or  other  bone,  j 


Astragalus 
Os  calcis 
Navicular 


Tarsus. 

Typical  names. 
Tibi  ale. 

Intermedium. 

Fibidare. 

Fibul ar e  sesa m  oide  u  m . 
\  ( 'eutrale. 

Tibiale  sesamoideum. 


Part  of  scaphoid. 
Trapezium 

Inf.  cuneiform. 

Tarsale  I. 

Trapezoid 

Mid. 

„  II. 

Magnum 

Ext. 

„  HI. 

j  Unciform 

Cuboid 

1  >>  iv. 
!  „  v. 

If  the  pisiform  be  left  out  of  consideration  as  a  carpal  bone,  the  following 
scheme  represents  the  probable  homologies  according  to  Krause.1 


Carpus. 
Radiale. 
Intermedium. 
Ulnare. 
Centrale. 
Carpale  I. 


1) 


II. 

III. 

IV. 


Tarsus. 

Astragalus. 

( 'alcaneus. 
Navicular. 
Tarsale  I. 

„  II. 
„  III. 
„  IV. 


HOMOLOGIES  OF  THE  LIGAMENTS. 

These  offer  little  difficulty,  as  from  their  position,  relations,  and  deve¬ 
lopmental  history  they  fire  easily  made  out.  For  instance,  the  coraco- 
humeral  of  the  shoulder,  and  ischio-femoral  of  the  hip  correspond.  The 
ligament  between  the  radius  and  ulna  and  tibia  and  fibula,  the  annular 
ligaments  of  the  wrist  and  ankle,  and  the  deeper  ligaments  of  these  parts 
and  of  the  hand  and  foot,  all  correspond.  The  piso-uncinate  ligament 
corresponds  to  the  expansion  of  the  peroneus  longus  to  the  cuboid,  and  the 

1  Sabatier’s  recent  work,  Compa  raison  <lcs  ceint  tires  et  dr s  membres  ant-eric  tires  et  pcs- 
tericures.  dans  la  eerie  des  vertebrees,  1880,  contains  valuable  information  on  flic  subject  of 
limb  homologies. 
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tendon  of  this  muscle  to  the  reflected  part  of  the  piso-xnetacarpal  ligament. 
The  ligamentum  teres  of  I  he  hip  may  appear  to  offer  difficulty,  but  this  is 
solved  by  the  fact  that  there  is  an  occasional  corresponding  ligament  in  the 
shoulder;  there  is,  however,  nothing  homologous  to  the  crucial  ligaments  of 
the  knee  in  the  elbow.  The  orbicular  ligament  between  the  radius  and 
ulna  is  interart icular,  it  is  true,  but  does  not  correspond  with  the  crucial s 
either  homologically  or  physiologically,  as  the  latter  connect  the  tibia  and 
femur,  whereas  the  orbicular  unites  the  two  bones  of  the  forearm.  1  have 
on  two  or  three  occasions  noticed  thickened  processes  of  the  synovial 
membrane  of  the  elbow,  passing  from  the  trochlea  in  front  and  behind  to 
the  margin  of  the  larger  ulnar  sigmoid  cavity.  These  may  be  analogous 
to  the  crucials,  but  1  can  scarcely  regard  them  as  homologous.  1  should 
state  that  two  of  these  subjects,  the  one  male  and  the  other  female,  were 
elderly,  and  it  may  be  supposed  that  these  processes  were  pathological,  but 
the  joint  surfaces  gave  no  obvious  indications  of  disease  ;  the  third  was  a 
younger  subject,  and  free  from  any  arthritic  mischief.  The  semilunar 
fibro-cartilages  of  the  knee  are  entirely  unrepresented  in  the  elbow,  and  it 
may  be  that  the  difference  of  function  of  the  upper  limbs,  due  to  our  up¬ 
right  position,  has  caused  the  disappearance  of  structures  which  may  have 
existed  in  our  progenitors  which  (although  not  pointed  out  by  any  other 
anatomist  so  far  as  I  am  aware)  are  undoubtedly  homologous  to  them. 
For  instance,  in  the  dog  and  cat  the  lower  portion  of  the  external  lateral 
ligament  forms  a  thick  tibro-cartilaginous  cap,  which  is  fixed  on  (he  radius 
and  ulna  and  is  united  to  the  anterior  ligament  and  to  the  annular  orbi¬ 
cular  ligament  of  the  superior  radio-ulnar  joint,  and  although  in  these 
animals  this  cap  completes  the  osteo-fibrous  ring  in  which  the  upper  end 
of  the  radius  revolves,  still,  being  interposed  between  the  humerus  and 
bones  of  the  forearm  it  must  act  as  a  buffer  in  the  same  way  as  do  the 
menisci  of  the  knee.  The  human  knee  joint  is  occasionally  divided  into 
two  parts,  an  outer  and  inner,  by  a  median  partition  of  synovial  membrane, 
and  this  condition  is  found  normally  in  some  lower  animals. 

M  US  C  ULAR  110  MOL  O  GIES. 

General  Morphology. — In  most  of  the  lowest  vertebrates  and  in  early 
stages  of  human  foetal  development  the  muscles,  as  a  whole,  are  in  groups 
corresponding  closely  to  the  skeletal  ground  plan  of  the  organisation  of 
vertebrates.  Fishes  and  some  amphibians  possess  in  a  high  degree  the 
vertebrate  segmentation,  the  muscles  being  partitioned  into  zones  or  seg¬ 
ments  termed  myotonies  by  divisions  or  partitions  called  sclerotomes, 
which  may  be  membranous,  cartilaginous,  or  bony,  and  which  pass  trans¬ 
versely  from  either  side  of  the  vertebral  column  through  the  body  walls, 
and  correspond  in  position  and  number  of  segments  with  the  vertebrae 
and  i'ibs.  ft  is  very  difficult  in  man  and  the  higher  animals  to  trace  the 
homologous  axial  muscles,  on  account  of  the  greater  degree  of  specialisation 
of  the  muscles  in  connection  with  the  limbs.  In  the  deeper  trunk-muscles 
however  the  typical  vertebrate  subdivision  may  be  traced,  but  in  the 
more  superficial  muscles  of  the  trunk,  and  especially  of  the  limbs,  por¬ 
tions  of  the  myotomes  coalesce  so  as  to  form  muscles  of  greater  or  less 
length,  and  this  is  to  a  great  extent  due  to  the  extension  down  and  out¬ 
wards  from  the  trunk  of  these  structures. 
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Professor  Huxley  has  named  the  two  sets  of  muscles  which  lie  above 
and  below  the  embryonic  vertebral  axis,  the  epi-  and  hypo-skeletal,  re¬ 
spectively,  and  these  terms  correspond  to  the  epaxial  and  hypaxicd  of  other 
writers.  In  man  the  latter  group  is  little  developed,  and  is  chiefly  repre¬ 
sented  by  t  he  nuchal  prevertebral  muscles,  and  by  the  transversus  abdominis. 
The  epaxial  muscles  are  divisible  into  a  dorso-lateral  and  ventro-lateral 
group.  The  former  consists  chiefly  of  tin;  long  and  short  erector  muscles 
of  the  spine  and  head,  and  in  the  latter  division  are  included  the  longi¬ 
tudinal  muscles,  such  as  the  rectus  abdominis,  sterno-hyoid,  and  genio¬ 
hyoid.  The  vent  ro-lateral  group  include  the  ster no-mastoid,  scalenes, 
intercostals,  and  flat  abdominal  muscles;  the  limb  muscles  also  come 
primarily  from  this  ventro- lateral  mass.  When  muscles  are  attached 
partly  to  the  trunk  and  partly  to  the  limbs  they  are  called  extrinsic,  but 
when  attached  entirely  to  the  limb  girdles  and  the  limb  segments  they 
are  termed  intrinsic. 

Homological  correspondences  are  found  not  only  between  individual 
muscles  and  muscular  groups  of  man,  but  also  between  human  muscles  and 
those  of  inferior  animals ;  but  as  their  attachments,  relations,  form,  and 
actions  vary  greatly  in  different  animals  in  consequence  of  the  different 
functions  which  they  have  to  perform,  and  as  there  are  frequent  varieties 
in  the  same  species  and  often  in  the  same  individual,  the  exact  determin¬ 
ation  of  the  homologies  is  a  matter  of  considerable  difficulty  and  is  conse- 
quently,  at  present,  not  thoroughly  ascertained.  The  frequently  occurring 
muscular  varieties  in  man  taken  in  consideration  with  the  fact  that  they 
are  generally  repeated  in  the  same  form  or  some  modification  of  it,  points 
to  the  present  or  past  existence  of  some  fundamental  and  typical  form  in 
the  animal  series,  and  many  of  these  so-called  varieties  are  almost  exact 
representations  of  forms  which  exist  in  different  species  of  animals  lower 
in  the  scale.  I  believe  that  if  the  attachments,  forms,  and  relations  of  all 
these  so-called  varieties  were  regularly  noted  and  compared,  we  should  in 
a  short  time  possess  sufficient  data  to  be  able  to  trace  the  life-history,  and 
consequently  the  true  homologies,  of  the  muscular  system.  The  student 
must  be  awakened  to  the  fact  that  varieties  occur  in  the  lower  animals  as 
well  as  in  man,  and  are  subject  to  a  similar  explanation. 

Special  Morphology.- — In  the  pelvic  limb  there  are  two  muscles  of 
which  the  homologies  in  the  thoracic  appendage  have  not  yet  been  deter¬ 
mined:  these  are  the  psoas  and  pyriformis.  The  former  passes  to  the 
pre-axial  antero-internal  aspect  of  the  limb;  the  other  to  its  post-axial  or 
postero-external  aspect.  The  bud-like  process  from  the  side  of  the 
embryo  receives,  probably,  an  enveloping  sheath  of  muscular  tissue  from 
the  ventro-lateral  division  of  the  epiaxial  group,  and  this  envelope  is  at 
first  a  simple  investing  infundibulum  or  funnel,  but  in  process  of  growth 
it  undergoes  segmentation  concurrently  with  the  breaking  up  of  the  bony 
parts  into  the  future  sections  of  the  limb.  The  superficial  fibres  of  this 
sheath  often  pass  entirely  over  one  segment  to  more  distal  parts,  but  the 
deeper  fibres  pass,  usually,  from  one  segment  to  the  next.  Prof.  Humphry 
thinks  that  two  of  the  three  layers  into  which  the  axial  ventro-lateral 
group  divides  may  be  traced  into  its  limb  segments,  and  that  they  corre¬ 
spond  to  tin;  external  oblique  and  superficial  part  of  the  internal  oblique 
layers.  In  the  thoracic  member  the  first  segment  of  this  muscular  sheath 
is  longer  and  its  parts  more  easily  recognised.  This  is  due  to  the  more 
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superficial  position  and  freedom  of  motion  of  the  shoulder  girdle,  but  the 
muscles  of  the  pelvic  girdle  are  not  differentiated  to  the  same  extent. 
The  superficial  layer  of  the  muscles  of  (lie  anterior  extremity,  which  may 
he  termed  the  axio-appendicular  group,  divides  at  the  shoulder  girdle 
into  three  chief  masses.  In  front  are  the  pectorales,  behind  and  above  are 
the  sterno-mastoid  and  trapezius,  the  latter  passing  as  the  deltoid  to  the 
humerus,  and  below  and  behind  is  the  latissimus  dorsi.  On  the  deep 
surface  of  this  last  muscle  are  its  occasional  scapular  attachment  and  the 
teres  major  and  minor,  and  beneath  the  trapezius  are  the  rhomboids. 
The  muscles  forming  this  layer  are  often  found  united  as  regular  structures 
in  some  of  the  lower  animals,  and  as  varieties  in  man,  lint  the  majority 
of  these  latter  seem  to  be  reversions  to  a  fundamental  type.  The  fre¬ 
quently  found  axillary  arches  or  muscular  loops  seem  to  indicate  an 
imperfect  segmentation.  The  pectoralis  major  in  a,  few  of  the  lower 
animals  is  entirely  continuous  with  the  external  oblique,  but  in  man  it  is 
only  united  to  its  superficial  fibres.  In  animals  which  either  have  no 
clavicle  or  a  very  rudimentary  one,  the  sterno-mastoid  coalesces  with  the 
anterior  part  of  the  trapezius  and  runs  into  the  deltoid,  forming  a  mastoido- 
humeral  muscle.  In  man  it  is  in  close  relation  with  the  clavicular  portion 
of  the  pectoralis  major,  being  separated  from  it  only  by  the  clavicle. 

The  deep  layer  of  the  axio-appendicular  muscles  is  much  less  complete 
than  the  superficial,  and  is  attached  to  the  thoracic  girdle  in  two  divisions 
in  front  and  behind  the  glenoid  cavity.  In  the  former  position,  and 
attached  to  the  coracoid  processes  the  costo-coracoid  which  represents  the 
subclavius ;  and  in  the  latter  are  the  costo-scapular  group,  including  the 
serratus  magnus,  the  levator  anguli  scapulae,  and  the  omo-hyoid,  which 
are  attached  to  the  scapula.  In  the  lower  extremity  those  muscles  only 
which  pass  beyond  the  girdle  to  the  limb  are  found  distinct,  and  the  axio- 
appendicular  muscles  are  mainly  represented  by  the  abdominal  oblique 
muscles.  The  pectoralis  corresponds  with  the  gracilis ;  the  trapezio- 
deltoid  with  the  anterior  part  of  the  external  oblique  and  pectineus ;  the 
latissimus  dorsi  with  the  gluteus  maxinms,  both  of  which  are  inserted 
into  the  post-axial  border  of  their  corresponding  limb.  The  pectineus 
and  gracilis  are  inserted  into  the  pre-axial  border,  but  the  former  seems 
to  consist  of  two  parts,  of  which  the  outer  may  correspond  with  the 
pectoralis  major  and  deltoid,  and  the  inner  with  the  subclavius.  The 
muscles  already  described  belong  to  the  extrinsic  group. 

The  intrinsic  muscles  include  all  the  others  pertaining  to  the  limbs, 
and  are  placed  in  groups  in  relation  to  its  several  segments,  and  correspond 
homologically  with  each  other.  They  are  situated  mainly  on  the  dorsal 
and  ventral  aspects  of  the  limbs,  are  on  (he  pre-  and  post-axial  borders  of 
these  members,  and  are  flexors  and  extensors  or  pro-  and  retractors. 

Much  difficulty  exists  in  the  determination  of  the  muscular  homologies 
of  the  thoracic  and  pelvic  limbs,  more  especially  in  their  proximal  seg¬ 
ments,  but  in  (he  distal  segments,  (In*  muscles,  although  more  numerous, 
become  shorter  and  more  regular  in  their  arrangement,  and  consequently 
(he  homologous  muscles  of  the  hand  and  foot  are  more  easily  made  out. 
In  the  proximal  segments  the  flexor  surface  of  the  upper  limb  has  been 
twisted  forwards,  and  in  the  lower  limb  it  has  been  turned  backwards,  and 
this  increases  the  difficulty  of  homological  determinations,  and  the 
additional  fact  of  the  preponderance  of  the  pre-axial  tibia  over  the  post- 
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axial  fibula  in  (he  second  segment  of  the  pelvic  appendage,  as  opposed  to 
the  preponderance  of  the  upper  end  of  the  post-axial  ulna  over  the  pre- 
axial  radius,  further  increases  this  difficulty,  as  muscles  which  are  most 
probably  homologous  have,  as  a  consequence  of  this  difference  in  position, 
different  insertions.  In  cases  of  difficulty  the  homologies  may  perhaps 
be  determined  by  reference  to  the  origins,  some  of  which  are  fairly  con¬ 
stant.  Thus  for  instance  the  triceps,  the  great  extensor  of  the  forearm, 
is  inserted  into  the  post-axial  ulna  ;  while  the  quadriceps,  the  extensor 
of  the  leg,  is  inserted  into  the  pre-axial  tibia,  and  yet  the  justness  of  their 
homological  comparison  is  indicated  by  the  fact  that  their  origins  are  from 
corresponding  portions  of  the  bone  segments. 

This  statement  as  to  the  muscular  origins  may  seem  to  contradict  what 
has  already  been  said  with  reference  to  the  homology  between  the  latissimus 
dorsi  and  the  gluteus  maxiinus,  as  the  former  does  not  arise  from  the 
shoulder  girdle  in  the  same  way  that  the  latter  does  from  the  pelvic  girdle; 
but  other  considerations  have  led  to  the  belief  expressed,  and  the  student, 
instead  of  being  bewildered  and  discouraged  by  this  apparent  arbitrary  use 
of  determining  data,  must  recollect  that  various  causes,  some  superior  and 
others  inferior,  have  led  to  modifications  of  structure  which  can  only  be 
solved  by  recognising  the  various  processes  which  have  contributed  to  this 
apparent  difference  but  really  hidden  similarity. 


Table  of  Homologies  of  the  Limb-muscles.  (Krause.) 


Thoracic  limb. 

Subscapularis. 

Deltoid,  acromial  part. 

( 'oraco-bracliialis. 

Supra-spinatus. 

Infra-spinatus. 

Teres  major. 

,,  minor. 


Quadrigeminus  brachii,1  short  head 
and  tendon. 

Quadrigeminus  short  head  and  aponeu¬ 
rosis. 

Quadrigeminus  long  head  and  tendon. 
Brachialis  anticus. 

Triceps  hracliii  and  anconeus. 

„  „  long  head. 

„  „  ext.  head  and  anconeus. 

,,  ,,  middle. 

Subanconeus. 


Pelvic  limb. 

Psoas  magnus. 

Iliacus. 

Gluteus  maxiinus. 

Gluteus  minimus. 

„  medius. 


Pyriformis. 

Bursalis. 

Obturator  externus. 
Quadrat  us  femoris. 

Tensor  fascia)  lata). 
Sartorius. 

Gracilis. 

Semitendinosus. 

Biceps  femoris,  long  head. 

Semimembranosus. 

Biceps  femoris,  short  head. 
Quadriceps  femoris. 

Rectus  femoris. 

Vastus  interims. 

,,  ext.  and  crureus. 
Subcrureus. 

Pectineus. 

Adductor  longus. 

„  brevis. 

„  minimus. 

„  magnus. 


The  German  name  for  the  biceps. 
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Table  of  Homologies  of  the  Limb-muscles.  (Krause) — continue <1. 


T/inracic  limb. 


Velde  limb. 


Supinator  longus. 

Ext.  carpi  radial  is  longior. 

,,  ,,  brevtor. 

,,  communis  digit  or  uni  I 
,,  minimi  digiti.  j 

„  carpi  ulnaris. 

Supinator  brevis. 

Ext.  oss is  metacarpi  poll. 

„  primi  internodii  poll. 

„  secundi  „  ,,  I 

„  indicis.  1 

Flexor  carpi  ulnaris. 

Pronator  teres. 

Flexor  carpi  radialis. 

„  sublimis  dig.  and  palmaris. 
„  profundus  dig. 

,,  longus  pollicis. 

Pronator  quadrat  us. 

Variety.  Exf.  dig.  manus  brevis. 

Lumbricales. 

Abductor  pollicis  | 

Opponens  „  \ 

Flex,  brevis  pollicis. 

Adductor  pollicis. 

Abductor  min.  dig. 

Flex,  brevis  min.  dig. 

Opponens  min.  dig. 

Dorsal  Interosseous  I. 


1  Ext.  longus  digitorum. 

|  Peroneus  tertius. 

Peroneus  brevis. 

Tibialis  anticus. 

Variety  of  ext.  ballucis  longus. 

Extensor  ball.  long. 

Triceps  surse.1 * 3 
Peroneus  longus. 

Popliteus. 

Tibialis  posticus. 

Flex,  brevis  dig.  and  plant ai is. 
„  longus  dig. 

„  „  ballucis. 

Variety.  Pronator  pedis. 

Ext.  brevis  dig.  pedis. 
Quadratus  plant®. * 
Lumbricales. 

Abductor  ballucis. 

Flex.  brev.  ,, 

Adductor  „ 

Abductor  min.  dig. 

Flex,  brevis  min.  dig. 
Opponens  min.  dig. 

Dorsal  Interosseous  I. 


99  99 

II.  1 

i  „ 

99 

II. 

Palmar  „ 

I.  I 

j  Plantar 

99 

I. 

Dorsal  ,, 

III. 

Dorsal 

99 

III. 

Plantar  ,, 

II. 

Plantar 

99 

11. 

Dorsal  „ 

IV. 

Dorsal 

99 

IV. 

Plantar  „ 

in. 

Plantar 

99 

III. 

Krause  omits  tbe  palmaris  brevis,  which  is,  however,  usually  unrepresented  in  the  band. 


Table  of  Homologies  of  ttie  Limb-muscles.  (Allen  Thomson.) 
I.  Muscles  passing  from  Trunk  to  Limbs  opv  their  Girdles. 


Upper  Limb? 

1.  Trapezius. 

la.  ( 'leido-mnstoid  and  sterno-mastoid.  ] 
16.  Rhomboids. 

2.  Levator  scapular. 

2a.  Serratus  magnus. 

3.  Latissimus  dorsi.  \ 

3a.  Teres  major.  | 

4.  Pectoralis  major. 

4a.  Pectoralis  minor. 

■M.  Subclavius  (second  pectoral  of 
birds,  llolleston). 

5.  Omohyoid. 


Loicer  Limb. 

1.  Lumbar  aponeurosis,  Sec. 

la,  b.  External  oblique. 

{Internal  oblique. 

Transversalis. 

Quadratus  lumborum. 
j  3.  Gluteus  maximus. 

)  3a.  Tensor  vaginae  femoris. 

4.  Gracilis.  Part  of  pectineus  ? 

4a.  <  Joccygeus  ? 

4b.  Inner  or  deep  head  of  pectineus, 
supplied  by  obturator  nerve 
(llolleston)  ? 

5.  ? 


1  This  is  the  name  for  the  gastrocnemius  (two  heads)  and  solens. 

-  Synonymous  with  flexor  accessorius. 

3  The  numbers  affixed  to  the  several  muscles  in  the  two  columns  arc  intended  merely  its 
a  means  of  facilitating  the  reference  from  one  to  the  other,  the  upper  limb  being  taken  as 
the  standard  of  comparison.  The  names  of  muscles  printed  in  italics  are  those  of  varieties 
more  or  less  frequently  found  in  human  anatomy. 
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II.  Muscles  passing  main 

{G a.  Scapular  part. 

Gb.  Clavicular  part. 

7.  Rupra-spinatus. 

7a.  Infra-spinatus. 

7b.  Teres  minor. 

8.  Subscapularis. 

!).  Coraco-brachialis.  | 

a,  b,  c.  Upper,  middle  and  barer  J- 
parts._  J 

10.  Biceps  flexor  cubit  i.  1 

a.  Scapular  head.  V 

b.  ( 'oracoid  head, 
o.  Humeral  head.  | 

10iZ.  Brachialis  anticus.  j 

1 1 .  Triceps  extensor  cubiti. 

a.  Scapular  head. 
b.  External  humeral  head. 

c.  Internal  humeral  head. 

III.  Muscles  passing  over  Elbow  and 

POSITION  OE  THE  BONES  OF 

Upper  Limb. 

11.  Supinator  radii  longus. 

12.  „  „  brevis. 

13.  Pronator  ,,  teres. 

14.  „  quadratics. 


jY  from  Girdle  to  Limb. 

Ga.  Sartorius. 

)  0 b.  Pectineus,  outer  head  supplied  by 
|  anterior  crural  nerve  (Iiolleston). 

7.  Obturator  interims  P 
7a.  lliacus. 

7  b.  lliacus  minor  (Luschka). 
o  |  Gluteus  niedius. 

|  ( x  lute  us  minimus. 

0 a.  b,  r.  Three  adductors,  with  perhaps 
obturator  extern  us. 

{Ischial  head  of  biceps  feraoris. 
Semimembranosus. 
Semitendinosus. 

10c.  Femoral  head  of  biceps  femoris. 

11.  <  Quadriceps  extensor  cruris. 

a.  Pectus  femoris. 
h.  Vastus  externus. 
j  ,,  interims. 

|  Crureus. 

Knee  Joints,  and  acting  on  the  relative 
the  Forearm  and  Lower  Leg. 

Lower  limb. 

11.  ? 

12.  P 

13.  Popliteus. 

14.  Peroneo-calcaneus  inf  emus  (Macalister). 


IV.  Muscles  passing  over 
a.  To  the  carpus  and  metacarpus 

15.  Extensor  carpi  radialis  longior.  j 

15a.  ,,  „  brevior.  j 

15&.  ,,  ossis  metacarpi  pollicis. 

16.  ,,  carpi  ulnaris. 

17.  Flexor  carpi  radialis. 

18.  „  „  ulnaris. 

19.  ? 


Wrist  and  Ankle  Joints. 
or  to  the  tarsus  and  metatarsus. 

15.  Tibialis  anticus. 

15 b.  Lit  tensor  ossis  metatarsi  India/ is,  or 
with  the  preceding  muscle. 

1 6.  Peroneus  tert  ius. 

17.  Tibialis  posticus. 

18.  Peroneus  brevis,  and  in  intrinsic 

muscles  of  the  calf. 

19.  Peroneus  longus. 


B.  To  the  digital  phalanges. 


20.  Extensor  com.  digit,  longus. 

20 a.  „  secundi  internod.  poll. 

21a.  ,,  primi  internod.  poll. 

21  b.  „  indicis. 

21c.  ,.  minimi  digiti. 

22.  Flexor  digitorum  profundus. 

22 a.  ,,  longus  pollicis. 

23.  ,,  digitorum  sublimis. 

24.  Palmaris  longus. 

V.  Muscles  confined 

(Tendons of  extensores secundi  inter- 1 
nodii  pollicis,  indicis,  and  minimi  V 

digiti.  J 

20.  Abductor  pollicis. 

27.  Flexor  brevis  pollicis,  inner  head. 
a.  outer  head, 


20.  Extensor  com.  digit,  long. 

20a.  „  long,  hallucis. 

21a.  First  slip  of  ext.  brevis  digit. 

21/a  Second  slip  of  ext.  brevis  digit. 

21c.  Occasional  slip  of  peroneus  tert  ins. 

22.  Flexor  digitorum  longus. 

22a.  ,,  longus  hallucis. 

23.  ,,  digitorum  brevis. 

24.  Plantaris,  and  flexors  ? 

to  the  Hand  and  Foot. 

25.  Extensor  communis  digitorum  brevis  . 

20.  Abductor  hallucis. 

27.  Flexor  brevis  hallucis. 

27 a.  Adductor  hallucis  obliquus. 
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V.  Muscles  confined  to  the  Hand  and  Foot — continued. 
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-7b.  Opponens  pollicis. 

28.  Adductor  pollicis. 

A*.  Tendons  of  flexor  profundus  digi-  ) 
torn  m. 

30.  Palmaris  brevis. 

31.  Abductor  minimi  digiti. 

32.  Flexor  brevis  minimi  digiti. 

33.  Opponens  minimi  digiti. 

34.  Interossei,  dorsal  and  palmar. 

a.  liadialis  seenndi  digiti  (dors.) 

b.  Ulnaris  sec.  <lig.  (palm.) 

c.  liadialis  medii  (dors.) 

d.  Ulnaris  ,,  ,, 

e.  liadialis  quarti  (palm.) 

f.  Ulnaris  quarti  (dors.) 

(j.  liadialis  quinti  (palm.) 

35.  Lumbricales  quatuor,  radiates  sec. 

tert.  quart,  et  quint,  digit. 


27 b.  Opponens  hallucis. 

28.  Transversus  pedis. 

29.  Flexor  communis  digitorum  brevis. 

30.  ? 

31.  Abductor  quinti  digiti. 

32.  Flexor  brevis  quinti  digiti. 

33.  Opponens  quinti  digit  i. 

34.  Interossei,  dorsal  and  plantar. 

a.  Tibialis  secundi  digiti  (dors.) 

b.  Fibularis  sec.  dig.  (dors.) 

c.  Tibialis  tertii  (plant.) 

d.  Fibularis  tertii  (dors.) 

e.  Tibialis  quarti  (plant.) 

f.  Fibularis  quarti  (dors.) 

g.  Tibialis  quinti  (plant.) 

35.  Lumbricales  quatuor,  tibialessec.  tert. 

quart,  et  quint,  digit. 


The  above  tables  sufficiently  explain  the  majority  of  the  corresponding 
muscles,  especially  if  one  compare  their  respective  origins  and  insertions; 
but  others  require  some  further  explanation. 

The  triceps  humeri  and  quadriceps  femoris  are  homologous  according 
to  the  following  plan  : — 

Upper  extremity.  Lower  extremity. 

Triceps,  long  bead  =  Rectus  femoris. 

„  middle  head  =  ,,  crureus  and  vastus  externus. 

external  head  and  anconeus  =  ,,  vastus  interims. 


The  difference  between  the  arm  and  the  leg  is  shown  by  the  fact  that 
the  deepest  fibres  of  the  vastus  internus,  which  corresponds  to  the  anconeus, 
pass  with  the  others  to  be  inserted  into  the  tibia,  whilst  in  the  arm  the 
anconeus  is  separated  from  the  external  head  of  the  triceps,  and  is  inserted, 
independently,  into  the  ulna. 

The  biceps  bracliii  is  homologous  to  the  combined  semitendinosus, 
semimembranosus,  and  long  head  of  the  biceps.  Krause  says,  that  more 
accurate  dissections  tend  to  show  that  it  is  four-headed  and  resembles  the 
quadrigeminus  capitis  or  sterno-mastoid,  and  that  it  should  be  called  the 
quadrigeminus  brachii,  because  it  possesses  four  independent  portions 


represented  in  the  following  plan  : 

Upper  limb. 

Lower  limb. 

Quadrigeminus  brachii. 
Short  head  and  aponeurosis. 

|  Coraco-ulnaris. 

Biceps  femoris,  long  head. 

Short  head  and  tendon. 

,,  radialis. 

Semitendinosus. 

Long  head  and  tendon. 

j-  Gleno-radialis. 

Semimembranosus  and  its 
tibial  tendon. 

'  Ts  either  absent  or  repre¬ 

sented,  through  the  union 

Long  head  and  aponeurosis. 

Gleno-ulnaris. 

at  their  origins,  of  the 
semimembranosus  and 

long  head  of  biceps. 

The  sj  )ace  at  the  bend  of  the  elbow  corresponds  morphologically  with 
the  popliteal  space,  but  t lie  latter  is  diamond-shape  and  the  former 
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triangular.  In  this  trigonum  cubitale  are  found  the  termination  of  the 
brachial  artery  and  the  median  nerve,  whereas  the  popliteal  artery  and 
nerves  are  found  in  the  popliteal  region.  The  pronator  teres  corresponds 
in  its  origin,  course,  and  action  with  the  popliteus,  and  this  homology  is 
occasionally  rendered  more  striking  through  the  occurrence  of  a  sesamoid 
bone  in  the  tendons  of  both  muscles.  The  lower  end  of  the  brachial 
artery  lies  on  the  dorsal  or  extensor  side  of  the  pronator  teres,  but  the 
popliteal  lies  behind  and  on  the  flexor  side  of  the  popliteus,  which  makes 
it  more  probable  that  only  the  ulnar  head  of  the  pronator  teres  is  homolo¬ 
gous  with  the  popliteus.  The  peroneus  brevis  has  some  similarity  in  its 
insertion  to  the  extensor  carpi  ulnaris,  but  the  difference  between  their 
origins  will  only  permit  of  an  homology  if  one  assume  that  the  origin  of 
the  peroneus  brevis  originally  extended  proximally  to  the  external  femoral 
condyle.  Some  varieties  of  both  muscles  lend  support  to  this  view. 

The  palmaris  longusand  plantaris  appear  to  be  homologous,  but  require 
further  consideration.  In  the  hare  the  plantaris  is  a  strong  muscle,  but 
this  animal  does  not  possess  a  flexor  subliinis  digitorum  ;  however,  the 
palmaris  may  be  conceived  as  a  separate  muscular  band  of  the  flexor 
digitorum  sublimis,  so  that  the  flexor  sublimis  digitorum,  palmaris,  and 
plantaris  may  be  considered  together  as  being  homologous  with  the  flexor 
brevis  digitorum. 

The  similarity  between  the  small  special  muscles  of  the  hand  and  foot 
is  obvious.  The  ab-  and  adductors  may  be  considered  as  specially 
developed  interosseous  muscles.  The  short  flexors  of  the  fingers  and  toes 
lie  comparatively  deep,  and  have  no  relation  to  the  flexor  brevis  digitorum. 
The  opponens  pollicis  of  the  hand  appeal's  to  be  absent  in  the  foot,  but 
this  is  really  not  the  case,  as  ii  is  represented  through  a  bundle  of  fibres  of 
the  abductor  hallucis. 

The  interosseous  muscles  of  the  hand  and  foot  are  homologous  with  the 
exception  that  Ihe  first  palmar  interosseous  is  attached  to  the  ulnar  side  of 
the  second  finger,  whereas  the  first  plantar  interosseous  is  fixed  on  the 
tibial  side  of  the  third  toe  ;  conversely,  the  second  dorsal  interosseous  of 
the  hand  is  inserted  on  the  radial  side  <>f  the  third  finger,  but  the  second 
dorsal  interosseous  of  the  foot  is  attached  to  the  fibular  side  of  the  second 
toe.  These?  differences  have  been  explained  by  supposing  that  the  long 
axis  of  the  hand  passes  through  the  phalanges  of  the  middle?  finger,  but 
in  the*  foot  through  those  of  the  second  toe;  these  variations  indicate  gaps 
in  our  present  knowledge  of  the  corresponding  muscles  of  the  upper  and 
lower  limbs. 

Nerve  distribution  would  probably  give  the  simplest  explanation  of 
these  different  relations  between  the  interossei  of  the  hand  and  foot, 
especially  if  the  thumb  and  great  toe  be  considered  not  to  be  homologous 
with  each  other.  In  this  view  the  hallux  would  represent  the  thumb  and 
index  finger  together,  the  little  finger  would  correspond  to  the  fourth  toe, 
and  the  fifth  toe  would  represent  a  sixth  ray.  Originally  there  were  six 
digits  in  the  hand  and  foot,  the  sixth  persists  in  the  foot  and  disappears 
entirely  in  the  hand.  The  first  and  second  are  represented  in  the  upper 
limb  by  the  thumb  and  index  finger,  and  below  by  the  great  toe.  This 
view  is  supported  by  phylogenel  ic  facts,  so  that  in  apes  the  phalanges  of 
the  third  foot-digit  is  that  one  which  possesses  two  dorsal  interossei, 
instead  of  the  second  one,  as  in  man, 
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Dr.  D.  J.  Cunningham,  in  the  October  number  of  the  ‘Journal  of 
Anatomy  and  Physiology/  in  an  article  on  The  Relation  of  Nerve-supply 
to  Muscle, -homology,  while  agreeing  in  the  main  with  liuge’s  views  as  to 
the  importance  of  nerve-supply  in  determining  muscle  homologies,  differs 
from  him  as  to  its  infallibility,  and  says  ‘  that  tire  doctrine  of  the  invari¬ 
able  relation  between-nerve  supply  and  muscle  homology  is  an  erroneous 
one  and  contrary  to  existing  fact.  The  value  of  tins  feature,  however,  in 
the  determination  of  tin;  history  of  a  muscle  cannot  be  overrated.  Indeed, 
it  is  equalled  in  importance  only  by  the  “insertion.”  I  am  tempted  to 
bring  forward,  from  human  anatomy,  an  illustration  to  show  its  importance, 
and  how,  if  attention  had  been  paid  to  it,  a  more  consistent  nomenclature 
might  have  been  employed.  1  refer  to  the  short  muscles  of  the  thumb. 
In  our  text-books  these  are  described  as  consisting  of  an  abductor,  a  flexor 
brevis  (composed  of  a  superficial  and  a  deep  head),  an  opponens,  and  an 
adductor.  The  opponens  may  be  left  out  of  count,  seeing  that  it  is  a 
derivative  from  the  outer  head  of  the  flexor  brevis.1 2  These  muscles  are 
supplied  by  the  median  and  ulnar  nerves.  The  median  gives  branches  to 
the  abductor  and  the  outer  head  of  the  flexor  brevis.  The  ulnar  supplies 
the  adductor  and  deep  head  of  the  flexor  brevis. 

‘  If  we  nowr  turn  to  the  foot,  we  find  that  both  heads  of  the  flexor 
brevis  and  the  adductor  of  the  great  toe  are  supplied  by  the  internal 
plantar,  which  is  the  median  of  the  pes,  whilst  the  adductor  and  trans¬ 
versal  is  pedis  are  furnished  with  twigs  from  the  external  plantar  or  ulnar 
of  the  foot.  Here  there  is  a  marked  discrepancy,  but  it  is  only  an 
apparent  one.  The  truth  is,  that  the  adductor  pollicis  is  the  serial  homo- 
logue  of  the  transversus  pedis,  and  the  deep  head  of  the  flexor  brevis 
pollicis  the  serial  homologue  of  the  adductor  hallucis.  The  abductor  and 
outer  head  of  the  flexor  brevis  pollicis  correspond  with  the  abductor  and 
inner  head  of  the  flexor  brevis  hallucis.  But  where  is  the  true  inner  head 
of  the  flexor  brevis  pollicis  ?  This  is  a  muscular  slip,  which  is  almost  in¬ 
variably  present,  but  owing  to  the  great  development  of  the  adductors  it 
has  been  thrust  deeply  into  the  palm.  It  is  in  the  interosseus  primus 
volaris  of  Henle. 

‘Lastly,  it  is  not  at  all  unlikely — indeed,  that  it  is  highly  probable— 
that  the  sources  in  the  brain  or  spinal  cord  from  which  the  nerve  fibres 
destined  for  the  supply  of  a  certain  muscle  are  derived,  are  invariably  the 
same.  Of  this,  however,  we  have  little  proof.  It  is  a  matter  of  certainty, 
as  we  have  seen,  that  these  fibres  may  adopt  different  nerve  strands  in 
order  to  reach  the  muscle.  Even  in  the  human  body  great  numbers  of 
examples  of  this  may  be  quoted.  Thus  the  long  buccal  nerve  has  been 
observed  by  Professor  Turner  to  proceed  from  the  superior  maxillary 
division  of  the  fifth  ;  again,  every  demonstrator  of  anatomy  lias  observed 
the  descendens  noni  taking  its  origin  from  the  vagus  instead  of  tin1  ninth 
nerve;  and  the  frequency  of  the  accessory  obturator  and  the  accessory 
phrenic  nerves  is  a  fact  of  common  knowledge.’ 

Professor  Kolleston  ■  was  one  of  the  first  to  recognise  the  importance 
of  nerve  supply  as  more  important  than  the  position,  attachments,  and 
relations  in  determining  the  homologies  of  muscles;  and  Bischoff,  ten 

1  Huge,  Morph .  Jahrb.,  1878,  p.  137. 

2  ‘  On  the  Homologies  of  certain  of  the  Muscles  connected  with  the  Shoulder-girdle.’  — 
Transactions  of  Li  a  naan  Society,  vol.  xxvi, 
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years  ago,  pointed  out  the  serial  homologies  between  the  short  muscles  of 
the  thumb  and  great  toe  in  his  elaborate  memoir  on  the  Hylobates 
Iniciscus,  but  I)r.  Cunningham  arrived  independently  at  the  same  results 
through  his  researches  into  the  comparative  anatomy  of  the  intrinsic 
muscles  of  the  foot. 
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Comparative  Table  of  Muscular  Homologies  of  t 

Girdles  in  Man  and  tiie  Superior  Mammals. 

First  Category. — Muscles  connecting  the  two  Girdles  to  the  Trunk. 


Shoulder  girdle. 

Ext.  intercostals. 

Int.  „ 

Triangularis  sterni. 
o.  Presternal  aponeurosis 
(sterno-costal,  supracostal). 
Scalenes  and  cervical  intertransverse. 
Trapezius. 

Rhomboids. 

Levator  anguli  scapula). 

Omohyoid.  ( 

Serratus  magnus.  j 
Pectoralis  minor. 

o.  Subdeltoid  aponeurosis  (part). 


Pelvic  girdle. 

Ext.  oblique  of  abdomen. 

Int.  „  „ 

Transversus  „ 

Rectus  and  pyramidalis. 

Quadratus  lumborum. 
o.  Lumbar  aponeurosis. 

O.  if  jj 

o.  Ilio-lumbar  ligaments,  superior  and 
inferii  >r. 

o.  Interosseous  sacro-iliac  ligaments. 

Pubic  and  aponeurotic  part  of  levator 
ani  and  iscbio-coccygeus. 

Sciatic  part  of  levator  ani. 


Second  Category. — Muscles  connecting  the  Upper  Segment  of  tiie  Limb  either 
to  the  Trunk  or  Girdle  or  to  both. 


Pectoralis  major. 

Trapezius  (clavicular  part). 

Deltoid  „  „ 

Sterno-mastoid. 

(Mastoido-humeral  of  non-clavicu- 
late  mammals.) 

o.  Superficial  cervical  aponeurosis 
(part). 

Subscapular  (part  in  the  fossa  of  ante¬ 
rior  scapulum). 

Subscapular  (part  in  posterior  sca¬ 
pulum). 

Teres  minor. 

Supra  and  infra-scapular. 

Latissimus  dorsi. 

Teres  major. 

Deltoid  (part). 

„  (subspinous  part). 

„  (spinal  part). 

Precoraco-bracbial. 


o. 


Pyramidalis. 


Psoas  magnus. 


Psoas  minor. 

Uiacus. 

f  Sciatic  part. 

Obturator  int.  -j  Pubic  „ 

l  Iliac  „ 

{Sciatic  part. 

Pubic  „ 

Iliac  (gluteus  minimus). 

Gluteus  medius. 


|  Gluteus  maximus. 

(  Tensor  fasciae  lata), 
o.  Superficial  aponeurosis  of  gluteus 
medius. 
o. 

Pectineus. 

Superficial  adductor  longus  (second). 
Small  deep  adductor. 

1  Adductor  magnus. 

|  Quadratus  femoris. 


1  According  to  A.  Sabatier,  Coiuparuiron  dis  ccinlures  it  dir  mivihres  u  uteri  curs  el 
jmrirncurr  duns  hi  sine  drr  n-rt  elm's,  1880,  p.  321.  o;  either  absence  or  is  followed  by  (lie 
probable  representative. 
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THIKD  <  -A.TEGORY. — MUSCLES  CONNECTING 

Shoulder  girdle. 

Short  head  of  biceps. 

Long  „  triceps. 

,,  „  biceps. 


OF  THE  LIMBS.  CIO 

■I iik  s I'X'ond  Lime  Segment  to  tiie  Girdle. 
Pelvic  girdle. 

Gracilis. 

Long  head  of  triceps. 

Rectus. 

Sartorius. 

Semitendinosus. 

Seinimeinbranosus. 


Fourth  Category. — Muscles  connecting  the  eihst  and  second  Limb  segments. 

Vastus  externus  hrachialis.  Inner  liead  of  vasti. 

„  internus  „  Outer  ,, 

Hrachialis  anticus.  Short  head  of  biceps, 

o.  In  man  ;  the  radial  part  of  the  Popliteus. 
anterior  brachial  iu  other  mammals. 


HOMOLOGIES  OF  THE  BLOOD-VESSELS. 

Only  a  general  correspondence  can  be  established  between  the  blood¬ 
vessels  of  the  upper  and  lower  limbs.  This  is  partly  due  to  the  want  of 
more  exact  knowledge  of  their  development.  In  early  foetal  life  there  are 
no  distinct  large  vessels,  the  parts  being  nourished  through  vascular  net¬ 
works,  and  it  is  by  the  enlargement  of  one  or  more  of  these  that  the  main 
arterial  and  venous  trunks  of  the  limbs  are  developed,  and  this  takes  place 
in  a  different  direction  in  the  thoracic  and  pelvic  members,  which  causes 
the  somewhat  different  appearance  of  these  structures  in  the  adult. 

The  analogy  between  the  brachial  and  femoral  arteries  is  clear,  but  they 
are  not  homologous.  The  brachial  is  represented  in  the  lower  limb  by  the 
small  ischial  branch  of  the  sciatic  artery.  At  first  this  branch  anastomoses 
with  the  popliteal  through  the  superior  articular,  and  thus  the  popliteal  is 
homologous  with  the  lower  parts  of  the  brachial  as  well. 

In  the  forearm  and  leg  the  vessels  appear  to  be  homologous,  but  they 
are  in  reality  rather  analogous  than  homologous,  the  radial  representing 
the  anterior  tibial,  the  ulnar  the  posterior  tibia!,  and  the  common  interos¬ 
seous  the  peroneal. 

Physiologically,  these  vessels  correspond  in  fulfilling  a  similar  function, 
which  is  to  supply  certain  sections  of  their  respective  limbs  with  blood, 
but  their  positions  and  relations  are  different.  The  anterior  and  posterior 
circumflex  in  the  arm  are  analogous  to  the  external  and  internal  circumflex 
in  the  thigh,  but  not  homologous.  The  brachial  artery  divides  into  the 
radial  and  ulnar  ;  the  latter  corresponds  to  the  arcliipterygium,  the  former 
to  the  first  secondary  ray,  radius,  radiale,  trapezium,  and  bones  of  the 
thumb. 

The  common  interosseous  belongs  to  the  second  secondary  ray,  i.e.  to 
the  intermedium,  trapezoid,  and  index  finger.  The  third  and  fourth 
secondary  rays  and  their  corresponding  fingers  are  nourished  chiefly  through 
the  third  and  fourth  palmar  digitals. 

In  the  lower  limb  the  anterior  tibial,  up  to  the  point  where  the 
malleoli  are  given  off,  represents  the  radial.  The  common  and  posterior 
peroneal  and  lower  part  of  the  posterior  tibial  represent  the  ulnar.  The 
anterior  peroneal  corresponds  to  the  anterior  interosseous,  but  the  posterior 
interosseous  of  the  forearm  is  represented  by  the  anterior  tibial.  The 
posterior  tibial  may  be  considered  as  a  vessel  which  has  gradually  received 
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its  blood  from  three  different  sources:  first,  from  the  peroneal,  secondly 
from  a  saphena  artery ,  which,  as  comparative  anatomy  teaches,  is,  in  the 
foot  of  many  mammals,  the  direct  continuation  of  a  vessel  running  superfi¬ 
cially  and  accompanying  the  saphena  vein.  This  vessel  has  no  homo- 
logue  in  the  hand,  unless  an  occasionally  occurring  branch  which  accom¬ 
panies  the  cephalic  vein  (a  superficial  radial),  and  either  joins  the  radial 
proper  or  is  continued  into  the  hand,  be  considered  as  such.  Thirdly,  the 
saphena  artery  having  disappeared,  and  the  peroneal  and  posterior 
malleolar  having  diminished  in  size,  the  lower  part  of  the  posterior  tibia] 
derives  its  blood  directly  from  the  upper  part  of  the  same  vessel,  which 
part  is  homologous  to  the  radial.  Thus  is  explained  the  correspondence  in 
size  between  the  homologous  posterior  interosseous  of  the  forearm  and  the 
anterior  tibial,  whilst  the  dorsal  artery  of  the  foot  corresponds  to  the 
termination  of  the  radial ;  but,  as  already  said,  the  upper  part  of  the  poste¬ 
rior  tibial  is  homologous  to  the  radial. 

Comparative  anatomy,  as  well  as  the  positions  and  relations  of  the 
vessels  in  man,  and  the  homologies  between  the  bones  and  muscles  of  the 
two  limbs,  tends  to  confirm  the  above  views  of  the  arterial  homologies,  and 
the  study  of  varieties  strengthens  this  explanation.  For  instances  not  a 
few  are  known  in  which  the  sciatic  is  directly  continued  into  the  popliteal 
(a  posterior  femoral),  whilst  the  femoral  was  undeveloped,  the  main  artery 
of  the  lower  limb  coursing  in  its  original  normal  position  with  the  sciatic 
nerve,  which  latter  is  homologous  with  the  median  and  ulnar  nerves.  (In 
birds  the  femoral  is  a  continuation  of  the  sciatic.)  According  to  this,  the 
femoral  corresponds  to  the  superior  profunda  which  runs  with  the  musculo- 
spiral  nerve,  and  which  is  homologous  to  the  anterior  crural  nerve. 

As  illustrative  of  the  varieties,  of  the  arteries  of  ihe  leg,  may  be  men¬ 
tioned  the  fact  that  when  the  posterior  tibial  is  diminished,  a  large 
peroneal  takes  its  place.  If  the  posterior  tibial  be  absent,  the  peroneal 
not  only  gives  off  branches  which  come  usually  from  the  posterior  tibial, 
but  even  in  its  course  and  distribution  takes  the  place  of  the  missing 
artery.  Should  the  anterior  tibial  be  small  and  terminate  in  the  leg,  its 
resemblance  to  the  dorsal  or  posterior  interosseous  of  the  forearm  is  more 
striking.  The  common  and  anterior  interosseous  are  not  represented  in  the 
lower  limb. 

The  anastomoses  around  the  elbow  and  knee  joints  are  homologous 
and  analogous,  as  are  those  around  the  wrist  and  ankle.  The  palmar  and 
dorsal  interossei  of  the  hand  and  foot  correspond,  as  do  the  carpal  and 
tarsal  dorsal  arches,  but  there  is  no  superficial  plantar  arch  corresponding 
to  the  superficial  palmar,  although  the  deep  palmar  and  plantar  arches 
correspond.  The  peroneal  artery,  which  is  homologous  with  the  ulnar, 
bends  at  a  right  angle  towards  the  tibia,  then  passes  downwards  also  at  a 
right  angle  and  returns,  in  the  sole,  in  an  arched  manner,  so  as  to  end  in 
the  commencement  of  tin1  plantar  arch.  In  this  way  the  commencement 
of  this  arch  is  placed  in  the  direction  of  the  course  of  the  artery. 

The  superficial  palmar  arch  is  sometimes  represented  in  the  foot  by  a 
variety  known  as  the  superficial  plantar  arch.  Normally,  this  is  absent, 
because  the  homologue  of  the  superficiales  volae  is  much  diminished  or 
absent  in  tin1  foot  (probably  as  a  consequence  of  the  growth  of  the  osealcis), 
and  this  vessel  is  only  represented  in  the  foot  by  the  termination  of  the 
posterior  peroneal, 
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Taw, is  of  Homologous  Limb  Arteries. 


Thoracic  limb. 

Brachial. 

Superior  proliiuda. 

Anterior  circumflex. 

Median  collateral. 1 
Posterior  circumflex. 
Anastomoses  round  elbow, 
liadial. 

Ulnar. 

Ulnar  metacarpal. 

Dorsal  or  posterior  interosseous. 
Anterior  carpal  arch. 

Posterior  „  ,, 

Dorsal  interosseous. 

„  digital. 

Deep  palmar  arch. 

Palmar  interossei. 

„  digital. 


I'd  vie  limb. 

1  Ischial  branch  of  Ihe  sciatic  and  popliteal 
|  artery. 

I  Femoral  and  its  musculo-arlicular  branch 
I  in  vast.  int.  and  anastomolica  magna. 
M  x  tern  a  1  c  i  r c  u  m  H  e  \ . 

Descending  branch  of  ext.  cirflex. 
Internal  circumllex. 

Anastomoses  round  knee. 

Posterior  tibia  1  in  leg. 
j  ( 'ommon  peroneal. 

|  Posterior  tibia!  in  foot. 

Posterior  peroneal. 

Anterior  tibial,  in  leg. 

Anastomoses  around  os  calcis. 

Dorsal  tarsal  arch. 

„  interosseous. 

,,  digital. 

Plantar  arch. 

,,  interossei. 

„  digital. 


The  Veins  partake  of  the  homologies  of  their  corresponding  arteries. 
The  superficial  veins  of  the  forearm  and  arm,  viz.  the  median  basilic,  the 
median  cephalic,  the  cephalic,  and  basilic  represent  together  a  large  vein, 
which  Bardeleben  regards  as  the  vena  princeps  brack'd  and  compares  with 
the  internal  saphena.  The  external  saphena  is  then  homologous  with  the 
basilic  in  the  forearm,  and  the  cephalic  in  the  arm  is  regarded  as  a  down¬ 
ward  running  branch  of  tin*  princeps  braehii,  which  is  represented  in  the 
thigh  by  a  femoro-popliteal  vein.  This  communicates  in  the  popliteal 
space  with  the  popliteal  and  internal  saphena  veins,  but  this  does  not 
explain  the  course  and  varieties  of  the  upper  part  of  the  cephalic  vein 
which  sometimes  forms  a  ring  around  the  clavicle  and  anastomoses  with 
the  external  jugular. 


Table  of  Homologies  of  tiie  Limb  Veins. 

Pelvic  limb. 

Internal  or  great  saphena. 

External  saphena. 

Femoral  and  popliteal. 

* 

The  homologies  of  the  Limb  Lymphatics  are  sufficiently  obvious.  The 
superficial  and  deep  lymph  vessels  correspond  in  the  main,  the  elbow  and 
popliteal  glands  respond  to  each  other,  except  that  the  latter  are  more 
numerous,  and  the  axillary  and  inguinal  glands  also  answer  to  each  other 
in  receiving  the  returned  lymph  from  the  limb  and  partly  from  the  trunk. 

1  This  is  a  branch  of  the  superior  profunda  or  profunda  braehii,  which,  however,  is  not 
homologous  with  the  profunda  femoris. 


Thoracic  limb. 
Cephalic,  in  forearm. 
Median. 

Basilic,  in  arm. 

,,  in  forearm. 
Cephalic,  in  arm. 
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HOMOLOGIES  OF  THE  LIMB  NERVES. 


Homologous  muscular  and  skin  regions  are  supplied  by  homologous 
nerves,  but  if  nerve  plexuses  be  traced  through  their  nerve  fibres  and 
bundles  to  their  nerve  trunks  and  towards  the  spinal  cord,  important 
differences  will  lie  found,  because  the  arrangement  of  these  fibres  and 
bundles  is  different  in  the  two  limbs.  It  is  easy  to  homologise  the 
smaller  and  peripheral  branches,  but  the  larger  trunks  require  some 
explanation. 

The  median  and  internal  plantar  are  homologous,  as  they  correspond  in 
the  hand,  and  the  forearm  and  arm  portions  of  the  median  are  represented 
in  the  leg  and  thigh  by  the  posterior  tibial  and  sciatic.  The  musculo- 
spiral  is  partly  homologous  with  the  anterior  crural,  as  they  supply,  respec¬ 
tively,  the  extensors  of  the  arm  and  thigh.  On  the  other  hand,  the 
sensitive  fibres  of  the  nerve  of  the  leg,  which  is  homologous  to  those  of 
the  ulna,  i.e.  the  posterior  tibial,  distribute  themselves  through  the 
posterior  tibial  and  peroneal,  and  although  the  latter  has  a  similar  relation 
to  the  head  of  the  fibula  that  the  ulnar  has  to  the  olecranon,  yet  their 
further  course  is  quite  different,  as  the  peroneal  joins  the  sciatic  and  the 
ulnar  remains  distinct  along  the  whole  of  the  arm.  The  fibres  which  are 
homologous  to  the  palmar  branches  of  the  ulnar  nerve  are  represented  in 
the  posterior  tibial  and  external  plantar.1 


Table  of  Homologous 

Thoracic  limb. 

Supra-scapular. 

Internal  cutaneous. 

Musculo-cutaneous,  in  arm. 

„  ,,  in  forearm. 

Circumflex. 

Median  in  arm. 

„  in  forearm. 

,,  in  hand. 

Ulnar,  in  hand.  | 

Middle  cutaneous,  j 
Musculo-spiral. 
lladial,  in  hand. 

Anterior  in tu r osseo  us. 


(?)  Limb  Nerves. 


Pelvic  limb. 

Superior  gluteal. 

Internal  cutaneous  and  obturator  ? 
Sciatic  to  muscular  branches  in  arm. 
Internal  saphenous. 

Inferior  gluteal. 

Sciatic. 

Posterior  tibial. 


Internal  plantar. 

External  ,, 

Ext.  popliteal. 

Anterior  crural. 
Musculo-cutaneous,  in  foot. 
A  nterior  tibial. 


Of  post,  tibial. 


The  above  condensed  account  of  the  liinb-liomologies  represents  what 
is  at  present  held  by  most  anatomists  on  the  subject,  but  great  gaps  have 
yet  to  be  filled  in.  We  tire  indebted  chiefly  to  fhe  researches  of  (jfegenbaur 
for  laying  fhe  foundation  of  this  interesting  subject,  and  after  him  to 
Fiirbringer'2  and  others  in  Germany;  to  Huxley,  Flower,  Humphry, 
ltolleston,  Allen  Thomson,  Owen,  Parker,  Groodsir,  Turner,  Strothers, 
Cleland,  and  Macalister  in  this  country;  and  to  Broca,  IMilne-Fdwurds, 
Alix,  and  Verneau  in  France.  The  American  anatomists,  Agassiz,  Cones, 
Wyman,  and  Wilder,  who  have  also  done  good  work  in  this  subject,  d<> 
not  agree  with  some  of  the  views  which  have  been  given.3 

1  For  further  details  see  Huge,  Morphologixohfs  Jalirbtu'h,  vol.  iv.(  1878;  also  Cunning¬ 
ham’s  paper  quoted  in  the  text.  . 

-  Jan tiuclu:  Zcitsvhrift,  1871  (.’)  Fiirbringer 's  papers  have  been  since  s  jp  irately  publislu  i. 

3  in  (|,is  connection  a  recent  paper  by  Uadovin,  Oegenbaur’s  .1/ >rph.  Ja.krb  i  ■/(.,  1882,  is 
well  worthy  of  perusal,  and  doubtless  Gegonbaur’s  forthcoming  work  on  Minna  Am  if  >'U  •' 
w  II  c  mlain  much  valuable  information  on  Ibis  and  cognate  subj  sets. 


SUMMARY  OF  DISSECTION  OF  LOWER  LIMB. 


ING  UIXO-  CR  TJR A L  REGION. 

1.  Make  an  incision  along  Poupart’s  ligament.  2.  One  from  the  inner 
end  of  this  to  about  half-way  down  the  inner  side  of  the  thigh.  3.  Reflect 
the  skin. 

2.  In  the  superficial  fascia  find  the  superficial  epigastric,  superficial 
external  pudic,  and  superficial  circumflex  iliac  vessels,  and  the  cutaneous 
branches  of  the  anterior  crural  in  the  mid-line,  the  ilio-inguinal  and 
genito-crural  on  the  inner  side,  and  the  external  cutaneous  on  the  outer, 
and  observe  the  cutaneous  veins  which  empty  into  the  long  saphenous. 
The  femoral  and  inguinal  lymphatic  glands  and  vessels  must  be  dissected 
out. 

3.  Reflect  this  layer  of  fascia,  preserving  the  saphena  vein,  and  note  its 
attachment  around  the  margin  of  the  saphenous  opening. 

4.  Make  out  the  attachments  and  reflections  of  (he  fascia  lata  as  far  as 
exposed  and  define  the  structures  piercing  the  cribriform  fascia,  then  reflect 
the  fascia  lata  by  corresponding  incisions. 

5.  Scarpa’s  triangle  will  now  be  exposed  ;  define  its  boundaries  and  con¬ 
tents,  which  are  Poupart’s  ligament  above,  adductor  longus  on  the  inner 
side,  sartorius  on  the  outer.  The  femoral  vessels  in  their  sheath  will  be 
in  the  middle  of  the  space  and  the  femoral  canal  on  the  inner  side  of  the 
sheath. 

6.  Open  the  femoral  sheath,  and  make  out  the  boundaries  of  the 
femoral  canal,  pass  the  finger  up  it  to  feel  Giinbernat’s  ligament  on  the 
inner  side,  and  define  the  fascia  transversalis  in  front  and  fascia  iliaca 
behind  it.  Study  the  branches,  anastomoses,  and  relations  of  the  femoral 
artery. 

7.  Trace  out  the  insertions  and  aponeurosis  of  the  psoas,  iliacus,  and 
pectineus',  and  observe  the  psoas  bursa  and  the  origin  of  the  rectus. 

8.  Dissect  out  the  branches  of  the  anterior  crural  and  make  out  the 
superficial  and  deep  branches  of  the  obturator  nerve  above  and  below  the 
adductor  brevis. 


FRONT  OF  THE  THIGH. 

1.  From  the  junction  of  the  outer  and  inner  incisions  of  the  previous 
dissection  make  a  cut  down  towards  the  middle  line  as  far  as  the  tubercle 
of  the  patella,  and  at  this  point  and  above,  make 'two  transverse  cuts  on 
either  side  and  reflect  the  skin. 

2.  In  the  superficial  fascia  trace  out  the  continuation  of  the  cutaneous 
nerves,  and  the  internal  saphenous  nerve  and  vein,  and  the  radicles  of  the 
latter. 
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•>.  Reflect  (lie  fascia  lata,  preserving  (lie  internal  saphenous  vein  and 
nerve,  and  make  out  its  attachments,  expansions,  and  muscular  sheaths. 

4.  Trace  out  the  insertions  of  the  sartorius,  rectus,  adductor  longus, 
vasti,  and  tensor  fasciae. 

5.  Follow  out  the  muscular  and  cutaneous  branches  of  the  anterior 
crural;  define  Hunter’s  canal,  and  observe  the  relations  of  the  femoral 
artery,  vein,  and  internal  saphena  nerve  within  it.  Trace  out  the  branches 
and  anastomoses  of  the  superficial  femoral  and  (he  branch  from  the 
obturator  nerve  to  the  knee,  also  the  mid-femoral  plexus  and  nerves. 

fi.  Dissect  out  the  course,  branches,  and  relations  of  the  profunda  artery 
and  its  venae  comites. 

7.  Reflect  the  adductor  brevis  and  note  the  deep  branch  of  (he  obtura¬ 
tor  nerve  and  the  muscles  it  supplies.  Trace  out  the  insertions  of  the 
peetineus,  psoas,  and  iliacus,  and  the  origins  of  the  mucus  and  vasti,  and 
insertions  of  the  adductor  magnus.  Reflect  the  erureus  by  a  transverse 
incision  about  four  inches  above  the  patella,  so  as  to  carefully  expose  the 
suberureus,  then  make  out  the  reflected  tendon  of  the  rectus.  Observe 
the  insertion  of  the  suberureus  into  the  synovial  membrane. 


GLUTEAL  REGION. 

1.  Make  an  incision  from  the  tip  of  the  coccyx  along  (he  sacral  spines 
and  iliac  crest  to  the  anterior  superior  spine,  and  one  from  the  coccyx 
along  the  gluteal  fold  to  the  great  trochanter.  Reflect  the  skin  outwards. 

2.  In  the  superficial  cellulo-fatty  layer,  find  branches  from  the  lumbar 
nerves  along  the  iliac  crest,  and  branches  from  the  sacral  plexus  and  from 
the  small  sciatic  at  the  inner  and  lower  parts. 

3.  Reflect  this  layer  by  similar  incisions,  and  expose  the  gluteus 
maximus  and  medius  invested  by  their  fasciae.  Note  the  aponeurosis  of 
the  gluteus  maximus,  and  that  of  the  medius  which  is  much  stronger. 
These  are  formed  by  the  deep  fascia,  the  attachments  of  which  have  been 
given  in  the  text.  Reflect  the  dee})  fascia. 

4.  Make  out  the  attachments  and  action  of  the  gluteus  maximus  and 
reflect  it,  being  careful  of  the  vessels  and  nerves  which  supply  it  and  of  the 
others  beneath  it. 

5.  Note  the  structures  covered  by  the  gluteus  maximus  and  dissect 
them  out,  namely,  the  sciatic  vessels  and  nerves,  the  internal  pudic  vessels 
and  nerve,  and  nerve  to  the  obturator  interims  and  pyriformis.  Observe 
also  the  grea(  sacro-sciatic  ligament  and  the  perinatal  branch  of  the 
small  sciatic  nerve,  also  the  origins  of  the  hamstring  muscles  from  the 
tuber  iscliii.  A  bursa  will  be  found  between  the  tuber  and  the  hamstrings, 
between  the  insertions  of  the  gluteus  maximus  and  the  great  trochanter, 
and  sometimes  another  between  it  and  the  origin  of  the  vastus  externus. 

(5.  Dissect  out  (lie  structures  leaving  the  pelvis  above  and  below  (he 
pyriformis,  and  define  the  attachments  of  the  gluteus  medius  and  minimus 
and  insertions  of  the  pyriformis. 

7.  The  insertion  of  the  obturator  interims  and  the  attachments  of  the 
gemelli  and  quadratus  femoris  should  be  made  out. 

8.  Define  the  tendon  of  the  obturator  externus,  and  observe  a  branch 
of  the  internal  circumflex  coming  up  towards  the  back  of  the  thigh. 


SUMMARY  OF  DISSECTION  OF  LOWER  LIMB. 
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9.  Trace  out  the  internal  pudie  artery  and  some  of  its  branches,  and 
define  the  lesser  sacro-sciatic  ligament. 

10.  Dissect  the  ligaments  of  the  hip  joint,  noting  its  motions  and  rela¬ 
tions,  and  observe  if  the  psoas  bursa  communicate  with  it ;  open  the  joint 
and  study  its  bony  and  cartilaginous  formation. 


BACK  OF  TIIE  TIIIGII. 

1.  Make  an  incision  along  the  middle  of  the  thigh  to  just  below  the 
popliteal  space,  and  transverse  ones  at  either  end  of  this  on  the  outer  and 
inner  sides,  and  reflect  the  skin. 

2.  In  the  superficial  fascia  notice  the  branches  of  the  cutaneous  nerves 
of  the  sciatics  and  posterior  of  crural,  trace  out  any  of  the  larger  veins 
adjoining  the  internal  saphenous,  and  follow  the  external  saphenous  vein 
through  the  deep  fascia. 

3.  Reflect  this  fascia  by  similar  incisions  so  as  to  expose  the  fascia  lata, 
of  which  observe  its  expansion  over  the  popliteal  space. 

4.  Reflect  the  deep  fascia,  noting  its  muscular  sheaths  and  outer  and 
inner  intermuscular  septa. 

5.  Trace  out  the  boundaries  and  contents  of  the  popliteal  space  and 
follow  the  hamstrings  to  their  insertions. 

6.  Trace  out  the  sciatic  nerves  and  their  branches,  and  the  division  of 
the  greater  into  the  internal  and  external  popliteal. 

7.  Follow  out  the  perforating  branches  of  the  profunda,  and  note  their 
distribution  and  anastomoses. 

8.  Define  the  insertion  of  the  adductor  magnus,  noting  the  way  in 
which  the  femoral  vessels  pierce  it,  and  make  clear  the  short  head  of  the 
biceps. 

TOVLITEAL  REGION. 

1.  Trace  out  the  branches  of  distribution  and  anastomoses  of  the 
popliteal  artery,  and  its  relation  to  the  popliteal  vein  and  nerves. 

2.  Note  the  external  saphenous  vein  and  other  veins  which  empty  into 
the  popliteal  vein. 

3.  Define  the  boundaries  of  the  space  which  are  above  the  joint ;  on  the 
inner  side,  semitendinosus,  semimembranosus,  adductor  magnus,  and 
gracilis  ;  above  the  joint  on  the  outer  side  the  biceps  ;  below  the  joint  on 
the  inner  side  the  inner  head  of  the  gastrocnemius  ;  on  the  outer  side 
below  the  joint  is  the  outer  head  of  the  gastrocnemius  and  plantaris. 

4.  Trace  out  the  muscular,  articular,  and  cutaneous  branches  of  the 
popliteal  nerves,  and  define  the  posterior  ligament  of  the  knee,  noting  the 
expansions  of  the  semimembranosus. 

5.  Dissect  out  the  anastomoses  of  the  articular  arteries. 


TIIE  FRONT  OF  THE  LEG. 

1.  Continue  the  median  incision  to  just  below  the  ankle  joint,  making 
transverse  cuts  above  and  below  on  either  side,  and  reflect  the  skin. 

2.  In  the  superficial  layer  observe  the  patellar  plexus  of  nerves,  the  pre¬ 
patellar  bursa,  and  the  branches  of  the  internal  saphenous  nerve  on  the 
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inner  side  accompanying  the  vein,  and  of  the  external  popliteal  on  the 
outer  side.  The  subcutaneous  bursa  over  the  insertion  of  the  ligamentuin 
patella?,  should  be  made  out.  The  insertions  of  the  inner  hamstrings  and 
the  inferior  articular  arteries  must  be  defined. 

3.  Reflect  this  layer  and  expose  the  deep  fascia,  and  note  its  attach¬ 
ments,  observing  the  musculo-cutaneous  nerve  piercing  it  at  the  lower  part, 
which  must  be  preserved.  The  two  portions  of  the  anterior  annular  liga¬ 
ment  must  be  defined  and  preserved. 

4.  Reflect  the  deep  fascia,  noting  its  processes  and  preserving  the  an¬ 
terior  annular  ligament.  Some  of  the  muscles  will  be  found  to  arise  from 
the  deep  surface  of  the  fascia  at  the  upper  part  of  the  leg. 

5.  Mai  <.e  out  the  origins  of  the  tibialis  anticus,  extensor  proprius  pollicis, 
extensor  communis  digitorum,  peroneus  tertius,  and  peroneus  longus  and 
brevis,  and  follow  out  the  musculo-cutaneous  nerve  to  its  origin. 

G.  Trace  out  the  anterior  tibial  artery  and  peroneal  vessels,  the  an¬ 
terior  tibial  nerve,  and  at  the  upper  part  the  recurrent  nerve  to  the 
knee  joint. 

7.  Note  the  attachment  of  the  interosseous  membrane,  and  its  relations 
to  the  tibia  and  fibula. 


DORSUM  OF  THE  FOOT. 

1.  Continue  the  median  incision  to  the  nail  of  the  little  toe,  and  make 
transverse  cuts  on  either  side  at  the  webs  of  the  toes,  and  reflect  the  skin. 

2.  In  the  very  thin  superficial  fascia  observe  the  veins  forming  an 
irregular  arch,  from  which  on  the  inner  side  the  internal  and  on  the  outer  the 
external  saphena  veins  arise.  Trace  the  branches  of  the  muscnlo-cuta- 
neous  and  internal  and  external  saphenous  nerves  to  their  respective  toes. 

3.  Observe  the  relations  of  the  tendons  passing  beneath  the  anterior 
annular  ligament,  and  note  their  synovial  sheaths.  The  tendons  of  the 
peronei,  the  ligament  binding  them  down,  and  their  synovial  sheaths, 
should  also  be  observed. 

4.  The  anterior  tibial  vessels  and  nerves  passing  beneath  the  annular 
ligament,  and  their  relative  positions  with  their  outer  and  inner  malleolar 
branches,  must  be  made  out,  and  the  dorsalis  pedis  and  its  branches  traced 
after  reflecting  the  deeper  fascia  which  also  invests  the  dorsal  interossei. 

5.  After  tracing  out  the  tarsal,  metatarsal,  interosseous,  and  digital 
arteries,  and  the  origins  and  insertions  of  the  extensor  brevis  digitorum, 
they  may  be  reflected  and  the  attachments  of  the  dorsal  interossei  made  out. 

G.  The  skin  should  be  reflected  from  the  other  toes,  and  the  mode  of 
insertion  of  the  tendons  of  the  extensors  and  their  processes  should  be 
clearly  defined.  This  may  be  facilitated  by  dividing  the  tendons  above  the 
annular  ligament  and  pulling  them  downwards. 

7.  Define  the  dorsal  ligaments  of  the  ankle,  foot,  and  phalanges. 


BACK  OF  THE  LEG. 

1.  Continue  the  median  incision  to  the  bottom  of  the  heel,  making 
transverse  ones  at  its  lower  extremity.  Reflect  the  skin  in  and  out. 

2,  In  the  subcutaneous  fascia  make  out  the  external  saphena  vein  and 
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nerve  in  the  mid-line,  and  their  branches,  also  the  posterior  cutaneous 
twigs  of  the  internal  saphena  nerve. 

3.  Reflect  the  aponeurosis  by  similar  incisions,  preserve  the  saphena 
vein  and  nerves,  which  must  be  dissected  out. 

4.  The  deep  fascia  is  then  exposed.  Notice  its  attachments  to  the 
tibia  and  fibula,  and  its  strengthening  process  at  the  inner  and  outer  side 
of  the  ankle,  also  its  continuation  with  the  popliteal  fascia  above.  Pre¬ 
serve  the  vessels  and  nerves  piercing  it. 

5.  Reflect  the  fascia  near  the  gastrocnemius,  and  the  tendon  of  the 
plantaris  will  be  exposed.  Follow  the  tendo-Achillis  to  its  insertion,  and 
note  the  bursa  between  it  and  the  os  calcis. 

6.  Reflect  the  gastrocnemius,  when  (he  soleus  will  be  exposed.  Note 
its  two  processes  of  origin,  and  its  insertion  into  the  tendo-Achillis.  Re¬ 
flect  the  soleus  to  expose  the  deep  fascia  separating  the  superficial  from 
the  deep  muscles. 

7.  Reflect  this  fascia,  dissect  out  the  posterior  tibial  artery  and  veins, 
posterior  tibial  nerve,  and  the  peroneal  artery  and  vein. 

8.  Define  the  origins  of  the  flexor  longus  hallucis,  tibialis  posticus, 
flexor  communis  digitorum,  and  peronei. 

9.  Either  pull  these  muscles  aside,  or  divide  their  tendons  to  expose  the 
interosseous  membrane  and  define  the  attachments  and  relations  of  the 
latter. 

10.  Trace  out  the  tendons  and  synovial  sheaths  of  the  tibialis  anticus, 
flexor  longus  digitorum,  and  flexor  longus  hallucis  behind  the  internal 
malleolus  and  beneath  the  internal  annular  ligament. 

o 

11.  Follow  out  the  structures,  passing  across  and  around  the  ankle 
joint,  and  define  their  relative  positions. 

12.  The  knee  joint  and  its  internal  and  external  articular  ligaments  and 
joint  surfaces  must  now  be  dissected,  also  the  tibial  and  fibular  ligaments. 


FLANTAR  REGION. 

1 .  Continue  the  median  incision  to  the  end  of  the  middle  toe. 

2.  Make  transverse  ones  on  the  outer  and  inner  side  along  the  webs  of 
the  toes 

3.  Notice  the  plantar  cutaneous  branches  of  the  posterior  tibial  and 
plantar  nerves,  the  cutaneous  branches  of  the  plantar  arteries,  and  the 
calcanean  branch  of  the  posterior  tibial. 

4.  Define  and  dissect  the  three  processes  and  digital  prolongations  of 
the  plantar  fascia.  Jle  careful  of  the  digital  vessels  and  nerves  near  the 
webs  of  the  toes,  also  of  the  cutaneous  branches  of  the  plantar  arteries  and 
nerves. 

5.  Open  each  process  of  the  plantar  fascia  and  observe  the  partitions 
from  the  outer  and  inner  side  of  its  median  portion  forming  the  three 
compartments  in  the  sole. 

6.  Dissect  out  the  attachments  of  the  superficial  muscles  and  study 
their  actions. 

7.  Reflect  the  superficial  muscles  to  expose  the  flexor  communis 
digitorum,  flexor  accessorius,  flexor  longus  hallucis,  and  lumbricales,  and 
follow  out  the  internal  and  external  plantar  vessels  and  nerves. 
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8.  Deflect  (his  layer  of  muscles  to  expose  the  adductor  pollicis,  trans- 
versus  pedis,  flexor  brevis  hallucis,  and  flexor  brevis  minimi  digiti,  and 
study  their  actions  and  relations. 

9.  Follow  out  the  branches  of  the  plantar  arch  and  the  muscular  and 
articular  twigs  of  the  nerves. 

10.  Deflect  these  muscles,  and  follow  out  the  sheaths  and  tendons  of  the 
peroneus  longus  and  tibialis  posticus.  Define  the  plantar  interossei,  noting 
thei  r  insertions. 

11.  Define  the  ligaments  of  the  sole,  and  dissect  out  the  articulations 
of  the  ankle,  tarsal  bones,  and  phalanges. 
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Os  Coxa,  or  Innominatum. — Beneath  the  anterior  superior  spine  there 
is  occasionally  a  small  rough  surface,  the  supra-cotyloid  tubercle,  and 
there  is  occasionally  a  curved  line  passing  from  the  anterior  inferior  spine 
to  the  middle  of  the  great  sciatic  notch  which  marks  off  the  lower  limit  of 
the  region  of  the  gluteus  minimus  ;  this  is  the  lined  arcuata  externa 
inferior.  Sometimes  a  linea  arcuata  extends  from  the  posterior  inferior 
spine  perpendicularly  upwards  to  the  external  lip  of  the  crest.  It  defines 
the  region  of  the  gluteus  maximus  from  that  of  the  medius.  An  ilio- 
pectineal  or  pubic  tubercle  is  often  present  at  the  anterior  end  of  the  pubic 
crest  behind  the  tuberculum  pubis.  Frequently  an  ilio-pectineal  spine  is 
found  behind  the  ilio-pectineal  tubercle,  and  the  psoas  minor  is  inserted 
into  it.  The  external  iliac  artery  and  vein  pass  between  this  muscle  and 
the  ilio-pectineal  tubercle.  At  the  junction  of  the  pubic  and  ischiatic 
rami  there  is  sometimes  a  roughish  line,  termed  the  pubo-ischiatic  ridge, 
or  eminence,  and  at  this  place  the  inner  borders  of  the  rami  are  sometimes 
raised,  forming  a  crista  penis  sen  clitoridis.  The  inner  and  outer  bound¬ 
aries  of  the  obturator  foramen  at  their  upper  and  inner  parts  sometimes 
have  slight  bony  ridges  or  projections,  termed  the  superior  or  internal,  and 
inferior  or  external,  obturator  tubercles,  respectively.  From  the  superior 
obturator  tubercle  a  line  runs  back  to  the  ischiatic  spine  on  the  inner  sur¬ 
face  of  the  ischium.  Rarely,  there  is  an  accessory  ischial  spine,  from 
which  an  external  ligament,  the  sxiperior  spino-sacral,^ asses  to  the  ordinary 
spino-sacral  ligament  and  forms  with  it  a  third  sciatic  notch ,  or  foramen. 
This  spine,  when  present,  is  situated  at  the  junction  of  the  ilium  and 
ischium. 

Pelvis. — Slight  want  of  symmetry  of  the  two  sides  is  common,  as 
lateral  asymmetry  is  characteristic  of  the  higher  groups  of  animals.  The 
left  half  is  somewhat  wider,  more  round,  and  its  curvature  is  smoother  and 
belongs  more  to  its  anterior  portion,  whilst  the  left  part  of  the  sacrum  is 
shorter.  These  differences  coincide  with  the  greater  development  of  the 
right  arm  and  the  corresponding  compensatory  lateral  curvature  of  the 
dorsal  vertebrae,  which  are  concave  to  the  right,  and  of  the  lumbar 
vertebrae,  which  are  concave  to  the  left.  There  is  frequently  a  pre- 
auricular  sidcus  which  runs  from  the  anterior  edge  of  the  sacro-iliac 
joint,  and  is  especially  frequent,  according  to  Zaaijer,  in  Javanese  women. 
The  anterior  sacro-iliac  ligament  is  attached  to  it.  The  pelvic  deformities 
due  to  rickets  and  mollities  ossium  being  pathological,  need  not  here  be 
noticed,  but  it  may  be  mentioned  that  in  about  15  per  cent,  of  the  whole 
the  conjugate  pelvic  diameter  is  short  enough  to  cause  difficulty  in  partu¬ 
rition. 

Femur. — The  length  and  obliquity  of  the  neck  varies  in  individuals 
and  at  different  ages.  In  powerful  muscular  subjects  there  is  commonly 
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a  superior  tubercle  of  the  femoral  neck  placed  at  the  upper  end  of  the 
anterior  intertrochanteric  line,  and  in  the  middle  of  this  line  an  inferior 
tubercle ,  which  latter,  according  to  Williams,  indicates  the  limit  between 
the  origins  of  the  vastus  internus  and  crureus.  The  limit  between  the 
anterior  and  posterior  surfaces  is  not  uncommonly  more  pronounced  than 
usual,  and  springs  from  just  below  and  anterior  to  the  trochanter  minor, 
and  is  continuous  above  with  the  anterior  intertrochanteric  line.  In  about 
half  the  cases  there  is  a  supra-condyloid  process  or  tubercle  at  the  pos¬ 
terior  part  of  the  internal  condyle,  and  the  inner  head  of  the  gastrocnemius 
arises  from  it.  This  process  has  been  found,  though  rarely,  of  two  centi¬ 
metres  in  length,  and  is  separated  from  the  internal  condyle  by  a  smooth 
depression  which  has  been  called  the  supra-condyloid  fossa.  Sometimes 
a  corresponding  tubercle  at  the  upper  end  of  the  external  condyle  is 
present,  and  the  plantaris  arises  from  it ;  and  above  this  latter  tubercle,  or 
about  the  situation  of  the  bifurcation  of  the  linea  aspera,  a  process  three 
centimetres  long  and  nine  millimetres  thick  has  been  observed.  This  has 
been  termed  the  third  trochanter ,  and  when  not  pathological  may  be  con¬ 
sidered  homologous  to  the  humeral  supra-condyloid  process.  In  the 
femur  of  an  elderly  woman  I  saw  a  bony  projection  about  the  size  of  a 
shilling,  and  raised  nearly  half  an  inch  from  the  bone  surface.  This  was 
situated  about  half  an  inch  below  the  great  trochanter,  about  the  middle  of 
the  outer  aspect  of  the  bone.  It  did  not  appear  to  be  pathological,  and  if 
it  could  be  shown  to  occur  in  a  certain  percentage  of  cases,  would  better 
deserve  the  term  third  trochanter  than  the  process  at  the  lower  end  just 
mentioned.  As  a  rule,  on  each  condyle  there  is  a  flat  impression  or  groove 
(pressure  facets)  which  begins  at  the  intercondyloid  fossa  and  passes 
laterally  out,  becoming  broader.  It  is  more  frequent  and  pronounced  on 
the  inner  condyle.  These  are  produced  by  the  pressure  of  the  anterior 
edges  of  the  semilunar  libro-cartilages  during  complete  extension.  The 
tibial  surfaces  of  these  condyles  are  separated  from  the  patellar  surface 
through  a  more  or  less  developed  ridge  which  crosses  anterior  to  the 
pressure  facets.  Mikulicz  states  that  frequently  a  groove,  uncovered  by 
cartilage,  runs  between  the  lateral  edges  of  (he  patellar  surface  and  the 
remaining  part  of  the  external  condyle,  which,  being  distinct  from  the 
lateral  pressure  facets,  he  thinks,  may  be  pathological ;  but  its  frequent 
occurrence  is,  in  my  opinion,  against  this  view. 

Tibia. — The  outer  edge  of  the  upper  articular  surface  of  the  external 
tuberosity,  as  well  as  the  inner  edge  of  the  internal,  are  often  separated 
from  the  rest  of  the  articular  surface  by  circular  lines.  The  parts  external 
to  this  line  correspond  to  the  fibro-cartilages,  and  the  parts  internal  to  the 
femoral  condyles.  Corresponding  differences  are  present  in  the  femoral 
condyles.  A  rough  surface  on  the  antero-lateral  part  of  the  external 
tuberosity  into  which  the  ilio-tibial  band  or  ligament  of  the  fascia  lata  is 
inserted  has  been  called  the  tuberculum  tibia.  At  the  inner  sides  of  the 
tubercle  and  at  the  lower  end  of  the  tibia  there  occur,  though  rarely,  the 
superior  and  inferior  trochlear  processes.  The  tendon  of  the  gracilis  or 
s  rnimembranosus  passes  beneath  the  upper  one,  and  the  tendons  of  the 
tibialis  posticus  and  flexor  hallucis  longus  beneath  the  lower  one.  In 
rickety  subjects  I  have  often  observed  the  superior  process,  especially  in 
cases  of  knock-knee,  and  it  seems  probable  that  it  may  be  produced  by 
overgrowth  at  the  epiphysial  line  through  irritation  produced  by  the 
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stretching  of  the  internal  lateral  ligament,  or  it  may  be  an  ordinary 
exostosis.  The  process  is  only  present  in  a  comparatively  small  propor¬ 
tion  of  rickety  knock-knees;  sometimes  only  on  one  side,  but  often  on 
both. 

Fibula. — On  the  lateral  surface  of  the  head  there  is  often  a  small 
tubercle  which  gives  origin  to  the  peroneus  longus,  and  about  the  middle 
of  its  posterior  surface  is  another  from  which  the  soleus  partly  arises. 
Sometimes  the  ridge  on  the  posterior  part  of  the  lower  end  is  unusually 
raised.  Its  anterior  surface  has  frequently  a  prominent  transverse  ridge 
called  the  tuberosity  of  the  fibula.  This  divides  it  into  an  upper,  smaller, 
lower,  and  much  larger  division.  The  facets  on  its  articular  surfaces  have 
been  described  in  giving  the  anatomy  of  the  knee  and  ankle  joints. 

Tarsal  Bones. — Astragalus.  The  anterior  facet  is  often  divided  into 
two  by  an  elevated  ridge,  but  in  50  per  cent,  of  the  cases  the  ridge  is  absent 
and  the  two  coalesce.  This  facet  may  be  entirely  absent  in  about  7  per 
cent.  ;  and  when  present,  as  is  usual,  there  may,  in  about  16  per  cent,  of 
the  cases,  be  an  additional  groove  which  has  been  termed  the  accessory 
interart  ic  ular  sulcus.  Its  lateral  tubercle  may  be  enlarged,  forming  a 
processus  trochlearis,  and  in  2  per  cent,  this  tubercle  is  separate, 
forming  an  eighth  tarsal  bone  or  secondary  astragalus.  Rarely,  a  similar 
process  is  found  on  the  inner  side  of  the  neck  bone. 

Os  calcis. — On  the  outer  surface,  under  tire  lateral  edge  of  the  postero¬ 
lateral  articular  surface,  there  is  found,  in  39  per  cent.,  an  oblique  ridge 
called  the  calcanean,  or  infra-malleolar  process.  Beneath  this  runs  the 
tendon  of  the  peroneus  longus.  The  articular  surfaces  correspond  to  those 
of  the  astragalus,  just  described,  and  may  coalesce  or  be  absent,  as  in  the 
former  bone.  The  interosseous  sulcus,  when  present  in  the  calcis,  has 
been  termed  the  accessory  interart  icular  sulcus  of  the  calcaneum.  It 
forms,  with  the  similarly  named  groove  of  the  astragalus,  a  canal  which 
runs  forwards  and  inwards  to  the  sinus  tarsi.  In  one  instance,  recorded 
by  Stieda,  a  small  secondary  calcaneus  was  present. 

Scaphoid. — Rarely,  at  the  posterior  end  of  the  dorsal  surface  of  this 
bone  there  exists  a  trochlear  process ,  beneath  which  the  tendon  of  the 
extensor  hallucis  passes.  The  scaphoid  tuberosity  has  in  about  10  per 
cent,  of  the  cases  at  its  posterior  part  a  process  of  the  navicular  tuberosity , 
and  very  seldom  does  this  become  isolated  to  articulate  as  an  accessory 
navicular  with  the  tuberosity.  The  passage  of  the  lower  into  the  lateral 
surface  of  this  bone  occurs  in  about  76  per  cent,  of  the  cases,  and  takes 
place  at  an  angle  termed  the  navicular  angle,  which  may  form  a  pro¬ 
jection  or  point  called  the  navicular  spine. 

Internal  Cuneiform. — This  is  in  rare  instances  doubled,  forming  a 
dorsal  and  plantar  cuneiform. 

Cuboid  Bone. — A  more  or  less  pronounced  prominence  on  the  inner 
angle  of  the  posterior  surface  sometimes  exists,  and  has  been  called  the 
styloid  process  of  the  cuboid.  It  may  be  doubled  according  to  Blandin. 

Supernumerary  and  Sesamoid  Bones. — Sometimes  these  are  found  on 
the  dorsal  surface  between  the  tarsal  and  metatarsal  bones.  The  most 
common  occurrence  is  to  find  an  ossiculum  intermetatarsium  in  the  joint 
capsule  between  the  internal  cuneiform  and  first  metatarsal,  on  their  ex¬ 
ternal  aspects.  It  is  often  cartilaginous.  There  are  usually  four  sesamoid 
bones,  which  are  contained  in  synovial  capsules  or  enclosed  in  bursm ;  the 
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two  largest  lie  on  each  side  of  the  plantar  surface  of  the  head  of  the  first 
metatarsal,  and  are  firmly  attached  to  the  transverse  plantar  ligament,  and 
through  this  and  accessory  bands  are  closely  united  with  the  first  phalanx 
of  the  great  toe.  The  fourth  sesamoid  is  found  near  the  outer  end  of  the 
cuboid  tuberosity  in  the  tendon  of  the  peroneus  longus,  and  frequently  a 
fifth  is  present  at  the  inner  end  of  the  head  of  the  astragalus,  and  a  sixth 
is  occasionally  found  on  the  inner  surface  of  the  internal  cuneiform.  But 
instead  of  the  sesamoid  bones  only  fibro-cartilage  may  be  present. 


G33 


DISSECTION  OF  THE  PERINEUM. 

The  owner  of  the  abdomen  must  begin  his  part  by  dissecting  this 
region,  which  is  usually  allotted  with  it.  The  perinseum  is  generally  dis¬ 
sected  on  the  first  day,  and  begun  early,  so  as  not  to  interfere  with  the 
progress  of  the  other  dissectors,  and  also  because  if  the  parts  be  not 
examined  soon  they  lose  their  distinctness.  Its  dissection  must  be  com¬ 
pleted  on  the  first  day  or  two. 

Directions. — Place  the  body  on  its  back,  introduce  a  metal  catheter 
into  the  bladder,  and  tie  it  in  with  a  loop  of  string,  which  should  pass  from 
the  penis  to  the  handle  of  the  staff  or  catheter.  Draw  the  buttocks  quite 
to  the  edge  of  the  table,  and  if  necessary,  raise  the  pelvis  by  a  small 
hollow  block  placed  beneath  the  buttocks  ;  bend  the  thighs  on  the  trunk 
and  the  legs  on  the  thighs,  and  abduct  the  latter  so  as  to  put  the 
perinoeum  on  the  stretch.  To  keep  the  parts  in  this  position,  put  the 
apparatus  shown  in  the  figure  between  the  thighs,  and  fasten  it  on.  By 


Fig.  459.— Diagram  of  incisions  for  dissecting  the  perineum. 

The  instrument  for  keeping  the  legs  apart  is  in  position. 


it  the  knees  can  be  approximated  or  separated  to  suit  the  convenience  of  the 
dissector. 

Should  this  simple,  convenient,  and  useful  apparatus  not  be  in  the 
dissecting  room,  the  limbs  may  be  secured  in  the  necessary  position  thus. 
After  having  bent  the  limbs  as  directed,  pass  a  stout  long  cord  twice  round 
one  knee,  then  under  the  table  and  around  the  other,  and  before  fastening 
it  off  to  the  opposite  knee,  place  a  light  block  of  wood  between  them. 
Another  method  of  fixing  the  limbs  in  the  required  position  is  by  having 
upright  spokes  fitted  to  the  sides  of  the  dissecting  table,  to  or  over  and 
round  which  the  knees  are  fastened  by  a  rope.  These  methods  are 
superior  to  that  of  tying  the  hands  and  feet  together  as  is  usually  done — 
after  the  manner  adopted  before  the  operation  of  lithotomy — because  they 


634 


HUMAN  MORPHOLOGY. 


do  not  interfere  with  the  dissection  of  tine  arms  and  head  and  neck,  there¬ 
fore  the  possessors  of  these  can  go  on  with  their  parts.  After  carrying 
out  the  instructions  in  the  following  paragraphs,  the  student  should  pass 
a  stitch  through  the  lower  part  of  the  scrotum  and  fasten  it  to  the  skin 
of  the  abdomen,  lint  if  the  subject  have  been  preserved  in  salt  this  may 
not  be  necessary,  as  the  scrotum  will  have  shrunk. 

Practical  Surgery. — In  introducing  the  staff,  sound,  or  catheter  the 
student  most  likely  met  with  some  difficulty,  so  a  few  words  explanatory 
of  the  usual  difficulties,  and  some  directions  to  avoid  them,  will  be  of 
service  to  him,  and  he  must  always  bear  them  in  mind  when  attempting  to 
introduce  an  instrument  on  the  living. 

IIow  to  qoass  a  Catheter. — Get  a  medium-sized  catheter  or  bougie,  rub 
it  with  a  clean  towel  or  handkerchief  to  clean  and  warm  it,  oil  it  well,  and 
stand  at  the  left  side  of  the  subject,  with  the  instrument  in  the  right 
hand  and  the  penis  in  the  left  (the  student  should  practise  all  operations 
with  both  hands,  so  as  to  acquire  ambidexterity).  Now  introduce  the  end 
of  the  instrument  into  the  external  meatus,  and  draw  the  penis  over  the 
catheter,  which  is  to  be  gently  pushed  on  with  its  end  touching  the  upper 
aspect  of  the  urethra,  and  kept  steadily  in  the  middle  line.  If  a  slight 
hitch  be  felt  when  the  instrument  has  travelled  about  four  and  a  half 
inches  in  the  adult,  withdraw  it  slightly  and  try  again.  This  hitch 
generally  occurs  at  the  triangular  ligament,  so  called.  When  it  has  been 
passed  about  four  to  five  inches,  depress  the  handle  between  the  thighs,  at 
the  same  time  gently  urging  it  on  into  the  bladder.  The  left  index  finger, 
introduced  into  the  rectum,  will  tell  the  student  if  the  instrument  be  in 
the  middle  line,  and  will  be  useful  in  guiding  it  into  the  right  direction. 
These  directions  apply  to  passing  the  instrument  in  the  supine  as  well  as 
in  the  erect  position  of  the  body,  except  that  in  the  latter  the  handle  need 
not  be  so  much  depressed.  Should  there  be.  a  small  quantity  of  urine  in 
the  bladder,  as  is  usually  the  case  post  mortem,  it  will  run  out  of  the  in¬ 
strument,  should  the  latter  be  pervious.  If  the  urine  be  prevented  from 
escaping,  the  catheter  can  be  rotated  in  the  bladder,  but  if  the  bladder  be 
contracted,  the  end  of  the  instrument  will  rub  against  its  muscular  walls, 
and  impart  a  feeling  of  soft  roughness  to  the  hand.  If  the  coats  of  the 
bladder  are  encrusted  with  phosphates,  a  grating  sound  will  lie  elicited, 
and  if  one  or  more  stones  be  in  the  viscus,  a  distinct  ringing,  clicking,  or 
roughened  sound  will  be  given  out  by  bringing  the  instrument  quickly 
into  contact  with  them.  These  manoeuvres  are  adopted  in 

Sounding  for  stone  in  the  bladder. — To  the  inexperienced,  there  are 
certain  sources  of  fallacy  in  sounding  for  stone,  due  to  the  bony  surround¬ 
ings  of  the  bladder,  met  with  especially  in  children.  The  student  may 
become  familiar  with  these  by  adopting  the  following  manoeuvres.  The 
sound  being  well  in  the  bladder  and  the  handle  depressed  between  the 
thighs,  draw  the  sound  forward  and  it  will  come  in  contact  with  the  back 
of  the  symphysis  pubis  ;  then  push  the  sound  straight  backwards  and  the 
anterior  aspect  of  the  sacrum  with  its  promontory  will  be  struck.  At  the 
sides  of  the  bladder,  the  spines  of  the  isch  ia  may  be  felt.  The  feel  and 
sound  of  these  bony  parts,  touched  with  the  bladder  coats  between  them 
and  the  sound,  are  of  a  dead  character,  and  very  different  to  those  of  a 
calculus.  It  is  more  difficult  to  introduce  an  instrument  in  the  cadaver 
than  in  the  living  subject,  because  the  urethra  in  the  former  is  relaxed, 
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and  is  deficient  in  the  normal  mucous  secretion  of  the  part,  and  also 
because  of  the  rigor  mortis  affecting  the  muscular  fibres  surrounding  the 
urethra.  If  some  time,  varying  generally  speaking  from  two  to  five  days, 
have  elapsed  since  the  time  of  death,  this  condition  will  have  passed  oil. 
Should  one  or  more  strictures  of  the  urethra  be  present,  it  will  be  very 
difficult  and  perhaps  impossible  to  get  the  instrument  in.  Enlarged  pro¬ 
state  also  increases  the  difficulty  of  passing  an  instrument  with  the 
ordinary  curve,  and  a  prostatic  catheter,  which  has  a  much  larger  curve, 
has  to  be  used.  As  many  dissecting-room  subjects  are  old  men,  this  con¬ 
dition  may  be  present  in  the  body  being  dissected.  In  the  female  the 
urethra  is  only  about  three-quarters  of  an  inch  long,  a  female  catheter  can 
easily  be  passed,  and  if  necessary  the  urethra  dilated  and  the  bladder  ex¬ 
plored  by  inserting  the  little  finger  guided  on  a  probe  which  is  previously 
introduced.  Subsequently  an  instrument  called  the  cysto-uret  hroscope, 
which  I  have  devised,  can  be  introduced,  and  the  urethra  and  bladder 
explored.  The  index  finger  introduced  into  the  bladder  may  afford  valuable 
information  in  the  diagnosis  of  tumours  of  the  womb,  ovaries,  &c. 

Directions. — Inject  with  a  syringe  a  pint  and  a  half  of  water  through 
the  catheter  into  the  bladder,  and  put  a  plug  into  the  outer  end  of  the 
instrument. 

How  to  examine  the  rectum. — Put  some  soap,  lard,  or  tallow  under  and 
around  the  nail  to  prevent  its  retaining  any  faeces,  oil  the  finger,  and  pass 
it  into  the  rectum.  The  catheter  will  be  felt  in  the  middle  line.  About 
an  inch  up,  the  circular  internal  sphincter  muscle  may  be  felt,  and  in  the 
living  subject  it  forms  a  tight  ring.  On  the  anterior  wall ,  about  three 
inches  up,  is  a  transverse  fold  of  mucous  membrane  which  is  constant,  and 
forms  the  first  impediment  to  the  passage  of  a  bougie  or  enema  tube. 
This  fold  corresponds  to  the  upper  border  of  the  prostate  and  lower  end  of 
the  trigone  vesicate.  It  is  here  that  the  bladder  is  tapped  per  rectum  in 
cases  of  retention  of  urine  from  any  cause.  While  the  finger  is  on  this 
spot,  with  the  other  hand  press  the  lower  part  of  the  abdomen,  and  recog¬ 
nise  the  condition  and  feel  of  the  moderately  distended  bladder.  When  it 
is  much  distended  it  imparts  a  tense  semi-elastic  feel.  The  base  or  upper 
border  of  the  prosta  te  gland,  which  is  three-quarters  of  an  inch  broad,  cor¬ 
responds  to  the  transverse  fold  just  mentioned,  and  an  inch  and  a  quarter 
nearer  the  anus  is  its  apex.  In  front  of  this  is  the  membranous  portion  of 
the  urethra,  which  is  about  three-quarters  of  an  inch  long,  and  just  in  front 
of  this  the  bulb  of  the  corpus  spongiosum  may  perhaps  be  felt.  In 
children  the  prostate  gland  is  small,  and  the  membranous  urethra  relatively 
long.  Its  walls  are  very  thin,  and  it  is  more  curved  because  the  bladder  is 
in  them  more  in  the  abdomen  than  in  the  pelvis.  Now  pass  the  finger 
again  upwards  and  make  out  the  apex,  lateral  lobes,  and  base  of  the  pro¬ 
state,  just  above  the  latter  is  the  apex  of  the  trigone  vesicale,  immedi¬ 
ately  behind  which  the  trocar  is  introduced  in  tapping  the  bladder  per 
rectum.  The  recto-vesical  fold  of  the  peritoneum  is  usually  four  inches 
from  the  anus,  and  cannot  be  reached  unless  the  finger  be  long.  This  fold 
is  said  to  descend  lower  in  children  and  negroes.  Through  the  posterior 
wall  the  lower  part  of  the  anterior  surface  of  the  sacrum  and  the  whole  of 
the  coccyx  may  be  felt,  and  laterally  the  soft  structures  of  the  ischio¬ 
rectal  fusew  may  be  recognised.  It  must  be  borne  in  mind  that  the  walls 
of  the  rectum  are,  in  a  state  of  rest,  in  contact  like  those  of  other  mucous 
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canals  which  do.  not  run  through  bony  or  cartilaginous  cavities.  In  the 
female  the  vagina  and  uterus  separate  the  urethra  and  bladder  from  the 
rectum,  but  the  cervix  and  posterior  aspect  of  the  body  of  the  uterus  can 
be  felt  through  the  anterior  rectal  wall.  By  passing  the  index  finger 
into  the  rectum  and  putting  the  thumb  on  the  skin  over  the  coccyx,  any 
fracture,  displacement,  or  growth  connected  with  this  bone  may  be  made 
out.  The  student  should  percuss  in  the  middle  line  above  the  pubes,  so 
as  to  become  familiar  with  the  dull  sound  of  a  distended  bladder,  and  he 
may  then  allow  the  water  to  run  out  of  the  catheter  by  depressing  it  and 
removing  the  plug.  An  ordinary  rectal  speculum  may  now  be  introduced 
but  a  much  better  view  can  be  obtained  by  using  the  expanding  one  that  I 
have  had  constructed.  Whichever  be  used,  it  should  be  warmed  and  oiled, 
and  the  narrow  end  placed  within  the  anus  ;  then  push  it  gently  but  firmly 
first  upward  and  forward,  then  upward  and  backward,  following  the  curve  of 
the  sacrum.  If  good  daylight  be  not  available,  the  light  from  a  candle  will 
suffice  to  note  the  condition  of  the  mucous  membrane,  which  is  much 
paler  than  in  the  living.  Notice  its  longitudinal  folds,  and  if  there  be 
internal  piles  (a  common  condition)  the  student  will  see  bluish  or  purplish 
prominences.  The  instrument  should  be  rotated  so  that  the  fenestrum 
or  slit  may  alternately  expose  all  parts  of  the  mucous  membrane. 

A  rectum  bougie  or  ordinary  tallow  candle,  bent  to  the  curve  of  the 
sacrum,  should  now  be  carefully  passed  eight  or  ten  inches.  It  may  be 
obstructed  at  either  of  the  three  transverse  folds  of  mucous  membrane,  the 
first  of  which  has  already  been  mentioned.  The  second  is  on  the  left  side, 
about  five  and  a  half  inches  from  the  anus,  and  the  last  on  the  right,  eight 
inches  up,  viz.  at  the  upper  limit  of  the  rectum.  The  first  fold  is  constant, 
one  or  both  of  the  others  may  be  absent. 

A  small  hand,  not  more  than  nine  inches  in  circumference,  may  be 
passed  into  the  rectum  and  sigmoid  flexures,  and  valuable  information 
regarding  abdominal  and  pelvic  tumours  may  thus  be  obtained,  but  this 
must  be  done  very  carefully  for  fear  of  tearing  the  bowel  or  its  peritoneal 
covering. 

Surface  and  deep  guides  and  limits. — The  perinceum  is  the  name 
given  to  the  soft  parts  which  close,  like  a  diaphragm,  the  outlet  of  the 
pelvis.  This  partition  is  pierced  by  the  genito-urinary  organs  and  rectum, 
and,  in  the  erect  position,  forms  a  groove  between  the  buttocks.  In  the 
male  this  region  extends,  on  the  surface,  from  the  back  of  the  scrotum  in 
front  to  the  apex  of  the  coccyx  behind,  and  is  bounded  laterally  by  the 
thighs  and  posteriorly  by  the  buttocks.  Its  shape  is  rather  that  of  an  in¬ 
verted  ace  of  hearts,  than  lozenge-shaped,  and  the  anterior  portion,  which 
inclines  down  and  back,  meets  the  posterior,  which  slopes  up  and  back, 
at  an  imaginary  line  joining  the  fronts  of  the  tubera  ischii.  The  pro¬ 
jection  of  the  anterior  space  is  due  to  the  prominence  of  the  urethral  bulb 
and  corpus  spongiosum.  In  a  dried  pelvis,  prepared  with  only  the  bones 
and  ligaments,  the  shape  is  somewhat  like  a  lozenge  or  ace  of  diamonds. 

The  skin  is  brownish  and  covered  with  hairs,  which  surround  the  anus, 
and  in  the  adult  male  usually  extend  to  the  coccyx,  but  not  in  the  female. 
In  the  middle  line,  over  the  urethra,  where  the  surface  is  more  convex  and 
slopes,  slightly  hollowed,  to  the  sides,  is  a  darkish  line  or  raphe,  which 
extends  from  the  front  of  the  anus,  along  the  middle  of  the  scrotum  and 
under  the  surface  of  the  penis  to  the  fnvuum  preputi  i.  A  median  line,  ridge, 
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or  raphe  is  found  on  the  anterior  and  posterior  surfaces  of  the  body,  and 
represents  the  junction  of  the  two  lateral  portions  of  the  embryo.  This 
central  raphe  divides  this  area  longitudinally,  and  is,  as  Mr.  Holden  says, 
‘  the  line  of  safety’  in  making  incisions  to  let  out  matter  or  effused  urine, 
or  to  divide  a  stricture  of  the  urethra  from  without. 

Directions. — The  student  should  handle  the  testes  and  spermatic  cords , 
so  as  to  become  familiar  with  their  feel.  These  parts  are  less  firm  than  in 
the  living.  He  should  also  pass  his  little  finger  along  the  cords  into 
the  inguinal  canals,  and  should  observe  the  wrinkled  condition  of  the 
scrotum  due  to  the  muscular  fibres  of  the  dartos. 

In  the  posterior  portion  of  this  space,  observe  the  aperture  of  the 
rectum  called  the  anus,  in  the  middle  line,  and  note  the  wrinkled  condition 
at  its  margin,  due  in  the  living,  to  the  contraction  of  the  external  sphincter 
and  corrugator  cutis  muscles.  These  radiating  folds  are  generally  obliter¬ 
ated  on  the  subject  which  is  being  dissected  by  the  position  of  the  body 
and  the  distension  of  the  rectum.  Observe,  with  a  hand  magnifier,  the 
openings  of  the  sebaceous  follicles  and  sudoriparous  glands  around  the 


Fig,  460.— Outlet  or  pelvis  showing  divisions  or  the  pekin.eal  region. 

anal  margin.  These  sometimes  inflame  and  suppurate,  and  may  be  mis¬ 
taken  by  the  inexperienced  for  the  openings  of  rectal  fistula?.  A  few 
dilated  veins  may  perhaps  be  seen  at  the  rectal  aperture  forming  external 
piles.  If  the  finger  be  firmly  pressed  on  each  side  of  the  rectum  it  will 
sink  into  the  ischio-rectal  fossae. 

The  Perinseal  region  1  is  artificially  divided  into  two  so-called  triangles, 
by  an  imaginary  line  passing  from  the  front  of  one  tuber  ischii  to"  the 
other.  The  anterior  one  is  the  genito-urinary  spxice,  or  urethral  triangle 
of  some  authors;  the  posterior  is  the  anal  triangle,  or  more  properly  the 
ano-rectal  space,  as  it  contains  the  lower  part  of  the  rectum,  its  vessels 
and  nerves,  and  the  muscles  which  act  on  the  anus.  These  names  suffi¬ 
ciently  indicate  the  contents  of  the  respective  spaces,  and  the  student  will 
note  that  here  are  situated  the  two  great  excretory  outlets  of  the  body;  in 
the  anterior  is  the  urinary  passage,  the  urethra  ;  in  the  posterior  is  the 

1  Certain  well-defined  parts  of  the  body  are  termed  regions,  but  the  student  must  bear 
m  mind  that  as  the  various  structures  of  the  body  are  more  or  less  continuous,  the  name  is 
to  a  large  extent  an  arbitrary  one. 
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canal  for  t he  fences,  the  rectum.  Tn  the  female  there  is  a  third  passage 
between  these  ;  it  is  the  uterine  inlet  and  outlet,  and  is  called  the  vagina. 

Practical  Surgery. — Pass  the  oiled  finger  into  the  vagina,  and  feel  the 
os  and  cervix  uteri.  The  urethra  and  part  of  the  lower  portion  of  the 
bladder  may  be  felt  through  the  anterior  wall,  and  the  rectum  through  the 
posterior.  The  student  should  introduce  the  uterine  speculum,  following 
1  he  curve  of  the  sacrum,  and  get  a  good  view  of  the  os  uteri ;  he  should  also 
introduce  the  uterine  sound. 

Boundaries. — The  dissector  should  have  by  him  a  pelvis  with  the 
ligaments  preserved,  so  as  to  compare  the  deep  boundaries  where  covered 
by  the  soft  parts,  with  the  same  structures  in  the  prepared  or  dry  state. 
This  should  be  placed  in  (lie  same  position  as  that  of  the  subject,  and  it 
will  be  seen  that  this  region  corresponds  with  the  outlet  of  the  pelvis, 
which  is  larger  in  the  female,  but  individual  differences  in  the  size  of  the 
aperture  between  the  tubera  ischii  and  the  rami  of  the  pubes  will  be  found 
in  both  sexes  ;  and  diseases  like  rickets  and  mollities  ossium  may  consider¬ 
ably  contract  the  pelvic  outlet,  so  as  to  render  the  extraction  of  a  foetus 
or  of  a  large  calculus  a  matter  of  great  risk  and  difficulty. 

In  front,  the  perinaeum  (this  is  the  collective  term  for  the  whole 
space,  but  in  strictness  the  perinceum  proper  only  extends  from  the  anus 
to  the  back  of  the  scrotum  in  the  male,  and  in  the  female  between  the 
anus  and  the  'posterior  fourchette  of  the  vulva)  is  bounded  by  the  sym¬ 
physis  pubis  and  subpubic  ligament;  laterally,  by  the  descending  rami  of 
pubes,  covered  by  the  crus  and  erector  penis,  and  by  the  tubera  ischii. 
These  are  the  boundaries  of  the  anterior  triangle,  which  is  nearly  equi¬ 
lateral,  and  its  sides  are  from  three  to  three  and  a  half  inches  long. 

The  posterior  portion  is  smaller,  and  is  bounded  behind  by  the  coccyx 
and  at  the  sides  by  the  inferior  borders  of  the  great  gluteal  muscles  and 
the  great  sacro-ischiatic  ligaments,  which  are  under  cover  and  a  little 
external  to  the  gluteal  margins.  The  floor  is  formed  by  the  recto-vesical 
portion  of  the  pelvic  fascia,  which  cannot  yet  be  made  out  as  it  is  at  the 
pelvic  outlet,  but  the  student  should  feel  the  other  structures  enume¬ 
rated. 

The  perinceum  measures  about  four  and  a  half  inches  from  before 
back,  and  three  inches  between  the  ischial  tuberosities,  and  is  about  an 
inch  deep  near  the  pubes  and  about  three  inches  at  either  side  of  the 
anus,  but  these  measurements  are  subject  to  individual  variations,  and  are 
of  course  much  less  in  children. 

Directions. — Before  reflecting  the  skin,  chalk  out  on  the  surface  the 
position  and  course  of  the  vessels  and  nerves,  and  the  situations  of  the 
penile  bulb  and  triangular  ligament,  following  the  figures  of  the  structures 
given  later  on.  The  following  parts,  which  can  be  made  out  in  a  moderately 
thin  subject,  should  also  be  felt. 

Midway  between  the  centre  of  the  anus  and  the  back  of  the  scrotum, 
or  about  two  inches  in  front  of  the  anus,  is  placed  the  so-called  central 
tendon  of  the  perinaeura,  where  the  perinaeal  muscles  meet. 

A  little  above  this  is  always  placed  the  penile  bulb,  and  the  artery  to 
it;  therefore  the  incision  in  lateral  lithotomy  should  never  be  begun 
above  it. 

In  fat  people  the  bulb  cannot  be  made  out  from  the  surface,  u  hen 
holding  the  staff  during  the  operation  of  perinaeal  lithotomy,  the  penis 
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should  be  pulled  well  up  on  (he  instrument,  so  as  to  drag  the  bulb  up 
and  out  of  the  way. 

Passing  back  and  up  from  this  point  is  the  membranous  paid  of  the 
urethra,  just  in  front  of  the  prostate,  and  ]£  inch  further  on  is  the 
neck  of  the  bladder,  which  is  generally  between  three  and  four  inches  from 
the  surface. 

The  lower  or  posterior  border  of  the  deep  perinseal  fascia  or  triangular 
ligament  can  be  felt  just  behind  the  bulb.  Py  drawing  the  anal  margins 
apart,  a  whitish  line,  marking  the  junction  of  skin  and  mucous  mem¬ 
brane,  and  corresponding  to  the  separation  of  (  lie  external  sphincter  from 
the  lower  border  of  the  internal  sphincter,  can  be  seen. 


THE  ISCIIIO-  OR  ANO-RECTAL  SPACE. 

Dissection. — The  incisions  for  the  dissection  of  the  perinaeum  may 
vary.  The  usual  mode  is  the  following,  but  the  figure  represents  another 
plan  which  is  described  below.  Make  three  transverse  incisions  through 
the  skin,  one  just  in  front  of  the  anus,  joining  the  ischial  tuberosities,  one 
above  it,  at  the  root  of  the  scrotum,  and  the  third  just  behind  the  tip  of 
the  coccyx.  These  should  extend  the  same  distance  laterally.  The  in¬ 
cision  at  the  root  of  the  scrotum  need  not  be  made  till  this  region  is 
finished.  These  transverse  incisions  are  to  be  joined  by  a  vertical  one, 
extending  from  the  root  of  the  scrotum  to  beyond  the  coccyx,  and  skirting 
the  anal  margins. 

o 


Fig.  4f,i  —  Diagram  of  incisions  for  dissecting  the  perineum. 


Tlie  instrument  for  keeping  the  legs  apart  is  in  position. 


Another  method  is  to  make  the  incisions  correspond  to  the  perinceal 
boundaries,  viz.  just  outside  the  rami  of  pubes  and  ischium,  and  beyond 
the  margins  of  the  great  glutei.  The  angles  should  be  rounded  and  the 
scrotal  portion  truncated.  If  the  former  plan  be  adopted,  the  skin  is  to 
be  reflected  from  the  middle  line  outwards,  but  in  the  second  case  from 
without  inwards  or  from  above  downwards,  and  then  removed. 

In  the  second  method,  the  two  divisions  of  the  perinamm  may  be  dis¬ 
sected  separately — as  in  the  former — by  making  a  transverse  incision  in 
front  of  the  anus  to  meet  the  lateral  ones. 
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The  skin  around  the  anus  must  be  carefully  removed  to  avoid  injuring 
the  corrugator  and  external  sphincter,  which  are  immediately  beneath  it. 
In  doing  this  it  will  be  observed  that  the  skin  is  very  thin  and  merges 
gradually  into  the  mucous  membrane  of  the  rectum.  This  portion  of  the 
skin  is  well  supplied  with  minute  sebaceous  glands,  called  the  anal 
glands. 

rhe  subcutaneous  tissue  or  fascia  of  this  region  is  continuous  with 
that  of  the  buttocks,  thighs,  and  scrotum,  and  contains  fat,  except  over 
the  corrugator  and  external  sphincter.  The  quantity  of  this  fat  varies  in 
individuals,  and  if  in  abundance,  it  increases  the  depth  of  the  perinaeum, 
and  of  course  that  of  the  incision  in  lithotomy.  It  also,  as  Professor 
Quekett  pointed  out,  contains  anal  glands  and  some  involuntary  muscular 
fibres.  Some  cutaneous  vessels  and  some  filaments  of  nerves  from  the 
internal  pudic  and  small  sciatic  perforate  this  layer  and  supply  it  and  the 
skin.  The  fat  in  the  deeper  layers  is  continuous  with  that  in  the  ischio- 
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Fig.  1G2. — Diagram  or  vertical  transverse  section  through  the  pelvis 

PASSING  ACROSS  THE  BLADDER  AND  PROSTATE. 


rectal  fossae,  as  will  be  seen  in  cleaning  these  spaces,  which  should  now  be 
done. 

The  Cutaneous  Vessels  and  Nerves  of  both  spaces  come  from  branches 
of  the  internal  pudic  artery  and  nerve,  and  from  the  inferior  or  long 
pudendal  nerve. 

Directions. — To  define  the  boundaries  of  the  ischio-rectal  fossa,  the 
dissector  should  begin  at  the  outer  margin  of  the  external  sphincter,  and 
proceed  outwards.  On  one  side  lie  should  seek  the  vessels  and  nerves, 
but  on  the  other  lie  must  disregard  them,  so  as  completely  to  expose  the 
muscles  which  limit  it.  As  he  removes  the  coarse  granular  fat,  he  will 
note  that  it  is  enclosed  between  layers  of  fascia,  and  that  it  thoroughly 
fills  the  spaces  on  each  side  of  the  lower  part  of  the  rectum.  Its  use  is 
to  support  and  protect  the  rectum  and  its  vessels  and  nerves,  which  other¬ 
wise  would  hang  free,  also  to  allow  of  its  distension  without  injury.  The 
elasticity  of  the  tissue  in  which  (lie  fat  is  contained  permits  of  its  return¬ 
ing  to  its  original  condition  after  the  rectum  has  been  distended,  and  thus 
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assists  that  organ  in  its  contraction.  Were  it  not  for  this  accumulation  of 
fat  there  would  exist  two  deep  hollows  on  either  side  of  the  rectum  which 
would  almost  hang  free,  i.e.,  would  only  be  connected  to  the  parietes  by 
its  vessels  and  nerves.  In  old  and  thin  people,  or  after  wasting  diseases, 
there  is  frequently  a  hollowness  on  either  side  of  the  rectum  owing  to  Ihe 
absorption  of  the  fat  from  this  part  as  well  as  in  other  portions  of  the 
body.  A  mass  of  fat  enclosed  in  strong  fibrous  partitions  will  also  be 
found  over  the  ischial  tuberosities.  The  fibrous  septa  are  adherent  to  the 
skin,  and  frequently  a  large  uni-  or  multilocular  bursa  will  be  found  be¬ 
tween  these  fat  masses  and  the  skin.  I  have  rarely  found  these  bursae 
in  children;  they  are  developed  later,  and  are  the  result  of  pressure  or  fric¬ 
tion,  and  act  as  pads  to  prevent  the  skin  being  injured  by  the  body  weight 
in  sitting,  riding,  &c.  They  sometimes  enlarge  or  inflame  in  people  who 
ride  much,  and  have  consequently  received  the  name  of  4  rider’s  bursae.’ 


Fig.  463. — Vertical  transverse  section  through  the  pelvis,  bladder, 

AND  RECTUM. 

The  object  of  the  fibrous  septa  being  adherent  to  the  skin  is — as  in  the 
case  of  the  skin  under  the  os  calcis — not  only  to  keep  the  fat  in  its  place 
at  the  point  of  pressure,  but  to  prevent  too  much  sliding  of  the  skin  in 
sitting,  riding,  &c.,  so  that  the  skin  which  has  become  accustomed  to 
pressure  and  friction  shall  be  confined  to  its  place.  The  loose  fatty  tissue 
of  the  fossae  is  frequently  the  seat  of  inflammation  and  abscess,  which 
may  burst  either  externally  or  into  the  rectum,  or  in  both  directions, 
forming  the  various  kinds  of  fistulce.  In  two  cases  under  my  care,  both 
males,  there  was  extensive  emphysema  following  these  abscesses.  (Mr. 
Bryant,  in  his  4  Surgery,  mentions  a  similar  case,  and  Mr.  Pusey  of  Liver¬ 
pool  has  recently  published  in  the  4  Lancet’  a  very  interesting  case  of  this 
kind,  which  however  recovered.)  This  emphysema  is  fortunately  of  very 
rare  occurrence,  and  one  which  can  only  be  explained  by  the  air  having 
penetrated  to  the  superficial  layer  of  fatty  tissue,  which  is  continuous 
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with  that  of  the  vest  of  the  body,  or,  by  the  abscess  having  perforated 
the  fasciae  in  the  anterior  perinseal  region,  allowing  the  air  to  ascend  along 
the  scrotum  to  the  abdomen,  chest,  &c. 

The  source  of  the  air  in  such  cases  is  either  the  escape  of  gas  from 
the  rectum  passing  into  the  abscess,  or  it  arises  from  decomposition 
owing  to  rapid  gangrenous  inflammation  of  the  cellular  tissue  of  the 
fossa ;  which,  like  most  fatty  tissue,  is  very  slightly  vascular,  and  is  thus 
liable  to  rapid  destruction.  The  suppuration  may  extend  to  the  opposite 
fossa,  but  this  is  unusual  in  consequence  of  the  separation  which  exists  in 
the  median  line  or  raphe  between  them.  Disease  of  the  lumbar,  sacral, 
or  coccygeal  portions  of  the  spine,  or  of  the  hip  or  os  innominatum,  may 
give  rise  to  abscesses  which  may  burst  around  the  anus.  These  openings 
must  not  be  mistaken  for  ordinary  rectal  fistula. 

Ischio-rectal  fossa. — The  fat  having  been  cleared  away  on  one  side, 
the  following  observations  may  be  made.  The  fossa  is  a  conical  space, 
wider  at  the  surface  and  behind  than  above  and  in  front.  It  is  about  two 


1.  Rectum. 

2.  Peritoneum. 

3.  Levator  ani. 

4.  Obturator  ext. 

5.  Internal  puilic  artery, 

drawn  too  high  up. 

6.  Sldu. 

7.  Fatty  tissue. 


Fig.  464. — Diagram  of  a  transverse  vertical-section  through  the  pelvis, 
RECTUM,  AND  ISCHIO-RECTAL  FOSSdE. 

Between  the  lev.  ani,  rectum,  and  the  peritoneum  there  is  a  space  which  Riehet  called  the  superior 

pelvi-reclal  space. 

inches  deep  externally,  deeper  behind  than  in  front,  and  one  inch  wide  at 
the  surface.  Its  Inner  wall,  formed  by  the  sphincter  ani  and  the  inferior 
or  outer  surface  of  the  levator  ani,  is  the  longest,  and  is  placed  obliquely 
down  and  inwards.  The  coccygeus  enters  into  the  formation  of  this  wall 
posteriorly.  The  outer  side  is  vertical,  and  is  formed  by  the  inner  sur¬ 
face  of  the  obturator  interims  muscle  covered  by  its  fascia,  which  encloses 
the  internal  pudic  artery  and  nerve,  and  also  by  the  tuber  ischii. 

Posteriorly ,  is  the  lower  border  of  the  gluteus  maximus,  and  under 
and  external  to  it  is  the  great  sacro-sciatic  ligament. 

Anteriorly ,  are  the  transverse  muscle  and  triangular  ligament.  I  here 
are  two  pouches  in  this  space  ;  the  anterior  one  is  the  larger,  and  passes 
above  the  posterior,  which  latter  cul-de-sac  passes  above  the  gluteus 
maximus. 

The  fossa  is  covered  in  by  the  skin  and  subcutaneous  tissue  which 
form  its  base,  and  it  is  partly  covered  in  at  its  inner  side  by  the  external 
sphincter  and  corrugator  cutis.  Its  apex  or  upper  limit  is  not  opposite  to 
the  base  or  orifice,  but  is  placed  on  its  external  wall,  and  is  limited  by  the 
junction  of  the  fascia;  over  the  obturator  interims  and  lower  aspect  of  the 
levator  ani. 
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The  outer  wall  is  immovable,  but  the  inner  one  changes  with  the  con¬ 
traction  or  relaxation  of  the  levator  ani,  and  shortens  and  becomes  tense 
when  this  muscle  contracts,  or  elongates  and  approaches  the  skin  when  it 
is  in  a  state  of  rest. 

Directions. — Having  mastered  the  shape,  size,  boundaries,  and  actions 
of  the  boundaries  of  this  space,  the  student  must  proceed  to  study  the 
contents  of  the  opposite  fossa.  These  are  the  vessels  and  nerves  to  the 
lower  part  of  the  rectum  and  to  the  anus  ;  they  are  all  branches  of  the 
internal  pudic  artery  and  nerve.  A  branch  of  the  fourth  sacral  nerve,  and 


Fig.  465. — Dissection  showing  the  uoundaries  of  the  right  ischio-rectal 

FOSSA  AND  THE  SEPARATION  BETWEEN  IT  AND  THE  PELVIS. 

The  right  os  innominatum  is  sawn  vertically  through  the  acetabulum. 

one  from  the  inferior  or  long  pudendal  from  the  small  sciatic  nerve,  will 
also  be  seen.  Before  doing  this  it  will  be  well  to  learn  the  attachments 
of  the  muscles  bounding  the  space,  'three  of  these  muscles  are  con¬ 
nected  with  the  lower  end  of  the  rectum,  viz.  the  external  sphincter, 
levator  ani,  and  internal  sphincter.  The  corrugator  cutis  ani  is  a  slender 
subcutaneous  muscle,  and  comes  first  into  view. 

Muscles. — The  corrugator  cutis  ani  surrounds  t He  anus,  is  very  thin 
;md  subcutaneous,  and  composed  of  involuntary  radiating  fibres ;  it  passes 
from  the  rectal  submucous  tissue  to  the  skin  external  to  the  sphincter, 
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Action. — Its  radial  fibres  shortening  concentrically  raise  the  skin 
around  the  anus  into  radiating  ridges. 

Nerve. — The  inferior  hgemorrhoidal. 

The  Sphincter  Externus  is  placed  immediately  beneath  the  skin  and 
corrugator,  and  is  an  orbicular  muscle  whose  fibres  are  ellipfically  ar¬ 
ranged  around  the  anus,  and  like  other  sphincters  it  consists  of  two  planes 
of  muscular  fibres.  It  extends  half  an  inch  on  each  side  of  the  anus,  and 
arises  by  a  fibrous  band — the  ano-coccygeal  raphe — from  the  back  of  the 
coccyx  near  its  tip,  and  by  some  fleshy  fibres  on  either  side  from  the  sub¬ 
cutaneous  tissue.  After  surrounding  the  anus,  it  passes  forwards  and 
blends  with  the  superficial  transverse  and  bulbo-cavernosus  muscles,  and 


Fig.  1G6.— Superficial  dissection  of  the  male  perinueum. 


The  subject  being  placed  on  its  face. 


is  inserted  into  (he  central  point  of  the  perinaeum,  or  ano-bulbar  raphe, 
and  by  fleshy  slips  into  the  superficial  fascia.  Its  deeper  fibres  form  a 
loop  which  pass  uninterruptedly  in  front  of  the  rectum. 

The  ano-bulbar  raphe  is  beneath  the  point  of  meeting  of  the  super¬ 
ficial  transverse  muscles. 

Action. — It  is  usually  in  a  state  of  involuntary  contraction,  but  this 
may  be  voluntarily  increased.  It  closes  the  anal  aperture  and  puckers  up 
the  surrounding  skin,  and  like  all  the  perimeal  muscles  is  contracted  dur¬ 
ing  coition. 

Relations. — Superficial  to  it  are  the  skin  and  corrugator,  beneath  it 
is  the  lower  part  of  the  levator  ani,  its  inner  border  is  contiguous  to  the 
internal  sphincter,  and  its  outer  extends  partly  over  the  ischio-rectal  fossa. 
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Nerves. — Inferior  haemorrhoidal  and  a  branch  from  the  fourth  sacral. 

Varieties. — These  are  not  of  practical  importance,  but  it  may  be  men¬ 
tioned  that  there  are  frequently  two  layers,  a  superficial  and  deep,  and 
that  the  latter  not  only  surrounds  the  anus  but  blends  with  the  lower  por¬ 
tion  of  the  rectal  walls.  Luschka1  describes  a  small  bursa  placed  between 
the  coccygeal  attachment  of  this  muscle  and  the  fourth  coccygeal  verte¬ 
bral  body. 

The  Sphincter  Interims. — To  expose  this  muscle  the  mucous  mem¬ 
brane  at  the  lower  part  of  the  rectum  must  be  made  tense  by  inserting  a 
hook  into  it,  and  another  to  the  buttock  or  table.  The  incision  should 
correspond  to  the  whitish  line  before  mentioned,  at  which  the  skin  and 
mucous  membrane  join.  This  line  indicates  the  boundary  between  the 
two  sphincters,  and  the  mucous  membrane  is  to  be  carefully  dissected 
from  it  upwards.  This  muscle  surrounds  the  last  half-inch  of  the  rectum, 
and  is  higher  or  more  deeply  placed  than  the  external  sphincter,  from 
which  it  is  separate.  Its  fibres  are  fine  and  pale,  and  consist  of  the 
lowest  unstriped  and  involuntary  circular  fibres  of  the  rectum. 

Action. — It  assists  the  external  sphincter  in  closing  the  anus. 

Relations. — The  mucous  membrane  and  submucous  tissue  internally 
and  externally,  the  external  sphincter,  levator  ani,  and  inferior  haemor¬ 
rhoidal  vessels  and  nerves. 

Nerves. — From  hypogastric  plexus  of  sympathetic. 

The  Levator  Ani. —  To  get  a  good  view  of  the  insertion  of  this  muscle, 
detach  the  coccygeal  origin  of  the  external  sphincter  and  reflect  it  to  one 
side.  This  muscle  is  placed  between  the  interior  of  the  true  pelvis,  along 
its  brim,  and  the  outer  part  of  the  lower  end  of  the  rectum.  Its  origin 
cannot  be  seen  till  the  pelvis  is  dissected,  but  it  may  be  followed  on  the 
dry  pelvis.  It  arises  in  front,  by  fleshy  fibres  from  the  posterior  surface 
of  the  pubes,  midway  between  its  upper  and  lower  edges,  and  from  the 
back  of  the  triangular  ligament ;  behind  from  the  internal  and  inferior 
surfaces  of  the  ischiatic  spine,  and  between  these  parts  by  tendinous 
points  from  a  whitish  line  on  the  under  surface  of  the  pelvic  fascia,  as 
this  gives  off  the  obturator  fascia.  Some  of  the  fibres  extend  in  the  fascia 
to  above  the  level  of  the  obturator  interims,  and  they  are  often  separated 
by  cellular  intervals.  The  white  line,  or  aponeurotic  arch,  is  concave 
superiorly.  From  this  origin  it  passes  down  and  in,  the  fibres  converging 
to  be  inserted  in  the  following  manner.  The  anterior  fibres,  which  are 
the  fewest  and  longest,  pass  between  the  bladder,  prostate,  and  rectum, 
and  along  their  sides  (forming  the  compressor  prostatas  of  some  authors), 
they  then  join  the  muscle  of  the  opposite  side  in  the  central  per  in  teal  point, 
and  blend  with  the  external  sphincter  and  deep  transverse  muscle;2  the 
posterior  fasciculi  are  attached  to  the  side  of  the  lower  end  of  the  coccyx, 
and  those  just  in  front  of  the  coccyx  join  in  a  median  raphe  with  its 
fellow  of  the  opposite  side,  as  far  forwards  as  the  anus ;  the  middle  part 
of  this  muscle  is  the  largest,  and  passes  on  the  side  of  the  rectum,  blend- 

1  Die  fascia  pelvina,  Wien,  1859,  p.  13. 

2  T>y  reflecting  the  superficial  transverse  muscle  of  one  side,  the  fibres  of  insertion  to 
the  bulb  ( ano-bulbar ),  which  are  below  the  bulbo-cavernosus,  will  be  exposed,  and  by 
detaching  the  deep  transverse  muscle,  the  insertion  into  the  membranous  urethra  will  be 
exposed.  These  may  be  seen  in  a  muscular  subject  during  the  dissection  of  the  anterior 
space. 
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ing  with  the  fibres  of  the  external  sphincter,  and  to  a  less  extent  with 
those  of  the  internal,  and  is  inserted  into  the  skin  around  the  anus.' 

Action. —  It  raises  and  inverts  the  lower  end  of  the  rectum,  especially 
its  posterior  part,  and  aids  in  replacing  the  mucous  membrane  which  has 
been  protruded  and  everted  during  defecation.  It  also  supports  the 
lower  part  of  the  rectum,  vagina,  bladder,  urethra,  prostate,  and  vesicufe 
seminales  during  expulsive  efforts.  The  posterior  portion  may  move  the 
coccyx  up  and  to  one  side,  and  also  raise  the  posterior  part  of  the  anus. 

Relations. — These  are  important.  This  muscle  has  two  surfaces  and 
three  borders,  and  enters  into  both  the  anterior  and  posterior  perinaeal 
regions.  Its  tipper  or  pelvic  surface  is  concave,  and  is  covered  by  the 
recto-vesical  part  of  the  pelvic  fascia,  its  lower  or  perinceal  aspect  is  convex 
downwards,  and  is  covered  by  the  anal  fascia.  It  forms  the  inner  boundary 
of  the  ischio-rectal  fossa,  and  is  in  contact  with  the  middle  perintcal  fascia 


1.  Rectum. 
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7.  Anterior  vesionl  ligaments. 
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Fig.  4G7. — Diagram  op  a  horizontal  section  op  the  pelvis  to  show  the 

MUSCLES  O.P  THE  PELVIC  DIAPHRAGM  FROM  ABOVE. 


in  front,  with  the  external  sphincter  in  the  middle,  and  with  the  cellulo- 
fatty  layer  of  the  ischio-rectal  fossa  behind. 

The  middle  perinseal  fascia  being  transversely  and  this  muscle  ob¬ 
liquely  placed,  there  exists,  in  consequence,  a  space  filled  with  fatty  tissue 
between  the  two;  this  is  the  anterior  prolongation  of  the  ischio-rectal 
fossa  already  mentioned.  Its  external  border  is  its  origin,  its  internal  edge 
extends  from  the  pubes  to  the  rectum,  and  is  in  relation  with  the  rectum, 
prostate,  and  pubo-rectal  aponeurosis,  and  its  posterior  transverse  border 
passes  between  the  ischial  spine  and  the  rectum,  and  is  parallel  to  the 

1  The  anterior  origins  of  this  muscle  are  frequently  separated  by  cellular  tissue.  This 
and  the  fact  that  they  descend  to  (he  sides  of  the  prostate,  have  caused  them  to  be  described 
and  named  by  Santorini,  and  subsequently  by  Albinus,  Sommering,  Winslow,  and  Weber- 
Hildebrandt,  as  a  separate  muscle,  the  levator  constrictor  or  compressor  prostata.  In  the 
female,  these  anterior  libres  descend  on  the  sides  of  the  vagina.  Hcnle,  in  his  llandbttch  <1. 
s ost on atische >1  Anatomic  <les  Jfcnsckcn,  last  edition,  describes  a  layer  of  involuntary 
muscular  fibres,  with  some  interspersed  voluntary  libres,  which  passes  behind  the  prostate 
and  its  venous  plexus  to  join  the  opposite  muscle.  This  layer  rests  on  the  junction  of  the 
sphincter  ani  and  bulbo-cavernosus,  and  he  has  named  it  the  jmc-rcctalis, 
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anterior  border  of  the  isehio-coccygeus.  The  muscles  of  opposite  sides  are 
separated  in  front  by  a  triangular  interval  in  which  is  the  triangular  liga¬ 
ment,  and  through  this  pass  the  urethra  in  the  male,  and  vagina  in  the 
female. 

Nerves. — From  the  internal  pudic  and  third  and  fourth  sacral  nerves, 
which  latter  pierce  or  pass  between  it  and  the  ischio-coccygeus  ;  it  lias  also 
some  twigs  from  the  anterior  superficial  perimeal  nerve. 

The  Ischio-coccygeus. — Some  anatomists  say  that  this  is  only  the 
posterior  part  of  the  levator  ani,  but  as  it  is  often  pretty  distinct,  1  shall 
describe  it  as  a  separate  muscle.  It  arises  from  the  posterior  part  of  the 


Fig.  4G8  —Muscles  of  the  pelvic  diaphragm,  seen  from  below. 

The  sciatic  vessels  and  nerves  are  shown  cut,  coming  out  in  front  of  the  pyriformis. 

tendinous  arch  or  white  line  of  the  pelvic  fascia,  and  is  inserted  into  the 
side  of  the  coccyx  and  into  the  ano-coccygeal  raphe. 

Action. — It  assists  the  posterior  part  of  the  levator  ani. 

Nerve. — The  same  as  that  of  the  levator  ani. 

The  Coccygeus,  levator,  or  spino-coccygeus,  is  situated  between  the 
posterior  border  of  the  levator  ani  and  the  small  sciatic  ligament.  Its 
under  surface  may  be  seen  by  removing  a  portion  of  the  gluteus  maximus 
of  one  side,  so  as  to  expose  the  great  sacro-sciatic  ligament.  This  may  be 
divided  at  its  middle  and  reflected.  Some  of  the  fibres  of  the  gluteus 
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will  be  found  to  lie  connected  with  the  posterior  surface  of  the  ligament. 
It  is  a  triangular,  short  and  flat  muscle,  with  fleshy  and  tendinous  fibres, 
and  arises  by  its  apex  from  the  upper  part  of  the  ischial  spine  and  lesser 
sciatic  ligament,  and  is  inserted  by  its  base  to  the  side  and  part  of  the 
anterior  surface  of  the  coccyx  and  last  piece  of  the  sacrum. 

Actions. — It  raises  the  coccyx  after  it  has  been  pushed  back  during 
defecation,  and  supports  it  during  parturition. 

Relations. — Its  -pelvic  surface  is  in  contact  with  the  rectum  on  the 
left  side,  its  external  or  lower  surface  rests  on  the  front  of  the  small  sacro- 
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Fig.  469. — Anterior  part  of  levator  ani,  seen  from  below. 


sciatic  ligament  and  gluteus  maximus,  its  anterior  or  inferior  edge  is 
parallel  with  the  posterior  border  of  the  levator  ani,  and  its  posterior  or 
superior  border  is  separated  from  the  pyriformis  by  some  vessels  and 
nerves ;  the  sacro-sciatic  ligaments  are  also  partly  above  it.  It  completes 
the  pelvic  or  genito-rectcd  diaphragm  posteriorly.1 

Nerves. — The  fourth  and  fifth  sacral,  and  coccygeal. 

Varieties. — It  occasionally  has  two  heads  of  origin,  and  is  sometimes 
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Fig.  470.— Diagram  of  vertical  transverse  section  of  the  perinuum. 


attached  to  the  sacrum  instead  of  the  coccyx.  Macalister,  in  his  paper  on 
‘  Muscular  Anatomy,’  p.  GG,  mentions  that  Von  Behrand  other  anatomists 
have  described  some  fibres  passing  from  the  lower  end  of  the  sacrum  to  the 
front  and  back  of  the  coccyx,  and  have  named  the  anterior  set  curva tor, 
and  the  posterior,  extensor  coccygis.  I  will  describe  them  separately. 

The  Sacro-coccygeus  posterior,  or  extensor  coccygis  of  Theile,  consists  of 
a  few  slips  arising  from  t  he  lower  part  of  the  back  of  the  sacrum,  or  from 

1  Some  French  and  German  anatomists,  Meyer  among  the  latter,  consider  the  symme¬ 
trical  group  of  muscles  in  the  pcrimeum  as  one  continuous  sheet  meeting  in  the  mid-line, 
and  regard  them  as  forming,  and  justly  so,  the  jjclric  or  genito-nrinary  diaphragm. 
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the  posterior  inferior  iliac  spine,  and  inserting  into  the  back  of  the  coccyx. 
It  is  frequently  present. 

The  Sacro-coccyrjeus  anterior,  or  curvator  coccygis  of  Von  Behr,  occu¬ 
pies  a  corresponding  position  in  front  of  Ihe  sacrum  and  coccyx,  and  is  less 
constant  than  the  preceding  muscle.  These  fibres  represent  some  of  the 
caudal  muscles  of  the  lower  animals.  Their  names  indicate  their  actions, 
and  filaments  from  the  lower  sacral  nerves  supply  them. 

Dissection. — On  the  undissected  side,  the  student  must  carefully 
remove  the  fat  in  a  direction  corresponding  to  that  of  the  vessels  and 
nerves,  which  run  for  the  most  part  transversely  or  obliquely  inwards  ;  those 
to  the  posterior  part  of  the  anus  and  rectum  pass  back,  and  those  for  the 
urethra  and  muscles  of  the  anterior  space  course  forwards.  He  must  note 
that  the  superficial  pad  of  fat  is  separated  from  a  deeper  layer  by  the 
inferior  haemorrhoidal  vessels  and  the  posterior  twig  of  the  perina-al  branch 
of  the  internal  pudic  nerves.  These  must  be  traced  outwards  to  their 
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Fig.  471.— Vertical  median  section  of  the  pelvis. 


Left  side  seen  from  within  and  the  viscera  removed. 


origin  from  the  internal  pudic  artery  and  nerve,  which  may  be  felt  along 
the  outer  wall,  in  an  aponeurotic  sheath  of  the  obturator  fascia.  At  the 
posterior  part  of  the  fascia  the  artery  is  about  an  inch  and  a  half  from  the 
surface,  or  from  the  lower  margin  of  the  ischial  tuberosity,  but  only  half 
an  inch  from  the  surface  at  the  anterior  part  of  the  space,  where  it  passes 
under  and  then  pierces  the  triangular  ligament  to  get  between  its  layers 
and  to  divide  into  its  two  terminal  branches,  viz.  the  artery  to  the  corpus 
cavernosum  and  the  dorsal  artery  of  the  pen  is. 

The  pelvic  and  gluteal  portions  of  the  internal  pudic  artery  and  nerve 
will  be  subsequently  dissected ;  only  the  perinaeal  portion  is  seen  in  this 
dissection. 

I  list  ructions. — Feel  the  structures  just  mentioned,  and  roll  them  under 
the  finger  ;  define  the  posterior  edge  of  the  triangular  ligament,  feel  the 
sacro-sciatic  ligaments  and  the  spine  of  the  ischium.  By  referring  to  the 
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dried  pelvis  with  the  ligaments  attached,  and  to  the  woodcuts,  their  rela¬ 
tive  positions  will  he  ascertained. 

Arteries. — The  Pudic  or  Internal  Pudic  artery  comes  from  the  anterior 
division  of  the  internal  iliac,  and  occasionally  by  a  common  trunk  with  the 
sciatic,  and  is  of  large  size,  but  smaller  in  the  female.  It  is  distributed 
mainly  to  the  genital  organs  and  lower  end  of  the  rectum,  and  furnishes 
almost  all  the  vessels  to  the  structures  in  both  perinseal  spaces.  Only  the 
posterior  part  of  the  artery  is  now  to  be  dissected.  It  leaves  the  pelvis 
through  the  great  sacro-sciatic  foramen,  taking  a  curved  course,  and  accom¬ 
panied  by  the  nerve,  it  re-enters  the  pelvis  through  the  lesser  sacro-sciatic 
foramen  just  below  the  ischial  spine,  behind  which  it  passes;  it  then  runs 
forward  on  the  inner  side  of  the  tuber  ischii  external  to  the  iscliio-rectal 
fossa  but  internal  to  (i.e.  nearer  the  mid-line)  the  obturator  interims, 
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Fig.  472. — Eight  levator  ani.  Inner  aspect. 


although  on  the  outer  or  perinceal  surface  of  that  muscle.  In  this  fossa 
the  following  branches  are  given  off. 

The  Inferior  or  External  hcemorrhoidal,  two  or  three  in  number,  cross 
the  fossa  through  the  fat  to  the  lower  end  of  the  rectum,  and  to  the 
external  sphincter,  levator  ani,  and  skin  around  the  anus  and  over  the 
anterior  part  of  the  perimeum. 

It  anastomoses  on  the  rectum  with  the  superior  hsemorrhoidal  from  the 
inferior  mesenteric,  and  middle  ha?morrhoidal  from  the  anterior  trunk  of 
the  internal  iliac,  and  joins  the  superficial  perimeal  branch  in  front.  Some 
muscular  twigs  to  the  anterior  part  of  the  levator  ani  may  be  seen  al  the 
front  of  the  fossa. 

A  few  twigs  of  the  sciatic  artery  to  the  inner  surface  of  the  gluteus 
maximus,  and  to  the  skin  and  fat  in  its  neighbourhood,  may  be  seen  at  the 
back  of  the  space, 
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Veins. — These  are  the  vena'  comites  of  the  arteries,  and  empty  them¬ 
selves  into  the  internal  pudic  vein,  which  ends  in  the  internal  iliac 
vein. 

Nerves. — Corresponding  and  similarly  named  branches  to  those  of  the 
artery  issue  from  the  pudic  or  internal  pudic  nerve,  which,  like  the  artery, 
supplies  nearly  all  the  structures  in  these  regions.  A  filament  from  the 
fourth  sacral,  and  some  cutaneous  branches  of  the  small  sciatic,  are  also 
found  in  this  fossa.  On  the  back  of  the  coccyx  is  the  fifth  sacral,  and  at 
its  sides  and  near  its  tip  are  the  coccygeal  nerves. 

The  Pudic  or  internal  pudic  nerve  comes  from  the  third  and  fourth 
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Fig.  473. — Arteries  of  male  perinjeum. 

sacral  nerves  and  takes  the  same  course  as  the  artery.  It  is  more  deeply 
placed  than  the  artery,  and  in  the  fossa  gives  off  the  two  following  branches. 
It  then  passes  forward,  and  ends  as  the  dorsal  nerve  of  the  penis. 

The  Inferior  hcemorrhoidal  nerve  arises  from  the  pudic  at  the  back  of 
the  pelvis,  or  may  issue  directly  from  the  sacral  plexus.  In  the  latter  case 
it  passes  through  the  small  sacro-sciatic  foramen.  It  crosses  the  fossa  and 
supplies  the  external  sphincter  and  skin  around  it.  Some  cutaneous  fila¬ 
ments  pass  forwards  and  anastomose  at  the  thigh  margin  with  the  inferior 
pudendal  of  the  small  sciatic  and  with  the  posterior  supplemental  periiueal 
offsets  of  the  pudic. 
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The  perinccal  nerve  is  much  larger  than  the  preceding,  and  is  situated 
lower,  being  beneath  the  pudic  artery.  It  is  also  larger  than  the  continu¬ 
ation  of  the  pudic  nerve  to  the  penis,  and  is  given  off  at  about  the  middle 
of  the  outer  wall  and  soon  lies  superficial  to  the  vessels.  Its  branches  are 
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muscular,  cutaneous,  and  genital,  of  which  only  the  cutaneous  will  now 
be  partly  dissected. 

The  Superficial  perinceal  nerves  are  partly  seen  in  the  fossa.  They 
are  named  the  posterior  and  anterior  superficial  perinatal ;  the  former  is 


DISSECTION  OF  THE  PERIN/EUM. 


653 

the  first  given  off,  is  placed  at  the  back  of  the  space  and  supplies  the  skin 
in  front  of  the  anus,  accompanying  the  anterior  to  the  scrotum  and  joining 
the  inferior  hemorrhoidal  and  inferior  pudendal  nerves. 

The  anterior  is  found  at  the  fore  part  of  the  fossa  accompanying  the 
superficial  perineal  artery  ;  it  is  under  the  superficial  transverse  muscle, 
and  supplies  the  skin  at  t  lie  forepart  of  the  scrotum  and  that  on  the  under 
surface  of  the  penis.  The  levator  ani  and  external  sphincter  receive  twigs 
from  this  branch. 

The  inferior  or  long  pudendal  branch  of  the  small  sciatic  accompanies 
these  nerves  to  the  scrotum,  and  joins  the  posterior  perinseal.  In  the  female 
these  nerves  supply  the  skin  of  the  labia  majora. 

The  sphincteric  or  hcemorrhoidal  branch  of  the  fourth  sacral  is  seen 
near  the  coccyx,  and  supplies  the  external  sphincter  and  skin  between  the 
anus  and  coccyx.  It  reaches  its  destination  by  piercing  either  the  levator 
ani  or  coccygeus,  or  by  passing  between  them.  The  branches  of  the  small 
sciatic  nerve  seen  in  this  dissection  are  the  internal  cutaneous  and 
inferior  pudendal.  The  former  are  for  the  supply  of  the  thigh  and  but¬ 
tock,  and  turn  over  the  inferior  edge  of  the  gluteus  maximus  to  the  skin 
of  these  parts,  and  are  found  at  the  posterior  and  external  part  of  the  fossa. 
The  latter  will  be  dissected  presently. 


THE  GEN  I  TO-  UR1NAR  Y  TRIANGLE. 

Dissection. — Kaise  the  skin  carefully  from  the  underlying  superficial 
fascia,  following  the  directions  as  to  the  incisions  which  were  given  in  the 
preceding  section.  The  dissector  should  see  if  some  muscular  fibres, 
generally  scattered,  but  occasionally  well  developed  and  concentrated,  are 
present.  If  so,  they  may  pass  from  the  fat  over  the  tuber  ischii  to  the 
raphe,  external  sphincter  and  levator  ani.  This  arrangement  is  rare, 
and  depends  apparently  on  the  development  of  the  superficial  trans¬ 
verse  muscle.  It  is  more  common  to  see  muscular  fibres  passing  from 
the  ischio-rectal  fat  either  in  or  outwards,  to  blend  with  the  superficial 
fascia.  Should  this  muscle  be  present  there  will  be  three  transverse 
muscles ;  the  cutaneous,  the  superficial  or  middle,  and  the  deep.  It 
has  been  named  the  subcutaneous  transverse.  The  superficial  perinseal 
fascia  is  now  exposed,  and  is  composed  of  two  layers,  between  which  seek 
the  continuations  of  the  cutaneous  vessels  and  nerves,  partly  described  in 
the  last  section,  and  trace  them  back  to  their  origins.  Then  cut  through 
the  superficial  layer  of  the  perinceal  fascia  midway  between  the  raphe 
and  rami  of  pubes  and  reflect  it,  and  note  that  it  is  not  adherent  to  the 
lateral  bony  boundaries,  and  that  it,  like  the  subcutaneous  cellulo-fatty 
layer  or  superficial  fascia  in  the  groin,  buttock,  abdomen,  and  upper 
part  of  the  thigh,  with  which  it  is  continuous,  varies  in  the  amount  of  fat 
contained  in  its  meshes  with  the  condition  of  the  body  generally  as  to 
obesity.  Insert  the  fine  end  of  a  blow-pipe  beneath  the  posterior  part  of 
the  deep  layer  of  this  fascia  at  one  side,  and  observe  its  membranous 
structure,  also  the  median  partition,  which  is  incomplete  at  the  anterior 
part  of  the  space,  allowing  the  air  to  cross  the  median  line.  Jf  the  infla¬ 
tion  be  forcible  enough,  the  air  will  be  projected  along  the  scrotum  and 
penis  on  to  the  abdomen,  but  not  usually  on  to  the  thighs  because  this 
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layer  is  adherent  to  the  pubic  rami.  Pus  or  urine  extravasated  under  this 
layer  generally  follows  this  course  and  does  nut  pass  backward ,  because 
this  deep  layer  of  the  superficial  peri  meal  fascia  is  continuous  around 
the  posterior  border  of  the  superficial  transverse  muscle  with  the 
anterior  layer  of  the  middle  perincual  fascia,  which  latter  is  also  called  the 
triangular  ligament.  Observe  that  at  the  sides  this  deep  layer  of  the 
superficial  perimeal  fascia,  which  is  called  by  some  the  fascia  of  Colies ,  is 
attached  to  the  anterior  lip  of  the  margin  of  the  rami  of  pubes  and  ischium, 
external  to  the  crus  and  erector  penis,  and  as  far  back  as  the  tuber  ischii. 
Anteriorly  it  is  unattached,  and  is  continuous  with  the  dartos  of  the 
scrotum  and  the  fascia  of  the  penis  as  far  as  the  base  of  the  glans.  From 
the  deep  surface  of  this  layer  is  given  off  a  vertical  septum  which  is  attached 
to  the  urethral  bulb  in  the  mid-line,  but  is  incomplete  in  front  towards 
the  scrotum. 

This  septum  imperfectly  divides  the  pouch  included  between  this 
layer  and  the  anterior  layer  of  the  triangular  ligament  into  two  lateral 
halves,  and  between  these  layers  are  contained  the  three  superficial 
muscles  of  this  region,  viz.  the  bulbo-cavernosus  over  the  urethral  bulb, 
the  ischio-cavernosus  over  the  crus  penis,  and  the  superficial  transversus 
perincei ;  also  the  superficial  perimeal  vessels  and  nerves.  In  con¬ 
sequence  of  this  arrangement  of  the  fascia  this  pouch  is  completely  sepa¬ 
rated  from  the  iscliio-rectal  region,  so  that  rectal  fistula;  are  almost  always 
situated  behind  the  inter-ischiatic  line,  which  corresponds  very  nearly  to 
the  line  of  junction  of  these  fasciae,  and  urethral  fistula;  are  placed,  ordinarily, 
in  front  of  it. 

From  ten  years’  experience  as  a  teacher  of  anatomy,  I  know  well  that 
students  generally  have  much  difficulty  in  comprehending  clearly  the 
arrangement  of  these  fasciae.  Having  just  given  the  arrangement  usually 
described,  I  will  add  a  statement  which  has  forced  itself  on  me  through 
repeated  dissections  and  from  surgical  and  pathological  observations.  I  am 
quite  aware  that  it  differs  from  the  majority  of  authors,  but  I  am  sure  that 
the  dissector  will  observe  it  to  prevail  in  the  large  majority  of  subjects, 
and  I  think  he  will  find  it  easy  of  comprehension.  Anatomists  have 
differed  much  in  the  description  and  nomenclature  of  the  fascke,  and 
students  have  been  bewildered,  but  the  matter  is  sufficiently  simple,  and  I 
trust  that  the  following  brief  description  will  render  it  more  easy  to  be 
understood  by  the  reader. 

The  fascia;  of  the  perimeum  are  three,  the  superficial,  the  middle  and  the 
deep),  and  these  envelope  the  muscles  which  close  the  pelvic  outlet,  forming 
their  sheaths  or  apomyoses .'  In  the  perimeum  there  are  three  layers  of 
muscles,  the  superficial,  middle,  and  deep )  ;the  two  former  will  presently  be 
dissected,  and  the  deep  form  the  pelvic  diaphragm  already  alluded  to  in  the 
previous  section.  They  are,  from  before  backwards,  the  levator  ani,  ischio- 
coccygeus,  coecygeus,  and  pyriformis.  These  three  layers  of  muscles  have 
each  (on  both  surfaces,  of  course)  their  special  sheaths,  which  are  con¬ 
tinuous  with  each  other,  and  thus  form  the  various  fascia?  of  this  region, 
so  that  these  three  planes  of  muscles  are  enclosed  between  four  layers  of 
fascia,  thus  ;  the  superficial  muscles,  between  the  two  layers,  formed,  as  will 
be  presently  described,  of  the  middle  perimeal  fascia;  the  middle  muscles, 
between  the  deep  layer  of  the  middle  perimeal  fascia  and  the  deep  perimeal 
1  This  term  is  inure  correct  than  aponeurosis. 
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fascia;  and  the  deep  muscles,  between  the  deep  perinaeal  and  pelvic  fasciae. 
!>}  thus  assimilating  the  deeper  fasciae  in  this  region  to  that  of  similar 
stmctuies  in  other  parts  of  the  body,  and  considering  them  as  apomyoses , 
pS  .|rey  undoubtedly  are,  their  comprehension  and  description  is  much 
facilitated.  It  will  now  be  clear  that  there  are  four  planes  of  fasciae  enclosing 
thiee  groups  of  muscles,  viz.  the  superficial,  the  middle,  and  the  deep 
pei  nice  a  l  fasciae,  the  fourth  layer  being  part  of  the  true  fasciae  of  the  pelvis, 
separating  the  deepest  part  of  the  perimeum  from  the  pelvic  cavity,  limit- 
ing  t  ie  pelvic  outlet,  and  being  only  separated  from  the  peritoneum  by  loose 
cellulo-fatty  tissue.  Although  these  fasciae  cannot  now  all  be  seen,  it  will 

a&si^t  the  student  to  understand  them  if  a  succinct  account  be  at  once 
given. 

1  he  Supeificial  Perinaeal  Fascia,  or  subcutaneous  cellulo-fatty  layer,  may 
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Fig.  475.— Perineal  aponeuroses  of  the  male. 


be  dissected  into  two  layers,  and  is  continuous  with  that  of  surrounding  parts 
and  passes  into  the  thighs,  into  the  ischio-rectal  fossa,  and  around  the  anus' 
to  the  buttocks,  and  is  attached  to  the  sides  of  the  coccyx.  In  front  it 
loses  its  fat  and  runs  into  the  dartos,  or  more  correctly  forms  an  extremely 
thin  and  firm  band  of  union  between  the  dartos  and  skin  of  the  scrotum 
and  passes  on  to  the  penis  and  abdomen,  between  this  and  the  middle 
perinaeal  fascia  are  the  cutaneous  vessels  and  nerves  which  pierce  and 
supply  the  superficial  fascia  to  reach  the  skin. 

Directions  — To  demonstrate  the  attachment  of  the  middle  fascia,  cut 
through  it  on  one  side,  midway  between  the  pubic  arch  and  the  mid-line 
and  reflect  it,  removing  any  fat,  and  define  the  septum  in  the  middle. 

I  ho  Middle  Perinaeal  Fascia,  or  apomyosis ,  is  a  thin  membranous 
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structure,  which  is  unattached  in  front  and  is  continuous  with  the  scrotal 
dartos ,  but  is  attached  laterally  to  the  anterior  lip  of  the  descending  rami 
of  the  pubes  and  ascending  rami  of  the  ischium,  in  front  of  the  crus  and 
erector  penis  and  as  far  back  as  the  tuber  ischii.  It  passes  round  the  lower 
border  of  (he  superficial  transverse  muscle  to  reach  its  deep  surface,  and  is 
attached  laterally  to  the  posterior  margins  of  the  same  bones  behind  the  crus 
and  erector,  and  superiorly  to  the  inferior  margin  of  the  symphysis  pubis. 

By  this  reflection,  recurvation,  or  folding  of  itself  round  the  transverse 
muscle,  two  layers  are  formed,  a  superficial ,  called  Codes’  fascia,  and  a  deep.' 
These  are  really  continuous,  and  form  parts  of  one  and  the  same  fascia,  the 
deeper  layer  being  the  stronger.  Between  the  two  layers  of  this  fascia  are 
the  superficial  perinseal  muscles,  viz.  the  erector  penis,  accelerator  urince , 
and  superficial  transverse ,  with  parts  of  the  transverse  vessels  and  superficial 
perinseal  vessels  and  nerves. 

Practical  Applications. — Matter  or  urine  extravasated  between  the 
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Fig.  476.— Dissection  of  the  male  pelvis  seen  from  above  and  within  to 

SHOW  THE  TRIANGULAR  LIGAMENT. 


The  dissection  has  been  carried  deeper  on  the  right  side  of  the  subject.  1.  Deep  layer  of  triangular  ligament  con¬ 
tinuous  with  that  part  of  the  recto-vesical  fascia  which  forms  a  sheath  for  the  prostate.  2.  Recto-vesical 
fascia  cut  to  show  the  anterior  layer  of  the  triangular  lig.  On  the  left  side  the  anterior  fibres  of  the  lev.  am 
have  been  removed  to  expose  the  deep  layer  of  the  triangular  lig.  The  iliac  portion  of  the  pelvic  fascia  is 
seen  passing  over  the  iliacus  and  psoas  to  become  continuous  with  the  recto-vesical  fascia,  and  forming  the 
deep  layer  of  the  triangular  lig.  The  urethra  has  been  divided  and  the  bladder  and  peritoneum  stretched 
backwards. 


superficial  fascia  and  the  anterior  layer  of  the  middle  may  pass  in  all  direc¬ 
tions,  but  if  confined  between  the  two  layers  of  the  middle  fascia,  it  cannot 
pass  back,  because  of  the  reflection  round  the  transverse  muscles,  and  it 
cannot  pass  on  to  the  thighs  because  of  the  attachments  to  the  rami  of  pubes 
and  ischium,  but  it  can  and  does  pass  forwards  to  the  scrotum,  penis,  and 
abdomen,  because  here  it  is  not  bound  down.  This  is  the  rule,  but  I  have 
seen  two  or  three  exceptions  to  it,  which  were  due  in  one  case,  as  proved 
at  the  post  mortem ,  to  ulceration  through  these  attachments,  and  perfora¬ 
tion  of  the  superficial  layer  of  this  fascia,  and  exit  of  the  urine  and  pus  into 
the  thighs  and  into  the  ischio-rectal  fossae  and  buttocks.  In  other  cases 
there  may  be  natural  gaps  in  the  fasciae  or  in  their  attachments,  and  judging 

1  This  deep  layer  is,  according  to  most  anatomists,  a  separate  membrane  forming  the 
ant.  or  inf.  layer  of  the  triangular  ligament  of  Carcassonne.  It  has  also  been  called  the 
subpiiMc  fascia  and  the  transverse  ligament  of  the  perinseUm.  In  fact  its  names  arc  muc  i 
too  numerous  and  have  caused  great  confusion. 
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by  individual  differences  in  other  structures,  there  is  no  reason  why  a  similar 
condition  should  not  occasionally  prevail  with  the  various  fasciae. 

In  rupture  of  the  membranous  urethra,  which  is  contained  between  the 
deep  layer  of  the  middle  fascia  and  the  deep  fascia  proper,  the  urine 
generally  takes  a  similar  course  to  that  which  it  assumes  when  it  is  con¬ 
fined  between  the  two  layers  of  I  he  middle  fascia,  because  the  deep  layer 


Skin  of  abdomen 
Supf1.  layer  of  supl1.  fascia 

Deep 


Sub- pubic  lig. 

...  Dee])  layer  of  triangular  lig. 
...  Crus  penis,  cut 
...Supf1.  layer  of  ti iangulsr  lig. 
■••  Deep  transverse  muscle,  cut 

...Supf1.  „  „ 

...Supf1.  fascia 
...  Skin  of  periuamm 


Fig.  477. — Diagram  of  perineal  fasciae. 


A  vertical  antero-posterior  section  has  been  made  immediately  to  the  right  of  the  penis  and  scrotum. 


of  the  middle  fascia  is  torn  by  the  injury  or  ulcerated  through  by  the  in¬ 
flammation  caused  by  the  urine.  It  may  however  infiltrate  back  into  the 
pelvis,  and  cause  death  by  pelvic  cellulitis  or  peritonitis.  Hence  the 
urgency  of  free  and  deep  incisions  in  the  middle  line,  or  even  cystotomy  by 
the  lateral  or  median  incision. 
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Fig.  478. — The  middi.e  perineal  fascia  or  triangular  ligament,  and  some  of 

THE  STRUCTURES  BETWEEN  ITS  LAYERS. 

1.  Pubes.  2.  Ischium.  Around  the  urethra  the  fibres  radiate. 

The  deep  perinceal  fascia  or  apomyosis  will  be  better  understood 
further  on,  when  its  dissection  is  reached.  It  is  partly  continuous  behind 
with  the  pelvic  fascia,  and  in  front  with  the  deep  layer  of  the  middle  fascia, 
forming  a  separate  pouch,  partition,  or  compartment,  in  which  are  found 
the  membranous  part  of  the  urethra ,  the  deep  transverse  anil  constrictor 
muscles ,  Cowper's  gland ,  and  parts  of  the  pudic  vessels  and  nerves  and 

u  u 
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artery  to  the  hall).  Between  the  deep  perinceal  and  pelvic  fasciae  are  the 
anterior  fibres  of  the  levator  ani  and  Wilson's  muscle. 

The  student  will  note  that  the  superficial  fascia  has  practically  two 
layers  (although  more  may  art  ificially  be  made)  ;  the  middle  has  two  layers, 
and  the  deep  only  one. 

Dissection. — The  superficial  vessels  and  nerves  may  be  prepared  on 
the  side  on  which  the  fascia  has  been  reflected.  The  vessels  are  the 
transverse  and  superficial  perinceal.  Two  superficial  perinaeal  nerves 
accompany  the  vessels,  and  the  inferior  pudendal,  which  pierces  the  fascia 
lata  one  inch  in  front  of  the  tuber  ischii  and  the  same  distance  from  the 
ischial  ramus,  should  be  traced  to  the  scrotum,  and  its  junction  with  the 
inferior  hemorrhoidal  behind  and  perineal  in  front  should  be  made  out. 
Some  of  the  flatty  tissue  on  the  inner  side  of  the  thigh  must  be  removed 
to  trace  out  the  inferior  pudendal  nerve. 

Contents. — In  the  anterior  half  of  the  perineal  space  are  the  bulb,  the 
membranous  portion  of  the  urethra  and  muscles  surrounding  it,  and 
part  of  the  corpora  cavernosa  with  their  vessels  and  nerves.  On  the  outer 
side  course  the  larger  vessels  and  nerves. 

The  ischio-urethral  triangle  is  exposed  when  the  superficial  layer  of 
the  middle  fascia  is  reflected.  It  is  bounded  externally  by  the  crus  penis 


Fig.  479 — Diagram  of  pelvic  and  perin.eal  fasci.e  of  right  side. 

1,  Lateral  vesical  true  ligament.  2.  Sheath  of  rectum.  Seen  from  the  front. 

covered  by  the  ischio-cavemosus  muscle,  in  the  mid-line  by  the  bulb 
covered  by  the  bulbo-cavernosus,  and  behind  by  the  superficial  transversus 
perina?i.  Its  floor  is  formed  by  the  deep  layer  of  the  middle  perinseal 
fascia,  and  it  is  covered  by  the  superficial  layer  of  the  middle  fascia,  by  the 
two  layers  of  the  superficial  fascia,  and  by  the  skin.  It  contains  parts  of  the 
pudic  artery  and  nerve,  and  of  their  superficial  perinseal  branches. 

The  central  perinceal  raphe,  tendon,  or  point  is  now  seen.  It  is  a 
white  fibrous  spot  in  the  mid-line,  about  half  an  inch  in  front  of  the  anus. 
The  urethral  and  rectal  muscles  join  in  it,  and  it  is  a  point  tVappvi 
between  the  anterior  and  posterior  spaces.  Three  long  cutaneous  nerves 
to  the  scrotum  and  external  labium,  the 'long  pudendal,  and  the  superficial 
perinseal,  will  be  found  in  this  space. 

Nerves. — The  inferior  or  long  pudendal  nerve  comes  from  the  small 
sciatic,  turns  forward  below  the  ischial  tuberosity,  and  pierces  the  fascia 
lata  about  an  inch  in  front  of  (he  tuber  ischii  and  nearly  the  same  distance 
on  the  outer  side  of  the  ramus  of  the  ischium,  and  passes  forwards  beneat  h 
the  superficial  fascia,  with  the  perinseal  nerves,  to  supply  the  skin  at  the 
fore  and  outer  part  of  the  scrotum  in  the  male,  and  the  labia  majora  in  the 
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female.  It  joins  t  he  posterior  superficial  perinaeal  and  inferior  hsemorrhoidal 
nerves. 

Superficial  Perinaeal  Nerves. — These  have  been  partly  described  in 
the  preceding  section,  and  are  two,  anterior  and  posterior.  'They  are 
branches  of  the  perinaeal  branch  of  the  pudic  nerve. 

The  Posterior  Superficial  Perincval  is  found  passing  from  the  back  to 
the  front  of  the  ischio-rectal  fossa,  and  gett  ing  beneath  the  superficial  fascia, 
passes  forwards,  with  its  accompanying  artery  and  with  the  anterior  nerve, 
to  the  back  of  the  scrotum,  where  it  communicates  with  the  inferior 
pudendal  and  anterior  perinaeal.  In  the  fossa  it  gives  branches  to  the 
sphincter  ani  and  skin  in  front  of  the  anus.  These  anastomose  with  the 
inferior  hoemorrhoidal  nerve. 
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Fig.  480.— Nerves  of  male  perineum. 


1.  Ischium.  2.  Scrotum.  13.  Great  sacro-sciatic  ligament  cut.  7  is  placed  in  the  triangle  bounded  by  the  supf1. 
transverse  muscle  behind,  the  ischio-cavernosus  outside,  and  the  bulbo-cavernosns  in  the  mid-line.  The  ext. 
sphincter,  lev.  ani,  origins  of  the  adductors,  and  on  the  left  of  the  figure  the  origins  of  the  hamstrings,  are 
shown. 


The  Anterior  Superficial  Perincval  appears  at  the  anterior  part  of  the 
ischio-rectal  fossa,  passes  under  the  transversal  is  perinsei  muscles,  and 
accompanies  the  posterior  perin  teal  nerve  to  the  back  of  the  scrotum  and 
under  part  of  the  penis.  It  gives  filaments  to  the  levator  ani  and  trans- 
versus  perinsei,  and  is  accompanied  by  the  superficial  perinaeal  artery. 
These  nerves  are  accompanied  to  the  scrotum  by  the  inferior  pudendal 
branch  of  the  small  sciatic  nerve,  and  the  three  are  sometimes  named  long 
scrotal  nerves.  They  supply  the  scrotum  by  long  slender  filaments 
which  reach  to  the  under  surface  of  the  penis.  In  the  female  they  end  in 
the  labia  majora. 


v  v  2 


II UMA  N  MORVIIOLOG  Y. 


(HiO 


The  'muscular  branches  of  the  peri  nasal  nerve  will  he  seen  as  the  dis¬ 
section  proceeds. 

Dissection. — Remove  the  cellulo-fatty  tissue  and  vessels  and  nerves 
from  one  side,  say  the  left;  also  the  thin  layer  of  fascia  which  is  above 
the  muscles.  The  muscles  superficial  to  the  triangular  ligament  will  then 
be  exposed.  There  are  three  ;  the  one  in  the  middle  being  the  ejaculator 
urinae,  that  on  the  outer  side  is  the  erector  penis,  and  a  small  muscle  at 
the  back  part  of  the  space,  running  nearly  transversely  inwards,  is  the 
transversus  perinaei.  These  three  muscles  enclose  the  triangular  space 
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Fig.  481.  Superficial  dissection  of  male  pkuin.ku.u. 

LEFT  SIDE. 


The  fascia  removed  on 


A.  Skill.  B.  Supf.  fascia.  C.  Deep  layer  of  supf.  fascia.  D.  Deep  fascia. 


in  which  the  superficial  peri  meal  muscles  and  nerves  will  be  found,  and 
beneath  (lie  transversalis  the  muscular  branch  of  the  perinaeal  nerve- should 
be  defined. 

The  Erector  Penis,  or  Ischio-cavernosus,  embraces  (lie  unattached  part 
of  the  crus  penis,  and  is  narrower  at  each  end  than  in  the  middle.  It 
arises  by  tendinous  and  fleshy  fibres  from  the  inner  part  of  the  tuber 
ischii  behind  the  attachment  of  the  crus  penis  to  it,  and  also  from  the 
pubic  arch  on  either  side  of  the  crus.  The  fibres  pass  forwards  to  a  ten- 
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dinous  expansion  which  is  spread  over  the  under  surface  of  the  crus,  and 
is  inserted  into  the  outer  and  under  surface  of  the  forepart  of  the  crus. 

Action. — It  compresses  the  crus  against  the  bone,  and  assists  in  produc¬ 
ing  or  in  maintaining  erection  of  the  penis  by  preventing  the  escape  of 
blood  from  the  distended  veins. 

Nerve. — Th  e  peri  naval . 

Relations. —  ll  lies  on  the  crus  and  root  of  the  penis,  and  on  the  bone, 
and  has  the  superficial  fascia  above  it  fin  this  position)  and  forms  the  outer 
boundary  of  the  triangle  already  mentioned. 

Varieties. — Two  slips  of  muscle,  apparently  belonging  to  the  erectores 
penis,  but  separated  by  a  slight  interval  from  t  hem,  have  been  described 
by  Houston  and  named  by  him  compressores  venae  dorsalis  penis.  They 
arise  from  the  pubic  arch  above  the  attachments  of  the  crura  and  erectors, 
and  passing  up  and  forwards,  join  each  other  in  the  mid-line,  where  they 
are  above  the  dorsal  vein.  They  are  inconstant  in  man,  but  are  well 
developed  in  the  dog  and  several  other  animals. 

The  Ejaculator  Urinae,  or  Bulbo-cavernosus,  or  accelerator  urinse,  is  com- 


Fig.  482. — Dissection  of  the  muscles  at  the  root  of  the  tenis.  Right  side. 

posed  of  two  symmetrical  halves  united  in  the  mid-line  by  a  tendinous 
raphe.  It  may  be  considered  as  a  single  muscle  which  arises  from  this 
median  tendon  and  from  the  central  point  of  the  perinaeum.  Its  fibres 
diverge  and  form  a  thin  layer,  the  most  posterior  of  which  are  inserted  on 
the  anterior  surface  of  the  triangular  ligament.  The  middle  fibres  encircle 
the  bulb  and  neighbouring  part  of  the  corpus  spongiosum  urethrae,  as  far 
forwards  as  the  union  of  the  corpora  cavernosa,  and  join  the  fibres  of  the 
opposite  muscle  in  a  strong  aponeurosis  on  the  upper  part  of  the  corpus 
spongiosum.  The  anterior  fibres  are  the  most  distinct  and  the  longest; 
they  spread  out  on  the  sides  of  the  corpora  cavernosa,  and  are  inserted , 
partly  into  their  outer  parts  anterior  to  the  insertion  of  the  erector  penis, 
and  partly  by  a  tendinous  expansion  over  the  dorsal  vessels  of  the  penis. 

Actions. — The  two  lateral  portions,  acting  as  one  muscle,  compress  the 
bulb  and  neighbouring  part  of  the  corpus  spongiosum,  so  as  forcibly  to 
eject  any  fluid  which  may  be  in  the  canal.  It  is  relaxed  during  micturi¬ 
tion,  but  can  be  voluntarily  contracted  towards  the  end  of  I  hat  process  ;but 
in  seminal  emission  it  acts  involuntarily.  The  anterior  fibres  being  in- 


(162  HUMAN  MORPHOLOGY. 

sorted  over  Ihe  dorsal  vein  can  assist,  in  maintaining  erection,  and  the 
middle  fibres  are  stated  by  Krause  to  assist  in  erection  by  compressing  the 
erectile  tissue  of  the  bulb  and  keeping  the  corpus  spongiosum  distended. 

Relations. — Superficially,  with  the  deep  layer  of  the  superficial  fascia ; 
deeply,  with  the  bulb  and  urethra  for  three  inches  in  front  of  the  triangular 
ligament;  externally,  with  the  superficial  perimeal  vessels  and  nerves  and 
erector  penis;  posteriorly,  with  the  transversus  perinaei  and  transverse 
artery ;  and  the  artery  of  the  bulb  pierces  it. 

Nerve. — The  peri  meal . 

Variety. — The  deeper  fibres  investing  the  most  prominent  part  of  the 
bulb  are  separated  by  some  thin  areolar  tissue  from  the  superficial  layer. 


Pudic  nerve  and  art.,  and 
triangular  ligament 
beneath  them 


Fig.  183.— Superficial  dissection  of  perix.euM. 

The  deep  layer  of  the  superficial  fascia  is  reflected,  and  on  the  left  its  continuation  with  the  triangular 

ligament  is  shown. 

They  join  the  corresponding  part  of  the  muscle  of  the  opposite  side  by  a 
small  tendon  above  the  urethra.  Kobelt  has  described  them  as  a  separate 
muscular  stratum,  and  named  the  muscle  compressor  hemisphencus 

bulbi. 

Dissection. — Divide  the  ejaculator  on  one  side  longitudinally,  and  re¬ 
flect  it  from  the  penis  so  as  to  see  its  junction  with  its  fellow  above  the 
urethra  and  above  the  corpora  cavernosa. 

The  Transversus,  or  Transversalis  Perinaei,  is  a  narrow,  thin,  inconstant 
muscular  slip  which  crosses  the  perimeum  obliquely  along  the  base  of  the 
triangular  ligament.  It  arises  by  a  small  tendon  from  the  inner  and  fore¬ 
part  of  the  ischial  tuberosity,  and  passing  forwards  and  inwards  joins  the 
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muscle  of  the  opposite  side  in  tho  central  perinaeal  point.  At  this  latter 
spot  it  also  joins  the  accelerator  urinae  in  front  and  the  sphincter  ani  be¬ 
hind.  Around  the  posterior  border  of  this  muscle  the  dee])  layer  of  the 
superficial  fascia  joins  the  anterior  layer  of  the  triangular  ligament. 

Action. — The  two  acting  together  will  draw  back  and  fix  the  central 
point  of  the  perinaeiun,  and  so  help  to  steady  it  previous  to  the  contraction 
of  the  ejaculator.  This  backward  movement  of  the  central  point  will  help 
to  relax  the  sphincter  ani. 

Relations. — Superficially ,  the  superficial  fascia  ;  deeply,  the  triangular 
ligament,  the  transverse  artery,  t  he  artery  to  the  bulb,  and  anterior  super¬ 
ficial  perinaeal  nerve.  The  posterior  superficial  perinaeal  nerve  and  artery 
run  above  it  at  its  outer  side. 

Variety. — There  is  occasionally  a  second  muscular  slip  in  front  of  or 
behind  it  which  is  inserted  into  the  ejaculator.  It  has  been  called  the 
transversalis  alter.  It  may  be  absent. 


Bladder. 


Ureter 
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pelvic  fascia 
Obt.  int* 

Prostate 
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Lev. 
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Compr.  urethrae. 
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angular  lit;.' 
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Fig.  484. — Diagram  of  a  vertical  longitudinal  section  through  pelvis  at 

PUBIC  ARCH  TO  SHOW  THE  TWO  PERIN.EAL  COMPARTMENTS  AND  THEIR  CONTENTS. 


Altered  from  Cunningham. 

Nerve. — The  perinaeal. 

These  three  muscles  bound  a  triangular  space  which  is  covered  in  by 
the  deep  layer  of  the  superficial  fascia,  and  the  floor  of  which  is  formed  by 
the  anterior  layer  of  the  triangular  ligament.  It  contains  the  superficial 
perinaeal  vessels  and  nerves  which  run  forwards  in  it,  and  the  transverse 
perinaeal  artery  which  runs  inwards  along  its  base. 

Dissection. — On  one  side,  say  the  left,  remove  the  ejaculator  from  the 
front  of  the  triangular  ligament  and  the  erector  from  the  crus  penis. 
Carefully  divide  the  crus  near  its  attachment  to  the  bone  so  as  not  to  injure 
the  triangular  ligament  or  the  terminal  branches  of  the  pudic  artery  and 
nerve.  The  deep  branches  of  the  perinaeal  vessels  and  nerves  should  be  de¬ 
fined  on  the  right  side  beneath  the  transversalis  muscle. 

The  Triangular  Ligament,  of  the  Urethra,  or  Deep  Perinaeal  Fascia,  is 
a  strong  membranous  layer  which  supports  the  urethra  and  closes  the  an¬ 
terior  part  of  the  pelvic  outlet.  It  is  triangular,  and  about  an  inch  and  a 
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half  deej)  in  the  mid-line,  and  is  attached  above,  by  its  apex,  to  the  under 
surface  of  the  symphysis  pubis  and  subpubic  ligament,  and  on  each  side 
to  the  rami  of  pubes  and  ischium,  beneath  the  crura  penis.  Its  base,  or 
inferior  margin,  is  towards  the  rectum,  and  is  connected  in  the  mid-line  to 
the  central  peri n seal  point ;  while  laterally  it  is  free,  and  slopes  obliquely 
towards  the  tubera  ischii.  It  is  continuous  around  the  posterior  border  of 
the  transversus  peri  me  i  with  the  deep  layer  of  the  superficial  fascia,  and 
also  with  the  thin  fascia  covering  the  levator  ani. 


Fir.  485.-  Diagram  op  antero-posterior  vertical  section  op  male  pelvic 

ORGANS  TO  SHOW  THE  PERIN.EAL  FASCIA. 

Cowper’s  gland  has  been  inserted,  although  it  is  to  one  side  of  t lie  rectum. 


It  is  pierced  about  an  inch  below  the  symphysis  by  the  urethra,  but 
the  margin  of  the  opening  is  blended  with  the  fibrous  covering  of  the  corpus 
spongiosum.  About  midway  above  this  is  the  aperture  for  the  dorsal  vein 
of  the  penis,  and  external  to  this,  near  the  bone  on  each  side,  the  pudic 
artery  and  nerve  pierce  the  ligament  by  separate  apertures. 

The  Deep  Perinseal  Fascia  consist  s  of  two  layers,  anterior  and  posterior, 
which  are  separated  above  but  join  below.  The  anterior  layer  is  formed 
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chiefly  of  transverse  fibres,  and  is  united  at  its  base  with  the  deep  layer  of 
the  superficial  fascia.  It  is  continued  forwards  around  the  anterior  part  of 
the  membranous  portion  of  the  urethra,  and  is  lost  upon  the  bulb.  The 
posterior  layer  is  continuous  with  the  recto-vesical  division  of  the  pelvic 
fascia,  and  is  also  continuous  with  the  anterior  layer  of  the  deep  perinaeal 
fascia  above,  and  passes  back  around  the  posterior  part  of  the  membranous 
urethra  and  the  outer  surface  of  the  prostate  gland. 

Relations. — Superficial  to  the  anterior  layer  are  the  three  muscles  just 
described,  and  the  superficial  perinaeal  vessels  and  nerves  ;  and  between  the 
two  layers  are,  from  above  downwards,  the  subpubic  ligament,  the  dorsal 
vein  of  the  penis,  the  membranous  part  of  the  urethra  and  its  muscles, 
Cowper’s  glands  and  their  ducts,  the  pudic  vessels  and  nerves,  the  artery 


Sub-pubic  lig, 
Dorsal  a, 
„  n 
v. 


Liue  of  attach¬ 
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point 


rubic  ramus 


■Urethra  and 
compr.  urethra: 
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Deep  layer  of 
superficial 
fascia  reflected 


Fig.  486. — Diagram  of  the  triangular  ligament  of  Cowper. 

1.  Deep  layer  of  superficial  fascia.  2.  Its  junction  with  the  anterior  layer  of  the  triangular  ligament  behind  the 
supt1.  transverse  muscle.  3.  The  blending  of  the  two  layers  of  the  triangular  ligament  posteriorly.  On  the 
left  of  the  figure  the  continuation  of  1  with  the  superficial  abdominal  fascia  is  shown.  The  two  layers  of  the 
triangular  ligament  are  differently  shaded  for  the  sako  of  diagrammatic  clearness.  Excepting  Cowper's  glands 
all  the  structures  between  the  triangular  ligament  and  the  deep  layer  of  supt'.  perimnal  fascia  have  been 
removed. 


and  nerve  to  the  bulb,  and  a  venous  plexus.  To  see  these,  the  following 
directions  must  be  obeyed. 

Dissection. — On  the  left  side  carefully  divide  the  anterior  layer  of  the 
dee})  peri  meal  fascia  near  the  pubic  arch  ;  raise  it  and  reflect  it  inwards  ; 
carefully  clean  any  structures  exposed,  and  remove  the  veins  if  necessary. 

Position  of  parts  between  the  layers  of  the  Deep  Perinaeal  Fascia. _ Tn 

the  mid-line,  below  the  pubes,  is  the  subpubic  ligament,  and  below  this 
are  the  dorsal  vein  of  the  penis  and  membranous  part  of  the  urethra  below 
which  are  the  ducts  of  Cowper's  glands,  the  latter  being  beneath  (lie  deep 
transverse  muscle.  Near  the  base  of  the  ligament  is  the  deep  transverse 
muscle;  and  above  it,  passing  inwards  from  behind  the  pubic  arch  to  the 
urethra,  is  the  constrictor  urethne  which  surrounds  the  membranous 
urethra.  Close  to  the  pubic  arch  on  either  side  are  the  pudic  vessels  and 
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nerves,  the  latter  being  deeper  than  the  artery,  which  here  gives  its  branch 
to  the  bulb.  The  posterior  layer  of  the  fascia,  which  separates  these 
structures  from  the  pelvic  cavity,  is  placed  beneath  these  structures.  The 
deep  lymphatic  vessels  of  the  penis  accompany  the  dorsal  vein. 

Muscles. — There  are  two  of  these  in  connection  with  the  membranous 
portion  of  tin;  urethra.  They  are  the  constrictor  or  compressor  urethrae, 
and  the  deep  transverse  muscle. 

The  Constrictor  Urethrae,  or  Constrictor  Isthmi  Urethralis,  or  Orbicular 
muscle  of  the  urethra,  consists  of  a,  number  of  transverse  fibres  which  en¬ 
close  the  membranous  part  of  the  urethra  -and  pass,  some  above  and  others 
below  it.  It  arises  by  aponeurotic  fibres  from  the  upper  part  of  the  pubic 
ramus  on  each  side  for  half  or  three  quarters  of  an  inch,  and  from  the  pos¬ 
terior  layer  of  the  triangular  ligament.  Each  half  of  the  muscle  passes  in¬ 
wards,  and  divides  into  two  layers  which  surround  the  membranous  urethra, 
one  set  passing  over,  the  other  under  that  canal,  from  the  prostate  behind 
to  the  bulb  in  front,  and  unite  by  a  tendinous  raphe  on  the  upper  and 
lower  surfaces  of  the  urethra  with  the  muscles  of  the  opposite  side.  It 
may  be  regarded  as  a  single  muscle  extending  across  the  perinaeum,  and 
enveloping  the  urethra  in  the  same  manner  as  the  sphincter  ani  encloses 
the  lower  end  of  the  rectum. 

Action. — Both  muscles  act  as  a  single  sphincter,  and  diminish  the 
calibre  of  the  membranous  urethra  expelling  its  contents.  It  is  relaxed 
during  micturition,  but  at  the  end  of  that  process  it  contracts  and  assists 
the  ejaculator  in  emptying  the  canal. 

Relations. — Its  inner  surface  is  in  relation  with  the  circular  in¬ 
voluntary  muscular  fibres  of  the  urethra,  and  its  outer  with  the  deep 
layer  of  the  triangular  ligament,  which  separates  it  from  the  anterior 
fibres  of  the  levator  ani.  It  is  enclosed  between  the  two  layers  of  the 
deep  fascia. 

Nerve. — The  perinaeal. 

Variety. — The  tendinous  raphe  is  not  constant. 

The  Deep  Transversus  Perinsei,  or  Levator  Urethrae  of  Santorini,  or 
Guthrie’s  muscle,  is  inconstant,  and  is  a  thin  flat  layer  near  the  base  of 
the  triangular  ligament.  It  arises  from  the  margin  of  the  pubic  arch, 
and  passes  obliquely  in,  behind  the  bulb  and  the  membranous  part  of  the 
urethra,  to  the  mid-line,  where  it  joins  its  fellow  of  the  opposite  side,  and 
is  inserted  into  the  central  perinatal  point. 

Action. — It  will,  like  the  superficial  transverse  muscle,  fix  the  central 
point  of  the  perinauun. 

Relations. — It  conceals  Cowper’s  gland,  is  between  the  two  layers  of 
the  dee])  fascia,  and  has  the  pudic  artery  and  nerve  beneath  it  at  its  outer 
side,  and  the  artery  of  the  bulb  above  its  upper  border. 

Nerve. — The  perinseal. 

Variety. — It  may  be  absent,  and  is  not  always  separated  from  the 
preceding  muscle. 

Dissection. — Carefully  divide  the  thin  constrictor  urethrae  muscle  to 
expose  the  involuntary  circular  fibres  surrounding  the  membranous 
urethra. 

The  Circular  Muscular  Fibres  are  immediately  beneath  the  transverse 
fibres  of  the  constrictor,  and  are  continuous  posteriorly  with  the  circular 
fibres  of  the  prostate  and  bladder.  They  surround  the  urethra  from  the 
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bulb  to  the  prostate.  This  layer  is  a  part  of  the  large  involuntary 
sphincter  muscle  surrounding  I  he  commencement  of  the  urethra,  ol  which 
ihe  prostate  is  the  major  part. 

Variety. — An  unstriped  band  of  fibres,  called  puho-vesical,  has  been 
described  by  Luschka  as  passing  from  the  back  of  the  symphysis  to  the 
upper  part  and  sides  of  the  neck  of  the  bladder. 

Action. — It  aids  in  expelling  the  contents  of  the  urethra. 

Wilson's  Muscle,  or  the  pubo-urethral,  is  variable  and  inconstant.  Some 
anatomists  regard  it  as  formed  by  the  anterior  fibres  of  the  levator  ani,  and 
others  as  only  the  posterior  part  of  the  deep  transverse,  but  Wilson’s 
muscle  is  situated  above  the  latter,  has  a  different  direction,  and  is  sepa¬ 
rated  from  it  by  a  delicate  fibrous  layer.  It  corresponds  to  the  posterior 
part  of  the  membranous  urethra.  It  arises  on  either  side  from  the  under 


Fio.  4S7. — Dissection  of  anterior  part  of  levator  ani  and  other  perin.eal 

MUSCLES. 

The  external  sphincter  surrounds  the  anus,  and  its  superficial  fibres  are  cut  on  the  right  of  the  figure,  but  its 
deep  fibres  are  shown  on  the  left  passing  to  the  front  of  the  rectum.  The  auo-urethral  and  adductor  or  com¬ 
pressor  prostatae  are  parts  of  the  lev.  ani,  and  the  ano-bulbar  fibres  may  come  from  the  lev.  ani  or  from  the 
deep  part  of  the  ext.  sphincter. 


surface  of  the  symphysis,  and  is  inserted  into  the  suburethral  raphe,  form¬ 
ing  a  loop  which  embraces  the  posterior  part  of  the  urethra.  Its  middle 
fibres  pass  directly  from  the  triangular  ligament  to  the  upper  part  of  the 
urethra,  and  form  a  layer  between  the  pubo-prostatic  plexus  above,  the 
urethra  below,  tin;  prostate  behind,  and  the  angle  of  union  of  the  corpora 
cavernosa  in  front.  It  is  separated  on  each  side  from  the  anterior  fibres  of 
the  levator  ani  by  the  lateral  apomyosis  of  the  prostate. 

Actions. — It  raises  the  urethra  towards  the  symphysis,  and  aids  in  flu; 
expulsion  of  the  urine  and  semen,  and  can  compress  the  pubo-prostatic 
plexus. 

Nerve. — The  internal  pudic. 

Gowper's  Glands  are  placed  immediately  below  the  membranous 
urethra,  just  behind  the  bulb  and  below  the  artery  to  that  structure.  If 
the  transverse  muscle  be  carefully  divided  and  reflected,  it  will  be  fully 
exposed. 
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Each  gland  is  of  about  the  size  of  a  pea,  and  consists  of  lobules  held 
together  by  connective  tissue.  The  lobules  are  made  up  of  small  vesicles 
which  are  lined  by  squamous  epithelium.  The  duct  of  each  gland  is 
nearly  an  inch  in  length,  and  is  minute.  It  obliquely  perforates  the  corpus 
spongiosum,  and  opens  into  Ihe  urethra  about  half  an  inch  in  front  of 
the  triangular  ligament.  In  its  wall  are  unstriped  muscular  fibres,  and 


Fig.  48S. — Diagram  of  vertical  transverse  section  through  the  perinatal 

FASCI.E  AND  IJULB. 

its  mucous  lining  is  covered  by  columnar  epithelium.  In  old  men  they 
are  much  decreased  in  size. 

Directions. — The  anterior  parts  of  the  pudic  vessels  and  nerves  and 
their  branches  must  be  now  traced  out. 

The  nerve  accompanies  the  artery,  but  is  more  deeply  placed. 


Veins  cut 


Wilson's  muscle . 
middle  portion 


Intermuscular  septum 
between  Wilson's 
muscle  and  levator  ani 


Fig.  tsi).  Dissection  of  Wilson’s  muscle. 


Tlic  bulb  and  anterior  part  of  the  membranous  urethra  have  been  removed. 


The  Pudic,  or  Internal  Pudic  Artery,  is  the  smaller  of  the  two  terminal 
branches  of  the  anterior  division  of  the  internal  iliac,  and  is  destined  for 
the  sup] dy  of  the  pevinteum  and  external  genital  organs.  It  is  smaller  in 
the  female.  Its  posterior  portion  in  the  purinseum  has  already  been  dis¬ 
sected.  Its  anterior  part,  after  piercing  f  he  posterior  layer  of  the  deep 
perimeal  fascia  runs  forwards  between  the  layers  of  that  fascia  along  the 
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inner  margin  of  the  pubic  arch  nearly  to  the  pubes,  where  it  perforates 
the  superficial  layer  of  the  deep  perinaeal  fascia  or  triangular  ligament, 
and  divides  into  its  two  terminal  branches,  viz.  the  dorsal  artery  of  the 
penis,  and  the  artery  of  the  corpus  cavernosum. 

Relations. —  In  this  part  of  its  course  it  is  between  the  two  layers  of 
the  deep  perinaeal  fascia,  close  to  the  pubic  arch,  and  usually  beneath  the 
deep  transverse  muscle.  The  membranous  urethra  and  its  branch  to  the 
bull)  are  on  its  inner  side,  and  the  nerve  is  deeper  than  the  vessel.  It  is 
accompanied  by  venae  comites,  and  gives  off  the  following  branches;  viz. 


Fig.  490. — Deeper  dissection  ok  male  peiun.eum. 


the  artery  of  the  bulb,  muscular,  the  artery  of  the  corpus  cavernosum , 
and  the  dorsal  artery  of  the  penis. 

The  Artery  of  the  Bulb  is  a  large  but  short  vessel,  which  is  given  off 
near  the  base  of  the  triangular  ligament,  and  passes  between  the  two 
layers  of  the  deep  perinaeal  fascia  obliquely  inwards,  about  half  an  inch 
from  its  base  to  the  back  of  the  bulb,  which  it  pierces,  and  supplies  it  and 
the  corpus  spongiosum.  A  small  branch  to  Cowper’s  gland  is  given  off  by 
it  near  the  urethra. 

Varieties. — It  is  sometimes  small,  occasionally  double,  and  may  be 
altogether  absent.  It  may  arise  earlier,  i.e.  further  back  in  the  perinseum 
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than  usual,  and  would  then  reach  the  bulb  from  behind.  In  the  latter 
case  it  would  be  altogether  below  the  base  of  the  triangular  ligament, 
would  cross  the  front  of  the  ischio-rectal  fossa,  and  would  be  very  liableto 
be  wounded  in  the  lateral  operation  for  lithotomy.  On  the  other  hand, 
should  it  arise  from  an  accessory  pudic  artery,  it  would  be  placed  more 
forward  than  usual,  and  is  out  of  danger  in  the  latter  operation. 

Muscular  Branches  are  given  off  to  the  constrictor  urethrae,  and 
levator  and  sphincter  ani,  as  the  vessel  is  about  to  pierce  the  posterior 
layer  of  the  triangular  ligament. 

The  artery  of  tlie  corpus  cavernosum  ( profunda  penis),  is  one  of 
the  terminal  branches  of  the  internal  pudic,  arising  from  that  vessel 


Fig.  491.— Deep  dissection  of  the  male  pkrin.-eum  and  gluteal  region. 

The  dissection  has  been  carried  deeper  on  the  right  side  of  the  subject. 


while  it  is  placed  between  the  crus  penis  and  the  pubic  ramus.  It  pierces 
the  crus  obliquely,  and  runs  forward  in  the  corpus  cavernosum  by  the  side 
of  the  septum  pectiniforme,  supplying  it  and  the  erectile  tissue  of  the 
bulb. 

The  Dorsal  Artery  of  the  Penis  is,  in  size  and  direction,  the  continu¬ 
ation  of  the  pudic.  It  runs  up  between  the  crus  and  pubic  symphysis 
and  pierces  the  suspensory  ligament  of  the  penis,  running  forwards  along 
the  dorsum  of  the  penis  immediately  beneath  the  skin,  parallel  with,  but 
external  to  the  dorsal  vein.  At  the  glans  penis  it  divides  into  two 
branches  which  supply  the  glans  and  prepuce.  It  supplies  the  skin  ot  the 
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penis  and  fibrous  sheath  of  the  corpus  cavernosuni,  anastomosing  with  the 
deep  arteries.  It  will  be  dissected  with  the  external  organs  of  generation. 

Variety. — Tiedemann  gives  a  drawing  of  a  case  in  which  this  vessel 
arose  from  the  deep  femoral  artery,  and  passed  obliquely  up  and  in  to  reach 
the  root  of  the  penis.  1  have  seen  one  instance  of  this  which  occurred 
only  on  the  left  side. 

Varieties  of  the  Padic  Artery. — It  is  sometimes  small  or  defective  in 
one  or  more  of  its  usual  branches,  in  which  case  an  accessory  pudic  is  the 
supplementary  vessel  which  remedies  the  defect.  The  Accessory  Padic 
may  be  given  off  from  the  anterior  division  of  the  internal  iliac,  or  more 
commonly  from  the  pudic  itself,  before  the  latter  leaves  the  pelvis  through 
the  great  sacro-sciatic  foramen.  It  pierces  the  triangular  ligament  after 
having  run  along  the  lower  part  of  the  bladder  and  upper  part  of  the 
prostate,  and  runs  forwards  above  the  membranous  urethra  to  the  peri- 
naeum,  where  it  gives  off  the  branches  usually  derived  from  the  pudic,  viz. 
the  artery  of  the  bulb,  that  of  the  corpus  cavern osum,  and  the  dorsal  artery 
of  the  penis.  The  accessory  pudic  sometimes  arises  from  other  branches 
of  the  internal  iliac,  and  not  uncommonly  from  the  prostatic  or  some  other 
branch  of  the  inferior  vesical  artery,  and  a  vessel  having  a  similar  distri¬ 
bution  may  come  from  the  external  iliac  through  the  epigastric  or  through 
an  irregular  obturator. 

The  most  common  deficiency  is  that  in  which  the  internal  pudic  ends 


Fig.  402. — Subpubic  venous  sinus  and  pubo-prostatic  plexus,  in  which  the 

DORSAL  VEIN  OF  THE  PENIS  ENDS. 


as  the  artery  of  the  bulb.  In  this  case  the  arteries  of  the  corpus  caver- 
nosum  and  dorsum  of  the  penis  are  derived  from  the  accessory  pudic.  But 
all  three  arteries  to  the  penis  may  be  supplied  by  the  accessory  pudic,  the 
pudic  trunk  itself  ending  as  the  superficial  perinaeal.  Both  cavernosus 
vessels  have  been  given  off  by  a  single  accessory  pudic,  whilst  the  pudic  of 
the  right  side  furnished  both  dorsal  arteries.  On  the  other  hand  only  a 
single  branch  has  been  seen  to  come  from  the  accessory  vessel,  that  either 
takes  the  place  of  an  ordinary  branch  of  the  pudic  trunk,  which  may  be 
wanting,  or  to  supplement  one  of  the  branches  which  may  be  very 
small. 

Two  Padic  veins  accompany,  and  have  the  same  relations  as  the 
artery,  and  receive  similar  branches,  except  that  the  dorsal  vein  of  the 
penis  does  not  join  them,  but  pierces  the  triangular  ligament  and  divides 
into  two  branches  which  enter  the  prostatic  plexus. 

The  Pudic  Nerve. — The  posterior  portion  of  this  nerve  was  dissected 
with  the  ischio-rectal  fossa.  Its  anterior  part  passes  along  the  anterior  half 
of  the  perimeum,  much  diminished  in  size,  and  between  the  layers  of  the 
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triangular  ligament,  which  it  pierces  near  the  pubes,  and  is  continued  on 
the  dorsum  of  the  penis  with  the  dorsal  branch  of  the  pudic  artery.  Its 
termination  will  be  described  with  the  external  genitals. 

The  Corpus  Spongiosum  and  Deep  Derinceal  Muscles  arc  supplied 
by  the  perinasal  branch  of  the  pudic  nerve.  Muscular  offsets  are  given  off 
near  the  base  of  the  triangular  ligament,  and  pass  beneath  the  transversalis 
muscle,  piercing  the  triangular  ligament  to  supply  the  muscles  between 
its  layers.  The  nerve  of  the  bulb  is  a  slender  long  branch  supplying  the 
corpus  spongiosum.  Some  of  its  filaments  pass  for  some  distance  on  the 
fibrous  sheath  of  the  corpus  spongiosum  before  penetrating  it  to  reach  the 
vascular  structure  in  its  interior. 

Surgical  Applications. — The  student  should  replace  the  triangular 
ligament  and  draw  the  rectum  forwards  so  as  to  occupy  its  natural  posi¬ 
tion.  The  position  of  the  various  parts  in  regard  to  the  incision  required 
in  the  lateral  operation  of  cutting  for  stone  should  now  be  studied.  This 
operation. is  generally  executed  on  the  left  side  of  the  perinaeum,  this  being 
more  convenient  for  a  right-handed  operator,  but  the  structures  divided 
will  be  similar  should  the  operation  be  done  on  the  right  side.  A  grooved 
staff  having  been  previously  introduced  into  the  bladder,  and  the  stone 
struck,  the  patient  is  tied  in  the  lithotomy  position,  i.e.  in  the  position 
the  subject  was  placed  in  for  the  dissection  of  the  perinaeum.  The  first 
incision  should  begin  midway  between  the  back  of  the  scrotum  and  the 
anus,  about  an  inch  and  a  half  in  front  of  the  latter  and  slightly  to  the  left 
of  the  raphe.  It  is  carried  obliquely  back  and  out  to  midway  between  the 
anus  and  ischial  tuberosity.  This  cut  divides  the  skin  and  superficial 
fascia,  the  inferior  hsemorrhoidal  vessels  and  nerves,  and  the  superficial  and 
transverse  perinaeal  vessels  may  also  be  divided.  In  the  deeper  incision 
the  knife  is  introduced  into  the  anterior  portion  of  the  wound  and  the  base 
of  the  triangular  ligament,  the  deep  transverse  perinaeal  muscle,  the  pos¬ 
terior  fibres  of  the  accelerator  mime,  the  anterior  part  of  the  levator  ani, 
the  constrictor  urethrae,  and  involuntary  circular  fibres  and  mucous  lining  of 
the  urethra  will  be  divided  before  the  knife  can  enter  the  groove  of  the 
staff.  As  the  knife  is  pushed  along  the  staiff  into  the  bladder,  it  divides 
the  membranous  portion  of  the  urethra,  and  about  an  inch  of  the  left  lobe 
of  the  prostate  glamd  with  the  anterior  venules  of  Ihe  prostatic  plexus  of 
veins.  The  knife  is  then  withdrawn  in  a  direction  down  and  out  from  the 
urethra,  and  partly  through  the  left  lobe  of  the  prostate  above  the  level 
of  the  ejaculatory  duct. 

In  this  operation  the  following  parts  must  not  be  wounded,  and  may 
usually  be  avoided  by  attending  to  the  following  instructions.  The  first 
incision  should  not  be  made  too  near  the  mid-line,  lest  the  bulb  of  the 
corpus  spongiosum  or  the  rectum  be  wounded ;  nor  should  it  extend  too 
far  externally,  lest  the  pudic  artery  should  be  injured.  If  the  deep  inci¬ 
sion  be  too  far  forward  the  artery  to  the  bulb  may  be  divided,  and  if  it 
extend  too  far  backwards  the  whole  length  of  the  prostate  and  neck  of  the 
bladder  may  be  cut  through,  and  this  would  allow  the  urine  to  infiltrate 
into  Ihe  loose  cellular  tissue  between  the  bladder  and  rectum  and  behind 
the  pelvic  fascia,  instead  of  permitting  its  free  external  escape.  From  the 
unhealthy  nature  of  the  urine,  due  to  the  inflammation  of  the  mucous 
lining  of  the  bladder  set  up  by  the  presence  of  the  calculus,  diffused 
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inflammation  may  he  excited  in  the  cellular  tissue  and  give  rise  to  peri¬ 
tonitis  by  contiguity  of  the  recto-vesical  pouch  of  the  peritoneum. 

In  infants  and  children  it  is  possible  to  wound  the  pudic  vessels  near 
the  anterior  part  of  the  fossa,  where  they  are  near  the  base  of  the 
triangular  ligament ;  but  posteriorly  they  are  lodged  beneath  the  obturator 
fascia  under  cover  of  the  tuber  ischii  and  ischial  ramus.  Should  the 
artery  to  the  bulb  be  given  off  sooner  than  usual  it  will  cross  the  front  of  the 
ischio-rectal  fossa  and  must  almost  necessarily  be  wounded.  The  incision 
of  the  prostate  should  not  usually  extend  beyond  the  front  of  the  base  of 
the  gland,  so  as  to  avoid  wounding  the  recto-vesical  fascia  which  separates 
the  pelvis  from  the  perinseum.  It  should,  however,  be  stated  that  some 
operators  prefer  a  free  deep  incision,  because  the  stone  is  more  readily 
extracted,  because  less  injury  is  done  to  the  neck  of  the  bladder  through 
attempts  to  dilate  the  prostate  and  its  fibrous  sheath,  and  also  because  * 
the  external  incision  being  free  and  dependent,  there  is  little  fear  but 
that  the  urine  will  flow  out  through  the  wound.  The  accessory  pudic 
artery ,  when  present,  may  be,  and  has  been  wounded,  in  some  cases  causing 
immediate  or  subsequent  death  from  haemorrhage,  and  in  others  giving 
great  trouble  to  secure  it,  and  causing  the  patient  a  long  and  exhausting 
convalescence. 

In  elderly  people  the  prostatic  plexus  of  veins  is  enlarged,  and  gives  rise 
occasionally  to  troublesome  haemorrhage. 

Dissection. — Divide  the  central  point  of  the  perinseum  and  the  fibres 
of  the  levator  ani  which  descend  upon  the  sides  of  the  prostate  to  the 
rectum,  and  draw  the  gut  towards  the  coccyx,  at  the  same  time  drawing 
the  penis  and  scrotum  well  up  on  the  staff.  The  under  surface  of  the 
membranous  urethra  and  of  the  prostate,  the  neck  and  part  of  the  base  of 
the  bladder,  with  the  vasa  deferentia  and  vesicuhe  seminales,  will  be  ex¬ 
posed  and  should  be  cleaned.  These  parts  will  be  studied  in  another 
dissection,  but  the  student  should  now  make  himself  quite  familiar  with 
their  feel  and  relations. 

Directions. — Fasten  together  the  skin  flaps  after  sprinkling  salt  freely 
over  the  parts  that  have  been  dissected,  then  unfasten  the  limbs,  which  are 
to  be  placed  in  the  positions  proper  for  their  dissection,  and  the  structures 
of  the  abdominal  wall  should  then  be  examined. 


THE  FEMALE  PERINEUM. 

In  the  female  there  are  more  differences  in  the  external  configuration 
of  the  parts  than  in  the  internal  structure. 

External  Anatomy. — In  the  mid-line  there  is  the  aperture  of  the 
vagina,  on  either  side  of  which  are  the  labia  minora  and  majora.  From  the 
clitoris  which  is  situated  at  the  upper  part  (see  fig.  493),  two  membranous 
folds  which  pass  down  and  out  are  the  labia  minora;  below  the  clitoris  is 
the  meatus  of  the  urethra,  and  lower  still  is  the  orifice  of  the  vagina,  which 
is  in  maidens  commonly  closed  by  a  thin  membrane  of  variable  shape 
called  the  hymen. 

The  student  should  note  the  mons  veneris,  which  is  usually  covered 
with  hairs,  which  grow  in  a  triangular  manner,  the  base  of  the  triangle 
being  above,  w'hile  in  the  male  the  pubic  hair  tapers  up  to  the  umbilicus. 

x  x 
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There  are  few  exceptions  to  this  rule.  The  glans  anrl  fraenula  of  the 
clitoris,  the  vestibule  which  is  between  the  urethra  and  vagina,  the  carun- 
cuhr  myrtiformes  which  surround  the  lower  half  of  the  vaginal  orifice,  and 
which  are  corrugated  vascular  folds  of  mucous  membrane  and  may  be  seen 
in  infants  and  children,  but  which  were  for  a  long  time  supposed  to  be  the 
remains  of  the  ruptured  hymen,  should  also  be  examined.  The  fourchette 
or  fnonulum  pudendi  is  a  small  transverse  fold,  which  is  usually  lacerated 
in  the  first  labour,  and  is  placed  just  within  the  posterior  commissure,  and 
the  space  between  it  and  the  commissure  is  called  the  fossa  navicularis. 
Between  the  posterior  commissure  and  the  anus  is  the  perimeal  space. 
The  anus  is  situated  somewhat  farther  back  than  in  the  male. 

The  bony  and  ligamentous  limits  of  the  perinseum  and  the  contents 


Fig.  493.— The  external  female  genitals. 


and  boundaries  of  the  ischio-rectal  fossa3  are  similar  in  both  sexes,  but  the 
pelvic  outlet  is  larger  in  the  female. 

Dissection. — The  rules  given  for  the  dissection  of  the  male  perinrcum 
will  applv  for  the  most  part  to  the  female.  The  posterior  part  and  ischio¬ 
rectal  fossa  being  first  examined,  then  the  anterior,  in  the  dissection  of 
which  a  transverse  incision  should  be  made  in  front  at  the  anterior  part  of 
t lie  vulva.  (The  term  vulva  or  pudenda  is  applied  to  the  external  female 
genitals  as  a  whole.)  The  attachment  of  the  superficial  fascia  and  the 
cutaneous  vessels  and  nerves  are  to  be  made  out. 

Superficial  Fascia. — In  the  female  this  is  interrupted  in  the  mid-line 
by  the  orifice  of  the  vagina,  and  is  consequently  of  less  extent,  and  its 
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superficial  layer  passes  forwards  through  the  labia  majora  (which  are  analo¬ 
gous  lothe  two  halves  of  the  scrotum)  to  the  groins,  the  mons  veneris  and 
around  the  anus.  The  deep  layer,  which  is  more  membranous,  is  attached 
laterally  to  the  rami  of  pubes  and  ischium,  so  that  if  bloody,  serous,  or 
purulent  effusions  be  extravasated  beneath  it  they  may  pass  up  on  to  the 
abdomen,  back  around  the  anus,  but  not  into  the  thighs  ;  and  if  fluid  be 
effused  between  the  superficial  and  deep  layers  it  may  pass  into  all  the 
surrounding  regions.  In  the  deep  layer  there  is  a  serous  cavity  occupied 
by  the  round  ligament,  this  is  surrounded  by  a  thickish  layer  of  cellulo- 
fatty  tissue  which  is  continuous  with  that  which  lines  the  inguinal  canal. 
Broca  has  named  this  cavity  the  dartoic  sac ,  as  it  is  surrounded  by  white 
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Fig.  494. — Superficial  and  middle  fasciae  of  the  female  perineum. 


Dissections. — Remove  the  superficial  fascia  and  labia  majora,  and  define 
the  sphincter  muscle  surrounding  the  vaginal  orifice.  In  this  dissection 
the  transversus  perinsei  and  erector  clitoridis,  which  are  arranged  like  those 
in  the  male  but  are  smaller,  will  be  exposed. 

The  Sphincter  vaginae  corresponds  to  the  ejaculator  urime  in  the  male. 
It  surrounds  the  vaginal  orifice,  and  is  an  elliptical  orbicular  muscle 
attached  posteriorly  to  the  central  point  of  the  perinioum  where  it  blends 
with  the  sphincter  ani  and  transverse  perinaei  muscles.  Its  fibres  expand 
to  surround  the  orifice  of  the  vagina  and  vestibule,  embracing  on  the  outer 
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side  the  two  vestibular  bulbs.  In  front  they  become  narrow  and  approach 
each  other,  and  are  inserted  on  the  corpora  cavernosa  of  the  clitoris,  a  fas¬ 
ciculus  passing  over  these  and  enclosing  the  vena*  dorsalis. 

Action. — This  resembles  that  of  other  orbicular  muscles,  and  diminishes 
the  vaginal  orifice.  Its  action  is,  however,  in  most  subjects  feeble.  But  in 
certain  diseased  conditions  there  is  great  spasm  of  this  muscle,  to  which 
the  term  vaginismus  is  applied.  It  also  assists  in  fixing  the  central 
perimeal  point. 

Dissections. — Remove  the  outer  fibres  of  the  sphincter  and  detach  the 
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Fig.  4'j5. — Deeper  fascia  of  female  perineum. 


Vagina.  5,  G,  and  7.  Superficial  perinaial  fascia  cut.  The  transverse  perineal  artery  is  shown  and  the  muscle 
is  cut.  Beneath  il  is  the  posterior  layer  of  the  triangular  ligament  or  middle  fascia. 


crus  and  erector  clitoridis  from  the  pubic  ramus  to  see  the  triangular 
ligament. 

The  submtbic  fascia  or  triangular  ligament  is  not  so  strong  as  in  the 
male,  and  is  perforated  by  the  urethra.  It  is  partly  interrupted  behind  by 
the  vaginal  aperture. 

Dissection. — Remove  the  superficial  layer  of  this  fascia,  as  in  themale, 
to  expose  the  deep  muscles  and  pubic  vessels  and  nerves  and  their  branches. 
'The  description  given  in  the  dissection  of  the  male  perimeum  will  serve 
for  these  structures,  with  the  following  exceptions: 


DISSECTION  OF  THE  FERINE U. M. 
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The  deep  transverse  muscle  ( depressor  urethrae,  of  Santorini)  corre¬ 
sponds  to  part  of  the  constrictor  urethrae  of  the  male.  It  has  similar  con¬ 
nections  to  its  corresponding  muscle  in  the  male,  but  Santorini  described 
it  as  passing  above  instead  of  below  the  urethra. 


Fig.  49G. — Superficial  muscles  of  the  female  perineum. 

The  obturator  fascia  is  seen  between  the  levator  ani  and  tuber  ischii.  The  origins  of  the  muscles  from  the  pubic 

and  ischial  rami  are  shown. 


Coccyx 


Fig.  497. — Dissection  of  muscles  of  the  female  perineum,  superficial  on 

LEFT  AND  DEEP  ON  RIGHT. 

The  vascular  tissue  of  the  vaginal  bulb  is  shown  on  the  right  side  passing  from  the  clitoris  outside  the  urethra  to 

near  Bartholin’s  gland. 


Sphincter  vaginne 
Trans,  perinei 

Ext.  sphinc.  ani 
Lev.  ani 
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The  constrictor  urethrae  resembles  that  of  the  male,  and  there  are  two 
muscular  fasciculi  which  correspond  to  Wilson’s  muscle  and  are  inserted 
around  the  vaginal  bulb  and  at  the  sides  of  the  urethra. 

In  the  female  the  anterior  fibres  of  the  levator  ani  embrace  the  vagina 
as  they  do  the  prostate  in  the  male. 

In  tin*  female  that  branch  which  represents  the  artery  of  the  bulb  in 


Fig.  498. — Artekies  or  the  female  pekix.eum 

On  the  right  side  are  the  deep  and  on  the  left  are  the  superficial.  1.  Int.  pudic.  2.  Inf.  hsemorrhoidal. 

3.  Transverse  perinatal.  4.  Bulbar.  5.  Dorsal  of  clitoris. 

the  male  goes  to  supply  the  vagina,  and  the  terminal  branches  of  the  vessel 
are  much  smaller  than  in  the  male. 

The  pudic  nerve  resembles  the  artery  as  regards  the  branch  to  the 
vagina  and  in  the  smaller  size  of  the  ending  of  the  nerve  on  the 
clitoris. 


DISSECTION  OF  TIIE  RER1NJEUM. 
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SUMMARY  OF  DISSECTIONS. 


MALE  PERINEUM. 

ANAL  REGION. 

!•  After  reflecting  the  skin  and  noting  the  corrugator  cutis,  the  venous 
plexus  round  the  anus,  and  the  external  sphincter  and  its  attachments,  the 
ischio-rectal  fat  should  be  carefully  removed  from  the  fossa,  but  the  inferior 
hemorrhoidal  and  posterior  perineal  vessels  and  nerves  should  be  pre¬ 
served. 

2.  Define  the  boundaries  of  the  fossa,  which  are  the  gluteus  maximus 
behind,  the  obturator  interims  covered  by  its  fascia  on  the  outer  side,  and 
the  levator  ani  above  and  within. 

GENITAL  REGION. 

1.  A  median  incision  from  the  back  of  the  scrotum  around  the  anus  to 
the  tip  of  the  coccyx.  2.  Transverse  ones  on  the  outer  and  inner  side 
above  and  below. 

2.  In  the  superficial  fascia  notice  the  cutaneous  vessels  and  venous 
plexus  around  the  anus  and  the  superficial  perinoeal  nerves.  Dissect  out  the 
corrugator  cutis  and  external  sphincter.  Follow  out  the  dartos  and  trace 
the  inferior  hsemorrhoidal  vessels  and  nerves. 

3.  Make  out  the  attachments  of  the  deeper  layer  of  this  fascia,  which 
will  be  found  to  pass  below  the  transversus  perinei  and  to  be  continuous 
with  the  anterior  layer  of  the  triangular  ligament.  Reflect  it  to  expose 
the  superficial  muscles. 

4.  These  are  the  bulbo-cavernosus  in  the  mid-line,  the  ischio-cavernosus 
at  the  side,  and  the  transversus  perinsei,  forming  the  base  of  the  triangle. 
The  vessels  and  nerves  are  the  superficial  perinoeal,  the  long  pudendal  of 
small  sciatic,  and  the  inferior  hsemorrhoidal  artery  and  nerve.  Make  out 
the  fascia  forming  the  floor  of  this  space  and  define  the  corpora  cavernosa, 
the  bulb,  and  spongy  part  of  the  urethra. 

5.  Make  out  the  attachments  of  the  triangular  ligament  and  the 
structures  piercing  and  in  relation  with  it.  Reflect  its  anterior  layer  and 
note  the  structures  between  it  and  the  deep  layer. 

6.  The  internal  pudic  artery  and  nerve  and  branches,  the  deep  trans¬ 
verse  muscle,  and  Cowper’s  glands  must  be  dissected. 

7.  Define  the  attachments  of  the  posterior  layer  of  the  triangular  liga¬ 
ment  and  notice  its  connection  with  the  pelvic  fascia.  The  levator  ani, 
Wilson’s  and  Guthrie’s  muscles,  and  Ihe  membranous  portion  of  the 
urethra,  must  be  defined. 

8.  The  prostate  and  its  venous  plexus,  and  the  vesicuhe  seminales  and 
vas  deferens  must  be  made  out,  also  the  recto-vesical  layer  of  the  pelvic 
fascia. 
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HUMAN  MORPHOLOGY. 


FEMALE  PERINEUM. 

It  is  only  necessary  to  note  the  differences  in  the  dissection  of  the  two 
sexes. 

1.  An  incision  at  the  muco-cutaneous  junction  ot  the  labia  majora  to 
the  mid-line  of  the  perinseum,  then  around  the  anus  to  the  tip  of  the 
coccyx. 

2.  Observe  in  the  superficial  fascia  vessels  and  nerves  corresponding  to 
those  in  the  male,  also  the  dartoic  covering  of  the  labia  majora. 

3.  Dissect  the  constrictor  of  the  vagina,  the  vaginal  bulb,  the  vulvo¬ 
vaginal  glands,  and  the  corpora  cavernosa  of  the  clitoris. 

4.  Observe  that  the  triangular  ligament  is  very  little  developed,  being 
pierced  by  the  vagina. 

5.  Follow  out  the  other  structures  in  the  two  regions  as  previously 
described. 


Muscles  of  the  Perinaeum,  and  their  Vessels  and  Nerves. 


DISSECTION  OF  THE  PEllINAWM. 
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SECTIONS  Til  HOUGH 


UPPER  LIMB. 


Biceps 


Median  n. 
Basilic  v. 
Int.  cut’,  n. 
Ulnar  n. 

Deep  fascia 
Triceps 


Deep  fascia 
Cephalic  v. 

Brachialis  anticus 


Musculo-spiral  n. 
Superior  profunda  a. 


Tendinous  lamina 
of  triceps 


o 

Fig.  499.— Transverse  section  through  the  middle  of  left  arm. 
Upper  part  of  section. 


Radial  n. 


Tendon  of  flex.  carp.  rad. 

Median  n. 

Radial  a.  and  v. 


Tendons  of  ext.  oss.  met. 
poll,  and  primi  inter- 
nodii  poll. 


Brachial  n.,  posterior 
branch 


Ulnar  a.  and  v. 


» 


n. 


Posterior  branch  of 
ulnar  n. 


Fig.  500. — Teansvhrse  section  of  right  forearm  just  above  the  articular 

SURFACE  OF  THE  RADIUS.  UPPER  PART  OF  SECTION. 
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Fig.  501.— Anteroposterior  transverse  section  through  the  right  shoulder 

to  show  its  relations. 
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Fig.  502.— Transverse  section  of  left  leg  at  upper  third  showing  the  exact 

RELATIONS  OF  ALL  THE  PARTS.  LOWER  SURFACE  OF  SECTION  (NATURAL  SIZE). 


111.  Drop  fascia.  Intermuscular 
septum  between  tib.  ant.  and 
ext.  com.  dig. 

3.  Deej)  fascia  between  soleus  anrl 

gastroc.  The  thicker  whitish 
line  behind  it  is  a  section  of 
the  tendo-Achillis,  and  between 
the  two  is  fatty  tissue. 

4.  Interosseous  lig. 


5.  Septum  between  soleus  and  deep 
muscles. 

6  6.  Septa  between  pcroncus  long, 
and  contiguous  muscles. 

7.  Tibialis  anticus. 

8.  Ext.  com.  dig. 

!).  Peroneus  long. 

10.  Inner  head  of  gastroc. 

11.  Outer  head  of  gastroc. 

12.  Soleus.  A  muscular  vein  is 

shown  cut  in  its  substance. 


13.  Tibialis  posticus. 

14.  Flex.  long.  dig. 

15.  Anterior  tib.  vessels  and  nerve. 

1 6.  Peroneal  vessels. 

17.  Posterior  tib.  vessels. 

18.  „  nerve. 

1!).  Ext.  saphena  vein  and  nerve. 

20.  Int.  ,,  „ 

21.  Musculo-cutaneous  nerve. 


A  subcutaneous  vein  is  on  the  right  of  figure  below  1.  The  vessels  are  in  their  sheaths.  The  section  is  above  the 
origins  of  the  ext.  long.  hall,  which  are  not  in  the  figure.  The  flex.  long.  hall,  should  be  shown  just  behind 
the  fibula.  The  interosseous  ligament  is  shown  between  the  hones. 
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Fig.  5o:3.  —Transverse  section  through  right  leg  at  upper  third. 

Lower  part  oe  section. 


The  intermuscular  septa  are  drawn  out  to  render  clearer  the  muscular  sheaths  or  compartments. 


1.  Tibia. 

2.  Fibula. 

3.  Tibialis  anticus. 

4.  Ext.  long.  dig. 

5.  Peroneus  long. 


C.  Outer  head  of  gastroc. 

7.  Inner  head  of  gastroc. 

8.  Soleus. 

0.  Tibialis  posticus. 

10.  Flex.  long.  dig. 


11.  Flex.  long.  hall. 

12.  Inner  border  of  soleus. 

13.  Anterior  tibial  vessels 

and  nerve. 

IS.  Peroneal  vessels. 


The  post,  tibial  vessels  and  nerves  are  in  the  compartment  to  the  left  of  these.  The  external  saphenous  vein  and 
nerve  are  not  represented,  but  would  be  subcutaneous  about  the  position  of  the  white  line  separating  6  and  7, 
and  the  int.  saph.  vein  and  nerve  would  be  beneath  the  skin  between  the  tibia  and  12.  The  section  is  above 
the  origins  of  the  ext.  proprius  hall,  and  peroneus  brevis,  which  are  not  shown.  The  interosseous  ligament  is 
shown  passing  between  the  bones. 


Fig.  504.-  Transverse  section  of  left  leg  just  above  the 

MALLEOLUS.  INFERIOR  SURFACE  OF  SECTION. 


BASES  OF  THE 


1.  Tendon  of  tibialis  anticus. 

2.  Ext.  prop.  hall. 

3.  Ext.  com.  dig. 

4.  Flex.  long.  hall, 
fl.  Peroneus  brevis. 


li.  Peroneus  long. 

7.  Tibialis  posticus. 

8.  Flex.  long.  dig. 
0.  Tendo-Achillis. 

in.  Flantaris. 

11.  Fatty  tissue. 


12.  Sheath  of  posterior  tibial  vessels 
and  nerve. 

33.  Internal  saph.  vein  and  nerve. 

14.  External  „  „ 

15.  Anterior  tibial  vessels  ami 

nerve. 


This  figure  gives  an  exact  and  clear  representation  of  the  relative  size  of  each  muscle  and  tendon,  the  deep  fascia 
and  intermuscular  septa.  The  inferior  interosseous  ligament  is  shown  in  section.  The  whiter  parts  of  2,3. 
and  4  represent  tendons  cut. 
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e 

Int.  sapli.  v. 


Post.  tib. 

and  nerves 


Musculo-cut9.  n. 
piercing  peron9. 
long. 


Peroneal  vessels 
and  nerve 


r i 


w 


Fig.  505. — Diagram  of 
THIRD  TO  SHOW  THE 
FACE  OF  SECTION. 


A  TRANSVERSE  SECTION  THROUGH  RIGHT  LEG  AT  UPPER 
DISPOSITION  OF  THE  INTERMUSCULAR  SEPTA.  LOWER  SUR- 


a  a  a.  Deep  fascia  or  apon¬ 

2.  Ext.  long.  dig. 

G.  Soleus. 

eurosis. 

3.  reroneus  long. 

7.  Flex.  long.  hall. 

b,  c,  d,  e.  Intermuscular 
septa. 

1.  Tibialis  anticus. 

4.  Ext.  head  of  gastroc. 

8.  Tibialis  posticus 

5.  Int.  „  „ 

9.  Flex.  long.  dig. 

Y  Y 


1 1TENBIX. 


O'  10 


Fig.  506. — Transverse  vertical  section  of  left  foot  through  upper  third  of 

METATARSALS.  ANTERIOR  SURFACE  OF  SECTION. 

Above  15  ami  16  the  yen ous  plantar  arch  is  shown  opened.  The*  dorsal  and  plantar  intcrossei  are  between  the 
bones.  The  dorsal  interosseous  arteries  arc  not  represented  in  the  figure. 


(8)1 


t* 

c 


t 


mag. 

Ischium—' 

(cut) 


Tensor 
fascia-  latte 


Tendon  of 
psoas 


Head  of 
femur  (cut) 
and  lig. 
teres 

Vastus  ext". 


O 


Fig.  507. — Vertical  transverse  section  through  the  left  hip  joint  parallel 
to  Poupart’s  ligament,  showing  the  intermuscular  septa  and  that  the 

HIP  JOINT  CAPSULE  IS  THICKER  BEHIND  AND  EXTERNALLY,  AND  THAT  THE  SUB¬ 
CUTANEOUS  FAT  IS  MORE  ABUNDANT  INTERNALLY  AND  BEHIND. 
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ANOMALIES  OF  ARTERIES  OF  UPPER  LIMB. 


Coracoid  process 


Trunk  of  both  circumflex 

Supr,  profunda 

Median  n. 


Radial 


Axils'. 


Sub-scap. 

Mus.-spiral  n. 

Trunk  giving  off  brandies 
which  usually  come 
from  brachial 

Brachial 


Ulnar  n. 

Inf.  profunda 


Abnormal  anastomotic 
branch 


Ulnar 


Fig.  508. — Anomalies  of  the  axillary  and  braciiial. 


Fig.  510.— High  origin  of  ulnar 

WHICH  IS  SUBCUTANEOUS.  ANTE¬ 
RIOR  INTEROSSEOUS  given  off 
WITH  RADIAL. 


APPENDIX. 

Axil*. 


Ulnar  and  iut.  cut.  n.  _ 


Muscular. 
Radial  a.,  very  tortuous 


Ulnar  n. 


Jl; 

%  W'  , 

i-  -  Outer  head  of  median, 

"  cirflex.,  and  mus.-cul*.  n. 


_  Median  n. 


Ulnar  a. 


tie.  511. — High  origin  of  radial  and  ulnar. 

Axil''. 


Fig.  512. — Origin  of  tii j;  radial  from  the  axillary. 


APPENDIX. 


G91 


Inner  bond  of  median 
Subscap.  n. 


Int.  cut”,  n. 
Supr.  profunda _ 

Ulnar  n. 


Inf',  profunda 


Fig.  513.— Origin  of  the  ulnar  from  the  axillary. 


CHIAL  AND  A  SUPERFICIAL  ULNAR. 


Axllr. 


Fig.  515.  Ulnar  given  off  higher  up 

FROM  BRACHIAL. 


A 1 'l'END  IX. 


6i)o 


Infr.  profuuda 
Anasts.  mag. 


Outer  head  of. 
mediim  u. 


Brachial 


Subscap1. 

Supr.  profuuda 

Autr.  iutoss.  a. 
Median  u. 


Fig.  516. — Anterior  interosseous  given  qfe  from  the  axillary. 


Axiiy. 


lut.  head  of 
median  u. 


Radial 


.Uluar 


Axils'. 


Brachial 


Subscap, 


Trunk  common 
to  supr.  and  infr. 
profuuda 


Ulnar 


Median  n. 


Autr.  iutoss. 


Fig.  617.— Anterior  interosseous  given 

OFF  FROM  THE  BRACHIAL  HIGH  UF. 


Auast*.  mag. 


Brachii 


Ulnar  n. 


Autr.  intoss. 


Ulnar 


Fig.  518.  Anterior  interosseous 

GIVEN  OFF  LOWER  FROM  THE  BRACHIAL- 


I VPENDIX. 


GOG 


Brachial 


Radial 


Fig.  520.— High  origin  of  ulnar, 

BRACHIAL  CONTINUED  AS  RADIAL, 
TRANSVERSE  ANASTOMOTIC  BRANCHES. 


Fig.  519.— Brachial  continued 

AS  A  LARGE  SUPERFICIAL  RADIAL 
AND  VAS  ABERRANS. 


Fig.  521. — Origin  of  radial  from  axillary  and  transverse  anastom 

BRANCHES. 
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BracliinI 

|  Uluar  li 


Axllv. 
Subscap. 


Bost.  cirflx. 


Fia.  522. — Radial  and  ulnae  normal,  Fig.  523. —High  division  of  brachial. 

VAS  ABERRANS  JOINING  BRACHIAL 
AND  ULNAR. 


Ax-ll.v. 


Bracliial 


Anastomoses 


Ulnar 


Radial 


Fig.  524. — A  vas  abeurans  which  joins  Fig.  525. — V as  aberrans  joining  radial 

BRACHIAL  BEFORE  RADIAL  AND  ULNAR  AND  BRACHIAL. 

ARE  GIVEN  OFF 
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Brachial 


Origin  of 
anf.  intoss. 
and  anast*. 
Radial 


Fig.  526. — Unusual  origin  op  ante¬ 
rior  INTEROSSEOUS  FROM  BRACHIAL 
BY  A  COMMON  TRUNK  WITH  AN 
ABNORMAL  ANASTOMOTIC. 


Brachial — 


Supra- 
condyd.  lig‘. 


Radial 

recurrent 

Radial 


Ulnar 


Fig.  527. — Brachial  passing  beneath 

A  SUPRACONDYLOID  FORAMEN. 


Fig.  628.- Radial  formed  by  union  of  Fig.  529.— Radial  arising  from  axil- 
vas  abkrrans  and  anastomotic.  lary  and  superficial  to  brachial 

IN  ARM,  THE  BRACHIAL  PIERCING 
THE  BRACHIALIS  ANTICUS. 


I I'VEXDIX . 


Axily. 


Fig.  530.  —A  SUPERFICIAL  RADIAL  GIVEN 
OFF  FROM  AXILLARY. 


Fig.  531.  —Origin  of  ulnar  from 

AXILLARY  AND  A  SUPERFICIAL  RADIAL. 


Brachial 


Fig.  532. — Unusual  origin  of  ante-  Fig.  533.— Brachial  passing  between 

RIOR  INTEROSSEOUS  DIRECT  FROM  CORACO-BRACI1 1  ALLS  AND  THE  TWO 

ULNAR  and  a  superficial  radial.  heads  of  the  median  which  are 

LOW  DOWN. 
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Fig.  535. — High  origin  of  radial 
AND  ULNAR,  THE  LATTER  SUPER¬ 
FICIAL,  AND  AN  UNUSUAL  ARRANGE¬ 
MENT  OF  THE  VEINS. 


Fig.  536. — A  large  superficial  arch 

FORMED  BY  A  VERY  LARGE  SUPER- 
FICIALIS  VOLjE. 


Railiiil 


Fig.  537. — Superficial  arch  formed 

ENTIRELY  BY  ULNAR,  AND  GIVING  OFF 
UNUSUAL  BRANCHES  OVER  BALL  OF 
LITTLE  FINGER  AND  THUMB 
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Fig.  538. — A  small  superficial  arch, 

THE  DIGITALS  JOIN  THE  INTEROSSEI 
TO  FORM  THE  COLLATERAL  DIGITALS. 


Fig.  53ft. — Large  interossei  of  deep 

ARCH  GIVING  OFF  DIGITALS. 


Fig.  540. — Superficial  arch  joined 

BY  PRINCEPS  POLLICIS. 


Fig.  541. — Deep  arch  formed  by  the 

ULNAR,  THE  RADIAL  VERY  SMALL. 


Radial 


Fig.  542. — Similar  to  preceding.  A 

LARGE  RADIALIS  POLLICIS  GIVEN  OFF 
FROM  THE  RADIAL. 


Radial 


-  r  Ulnar 


Fig.  543. — Superficial  arch  formed 
by  ulnar,  a  large  superficialis 

VOLAE  CONTINUED  AS  THE  RADIALIS 
INDICIS. 


A  VPENDIX. 
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Fig  544. — No  distinct  superficial 

ARCH,  THE  ULNAR  AND  A  LARGE 
SUPERFICIALIS  VOLHC  REPRESENT  IT. 


DORSAL  1NTER0SSEI. 


Fig.  546. — A  large  median  artery 

GIVING  OFF  OUTER  DIGITALS. 


Fig.  547. — No  distinct  superficial 

ARCH,  A  LARGE  MEDIAN  GIVING 
OFF  OUTER  DIGITALS. 
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VARIETIES  OF  VEINS  OF 


UPPER 


LI  M 1 


y 

y. 


Hirilio 


Basilic 


Brachial 
a.  aud  v. 

cephalic 


Median 

basilic 


) 

-  Ulnar 


Ulnar 

Ulnar 

Superficial 

radial 


Cephalic 


Median 

basilic 


Fig.  548  — Several  ulnar  veins,  Fig.  549.— Fusion  op  median  and 

RADIAL,  HIGH  DIVISION  OP  BRA¬ 
CHIAL  artery.  Median  cephalic 
absent. 


Fig.  550.— Median  basilic  parallel  to  tup.  superficial  radial  artery. 
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Cephalic 


Basilic 


Abnormal  intoss.  a. 
Median  basilic 

giving  ofT  radial 
and  a  stiperlicial  ulnar 


Fic;.  551. — Tub  median  basilic  is  external  to  the  arteries  which  are 

ABNORMAL.  TlIE  MEDIAN  CEPHALIC  VERY  SMALL. 


Basilic 


Ulnar 


Fig.  552.— Several  ulnar  veins,  a 

SUPERFICIAL  ULNAR  ACCOMPANY¬ 
ING  ONE  OF  THE  VEINS. 


Fig.  553. — The  median  basilic  passing 

BEHIND  INNER  CONDYLE,  THE  BRA¬ 
CHIAL  ARTERY  PASSING  THROUGH  A 
SUPRA- CONDYLOID  FORAMEN. 


SOME  ARTERIAL  VARIATIONS  IN  LOWER  LIMI 


Sartorins  - 


Muscular  branch  of 
anterior  crural 
Abnormal  ext.  cirf 

A  branch  from  it 


Muscular  branch  of, 
anterior  crural 
Fein1.  aJ 
Muscular  branch  of 
anterior  crural 


Tnt.  iliac 


Ext.  iliac  v. 


Obturator  a 


Ext.  pudic 
Profunda  a 


Int.  aph.  v. 
Fem1.  y. 


Fio.  554. — Varieties  in  origins  of  right  external  circumflex  and 

CIRCUMFLEX  ILIAC. 
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Cirflx.  iliac 


Fem1.  a, 


Ext.  cirfl*.  a.  giving  oil 
large  mus.  branclj 


Sartorius 


Ext.  iliac  v. 

Deep  epigastric  arising 
from  a  common  trunk 
with  int.  cirflx. 

Fclll1.  v.  (cut) 

Int.  cirflx.  a- 
Int.  saph.  v. 

Fem1.  a. 

Add.  long. 


Fir;.  555. — Anomalous  origin  of  the  right  internal  circumflex.  The 

PROFUNDA  BREAKING  UP  AT  ONCE  INTO  LARGE  BRANCHES. 


Ext.  iliac 


Fig.  55G. — Unusual  origin  of  the  obturator  and  external  circumflex. 


Common  trunk  of 
obturator  and  epigastric 


Sartorius 


Large  branch  to  triceps 
Ext.  cirflx. 

Rectus 

Muscular 


Sartorius 


Femoral 

Pectineus 


Add.  long. 
Deep  femoral 

Femoral 
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Deep  epigastric  a.  coming 
from  common  trunk.-] 
with  int1, 


common  trunk-L 
with  int1.  cirti*.  \ 
Fern1,  v.  _I 


Int.  sapli.  v.  (cut) 


Add.  long. 


Fern1,  a. 

Abnormal  ext.  cirfl*. 
arising  from  trunk 
common  to  cirfl*.  iliac 
Sartorius  (cut) 

Branch  to  muscles 


Fern1,  a. 


Fig.  557. — Anomalous  origins  of  both  left  circumflex  arteries. 


* 

fd 


Cirfl*.  iliac 


Abnormal  int. 
arising  from  trunk 
common  to  cirfls.  iliac 


Int.  iliac 
Deep  epigastric 
Poupart’s  lig*. 


Supf1.  fern1,  (cut) 

Abnormal  int.  cirfi*. 
Pectineus 

-Supf1.  fern1,  (cut) 

.  Add.  long. 


Muscular 


Sartorius 


Fig.  558. — Variation  in  origin  of  right  internal  circumflex. 

■/.L'l 
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Fig.  559. — Unusual  origin  of  internal  circumflex. 
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VARIETIES  OF  THE  FEMORAL  VEIN. 


Fig.  560. — A  double  femoral,  vein. 


Fig.  56).— Two  additional  vkn.k  comites  of  the  femoral  artery  with 
transverse  looped  anastomotic  branches. 
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Fig.  562.-  -Two  large  femoral  vena;  comites. 


Fern1,  a. 


Sartoriua 


Abnormal  j 

veins  1  Iv™ 

■  n 

m 


Fig.  5G3. — Three  unusual  veins  uniting  to  form  the  femoral. 
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Fig.  564.— Two  unusual  veins  uniting  to  form  the  femoral. 
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HOW  TO  DISSECT  THE  BREAST. 

The  mamma  may  either  be  dissected  in  sitn  or  after  its  removal  from 
the  body,  and  if  the  breast  of  a  young  married  woman  having  borne  children 
can  be  procured,  or  that  of  one  having  died  in  childbed  or  during  lactation, 
its  secreting  structure  being  more  fully  developed  will  exhibit  its  compo¬ 
sition  better,  and  also  be  more  easy  to  dissect.  At  the  larger  hospitals  op¬ 
portunities  often  occur  in  which  the  entire  organ  has  to  be  removed  for  a 
comparatively  small  tumour,  and  as  the  parts  are  in  a  fresh  condition  they 
may  be  studied  with  advantage  not  only  as  to  their  coarser  anatomy,  but 
they  will  also  permit  of  microscopic  sections  of  the  fresh  tissue  being  made, 
stained,  and  mounted. 

An  incision  should  encircle  the  margin  of  the  areola,  and  radiating  cuts 
should  be  made  from  this  to  the  base  of  the  gland,  and  the  skin  reflected. 
The  thinness  of  the  skin  near  the  areola  and  also  any  processes  of  the  deep 
fascia  passing  through  the  front  to  the  under  surface  of  the  cutis  will  be 
observed.  If  the  gland  have  been  removed  from  the  body  it  should  be 
fastened  at  its  margins  to  the  table  by  means  of  strong  pins  or  slender 
nails,  and  the  subcutaneous  cellulo-fatty  layer  removed,  care  being  taken 
as  the  neighbourhood  of  the  areola  is  reached.  Occasionally  one  or  more 
small  subcutaneous  bursce  will  be  noticed,  especially  if  the  organ  have 
been  subjected  to  much  pressure  through  the  occupation  or  by  badly 
fitting  stays,  and  there  is,  not  infrequently,  a  submammary  bursa,  which 
may  be  observed  as  the  organ  is  being  removed.  The  gland  structure  will 
be  recognised  by  its  rosy-white  aspect  (if  fresh)  and  by  its  harder  texture. 
Sometimes  bristles  may  be  passed  along  one  or  two  of  the  larger  nipple 
ducts,  or  they  may  even  be  injected  by  means  of  the  apparatus  described 
in  the  chapter  on  Anatomical  Technics.  This  gland  is  more  difficult  to 
inject  than  any  other  organ  in  the  body,  and  before  attempting  it  the 
mamma  should  be  well  squeezed  and  manipulated,  in  order  to  press  out 
any  secretion  or  changed  epithelium  from  the  tubes.  The  lobules  are 
more  readily  dissected  under  water  on  a  black  background.  The  student 
should  then  carefully  remove  the  skin  covering  tin1  areola  and  nipple,  and 
proceed  to  identify  the  various  structures  described  on  the  pages  relating 
to  the  mamma,  and  afterwards  a  section  should  be  made  through  the 
nipple,  areola,  and  whole  organ,  so  as  to  gain  a  better  idea  of  the  deeper 
arrangement  of  the  lobes  and  lobules. 
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XjL  Abductors,  see  Muscles 
Absorbent  glands,  see  Lymphatic 
Glands 

Accelerator,  see  Muscles 
Achelleni,  8 
Albinus,  15 

Alexandria,  school  of,  3 
Anastomoses  of  upper  limb,  32  l 

—  of  lower  limb,  431) 

Anatomy  of  the  Arabs,  7 

—  atlases  of,  20 

—  dictionaries  of,  20 

—  of  femoral  hernia,  344 

—  hints  on  how  to  study,  78 

—  historical  sketch  of,  1 

—  introductory  observations  on,  23 

—  scope  of,  23 

— -  works  on,  18-22 

- artistic,  2 1 

- descriptive,  19 

- dissection,  18 

- general,  20 

- - history  of,  18 

- histology,  20 

- practical,  18 

- systematic,  19 

- topographical,  21 

Anatomical  laboratories,  66 

—  periodicals,  21 
- —  technics,  43 
Ankle-joint,  563 

—  dissection  of,  563 
-  ligaments  of,  563 

—  movements  of,  566 

—  use  of  ligaments  of,  567 
Annular  ligament  of  arm,  280 

- of  wrist,  194,  213,  219,  271 

Anterior  extremity,  39 
Anthropology,  works  on,  19 
Anus,  muscles  of,  643-5 
Aponeurosis  of  upper  arm,  155 

—  supra  spinatus,  1  14 
of  forearm,  218 

—  palmar,  243 

—  femoral,  342 
Arantiua,  10 

Arch,  palmar  superficial,  248 
- deep,  263 
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Arch,  plantar,  505 
- —  venous,  of  foot,  529 
Areola  of  mamma,  93 
Aristotle,  2 

Arm,  aponeurosis  of,  155 
• —  arteries  of,  160-166 

—  dissection  of,  128-187 

—  fascia  of,  155 
lymphatics  of,  153 

—  veins  of,  149 

Artery  or  arteries,  aberrant,  in  arm,  162 

—  accessory  pudic,  671 

—  acromio-thoracic,  1 1 0 

—  alar  thoracic,  1 1 0 

- —  anastomotica,  of  arm,  166 
- of  thigh,  378 

—  articular,  of  hip,  398,  451 
- of  knee,  525 

- of  shoulder,  185 

—  of  wrist,  277 

—  axillary,  104 

—  branches  of,  108 
relations  of,  105,  106 

—  surgical  anatomy  of,  107 
varieties  of,  107 

- —  of  bulb,  669 

—  brachial,  160 

—  branches  of,  163 
- course,  1 62 

- - -  division,  162 

—  peculiarities  in  muscular  relations 

of,  1 63 

—  surgical  anatomy  of,  163 
varieties,  162 

calcanean,  478 
carpal  anterior,  221,  230 
posterior,  212,  230 

—  circumflex  of  arm,  anterior,  111 

iliac,  332,  370 
posterior,  1 36 
of  thigh,  external,  386 
internal,  398,  429 
coccygeal,  422 
digital,  of  foot,  506,  549 
of  hand,  249 

dorsalis  hallucis,  508,  549 
indiois,  212 

- pedis,  508,  548 

branches  of,  548 


A  RT 


INDEX. 


71* 


Arteries,  dorsalis  penis,  070 
- pollicis,  212 

—  scapulas,  14(5 

—  epigastric  superficial,  1131 

—  femoral,  3G8,  377 
- branches  of,  370,  378 

—  deep,  371,  307,  449 
- —  dissection  of,  3(59 

- relations  of,  369 

varieties  of,  371 

—  gluteal,  417 

—  of  hand,  248,  363 

-  hemorrhoidal,  inferior,  650 

-  indicts  radialis,  266 

—  intercostal,  127 

-  internal  mammary,  125 

branches  of,  1 25 

-  interosseus  of  arm,  common,  230 
- * —  anterior,  240 

- posterior,  211 

- of  foot,  549 

- of  hand,  first  dorsal  of,  212 

- - palmar,  266 

—  malleolar,  547 

-  mammary,  internal,  125 

—  median,  232 
nutrient,  of  hip,  393,  454 

- -of  humerus,  165 

- of  tibia,  478 

—  obturator,  358,  403 

- —  palmar  superficial,  218 
- deep,  263 

—  perforating,  of  foot,  549 

—  perforans,  of  hand,  266 

—  —  of  thigh,  399 

—  peroneal,  478 

anterior,  480 

—  phrenic  superior,  125 

—  plantar,  external,  493 
- internal,  493 

—  popliteal,  436 

—  princeps  pollicis,  265 

—  profunda,  of  arm,  superior,  163,  177 
- inferior,  165 

-  of  thigh,  371,  397,  449 

—  pudic,  424,  650,  668 

- external  superior,  330 

- —  inferior,  331,  370 

—  radial,  223 

- at  back  of  wrist,  212 

- in  hand,  263 

- of  index  finger,  266 

- peculiarities  of  branches  of,  226 

- recurrent,  223,  229 

- varieties  of,  225 

—  scapular,  1 1 1 

posterior,  145 

—  sciatic,  422 

—  superficialis  volie,  221 
■ — -  supra-scapular,  144 

—  tarsal,  548 

—  thoracic  alar,  1 10 

—  - —  acromio,  1 10 

- long,  1 10 

- superior,  108 

—  tibial,  anterior,  544 
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Arteries,  tibial,  branches  of,  546 
posterior,  477 
—  branches  of,  478 
relations  of,  477 

—  ulnar,  228 

—  branches  of,  229 

—  vasa  aberantia,  162 

—  voire  superficialis,  224 
Articulation,  carpal,  288-291 

-  carpo-metacarpal,  291 

—  inlermetacarpal,  292 
interpbalangeal,  of  foot,  577 

• - of  hand,  297 

- —  metacarpo-phalangeal,  295 

—  metatarsal,  574 

—  radio-ulnar,  279 
scapulo-clavicular,  141 

—  humeral,  182 

—  of  tarsus,  568 

- —  tibio-fibular,  560-2 

—  transverse  tarsal,  573 
- dissection  of,  673 

Articular  surfaces  of  ankle-joint,  566 

—  of  carpal  bones,  290 
- of  hip,  456 

- - of  knee,  523 

- of  metacarpal  bones,  294 

—  of  metacarpo-phalangeal,  295 
- of  tarsal  bones,  568 

- of  wrist,  284 

Asellius,  13 
Averrhoes,  7 
Avicennes,  7 
Axilla,  87,  95 

—  boundaries,  96 
■ —  contents,  97 

—  cutaneous  nerves  of,  90 

—  depressions  of,  88 

—  dissection  of,  88,  95 
lymphatics  of,  97 

—  relative  position  of  vessels  and  nerves 

in,  97 

—  surgical  anatomy  of,  98 


pARTIIOLINUS,  13 
Jl)  Bichat,  1 6 
Biology,  23 
Brachial  plexus,  115 
Brunner,  14 

Bursa,  subacromial,  185 


p /ESA  LB  IN  US,  12 
\J  Camper,  1 5 
Canal,  femoral,  353 
Carpi,  Berengario  de,  8 
Cellular  theory,  1 7 
Cclsus,  4 
Collins,  15 

Columbus  of  Cremona,  10 
Corrosion  injections,  59 
Costo-coracoid  membrane,  103 
Cowper,  11 
Cowper’s  glands,  667 
Crebassius,  6 
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DAB 

ARWIN,  17 

Development  of  limb  bones,  6011 
Diclionaries,  anatomical,  20 
Digital  sheaths,  24(1 
Dissecting-room,  66 
Dissection,  methods  of,  69 
of  arm,  front  of,  146 

—  of  axilla,  85 

—  of  bloodvessels,  7 1 

—  of  linger,  front  of,  248 

—  of  foot,  sole  of,  486,  510 

—  of  forearm,  front  of,  216 

—  back  of,  187,  190 

—  of  genito-urinary  triangle,  653 
of  gluteal  region,  412 

of  hand,  back  of,  205 

-  palm  of,  241 

—  of  hernia,  femoral,  326 

—  of  hip-joint.,  449 

—  of  humeral  region,  posterior,  171 

—  of  ischio-rectal  space,  639 

—  of  knee-joint,  512 

-  of  leg,  back  of,  461 
- front  of,  528 

-  of  lymphatics,  71 
of  muscles,  70 

—  of  nerves,  72 

—  of  perinamm,  633 

—  of  popliteal  space,  431 

—  of  scapulo -humeral  region,  128 

—  of  Scarpa's  triangle,  366 

—  of  thigh,  326,  328 
- back  of,  443 

-  front  of,  374 

—  inner  side,  391 

—  of  thoracic  wall,  85 

—  of  viscera,  72 

—  order  of,  67 

-  preservation  of,  73 
Duverney,  14 

I^LBOW-JOINT,  272 
J  — anastomoses  around,  240 
—  arteries  of,  277 
—  dissection  of,  274 
—  hollow  in  front  of,  219 
—  ligaments  of,  272 
—  movements  of,  274 
—  synovial  membrane  of,  277 
Embalming,  64 
Ephesus,  4 
Erasistratus,  3 
Etienne,  12 
Eustachius,  10 
Evolution  theory,  17 

TT'ABRICIUS,  1 1 
I.  Fallopius,  10 
Fascia  of  arm,  155 
—  of  forearm  and  hand,  194,  218 
-  lata,  342 
—  of  leg,  534 

—  intermuscular,  471 
-  palmar,  243 
—  perineal,  deep,  663,  664 
- middle,  655 
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Fascia,  perineal,  superficial,  655 
plantar,  484 
supra-spinatus,  1 44 
of  thigh,  deep,  342 
superficial,  328,  335 
Femoral  canal,  353 
—  ring,  external,  344 

- internal,  354 

sheath,  351 

Fibro-cartilage  of  knee-joint,  521 
of  scapulo-clavicular,  1 4 1 
Flexor  tendons  at  wrist,  252 
Foot,  sole  of,  482 
Foramen,  sacro-sciatic,  431 
Fossa,  glenoid,  185 
ischio-rectal,  642 
Frozen  sections,  79 

Galen,  5 

Gall,  16 

Genito-urinary  triangle,  653 

Glands,  Cowper's,  667 

Glisson,  13 

Gluteal  region,  404 

—  cutaneous  nerves  of,  412 

—  fascia  of,  412 

Goethe,  17 

Graaf,  16 

Gradi,  8 

Guido,  12 

Haller,  15 

Harvey,  W.,  1 1 

Head,  general  observations  on,  29 
Hernia,  femoral,  344 
—  course  of,  360 
—  coverings,  361 

—  dangers  to  surrounding  parts  in,  365 
descent  of,  359 
—  seats  of  stricture  in,  363 
varieties  of,  362 
Herophilus,  3 
Hip-joint,  449 
—  arteries  of,  454 
—  dissection  of,  449,  454,  456 
- —  ligaments  of,  450 
—  movements  of,  457 
—  nerves  of,  454 
—  relations  of,  453 
-  synovial  membrane  of,  457 
Hippocrates,  1 
Histology,  works  on,  20 
History  of  anatomy,  works  on,  18 
Homologies  of  limb  bones,  600,  603 
—  of  bloodvessels,  619 
—  of  hands  and  feet,  606 
of  ligaments,  608 
—  of  lymphatics,  621 
—  of  muscles,  609 
- —  of  limb-nerves,  622 
—  of  shoulder  and  pelvic  girdles,  601 
—  of  veins,  621 
Iloorne,  13 
Hundt,  8 
Hunter,  John,  15 
—  William,  15 
Hydrotomy,  49 
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TNFRA-CLAVICULAR  triangle,  101 
-L  Ingrassias,  10 
Injection  of  bloodvessels,  50 

—  corrosion,  5‘J 

-  line,  69 

—  of  lymphatics,  02 

—  masses,  51 

preservative,  l-l 
- for  maceration,  02 

—  methods  of,  53 
partial,  57 

Instruments,  dissecting,  07 
Interosseous  membrane  of  arm,  281 
-  of  leg,  561 

Ischio-rectal  space,  639 

cutaneous  vessels,  nerves  of,  010 

—  dissection  of,  610 

—  fascia,  subcutaneous,  of,  010 
Ischio-urethral  triangle,  058 

JOINTS,  ankle,  563 

—  calcaneo  cuboid,  571 

- scaphoid,  570 

-  carpal,  288 
—  carpometacarpal,  291 
—  elbow,  272 
—  hip,  119 

—  interphalangeal,  577 
—  knee,  512 

—  metatarso-phalangeal,  577 
—  shoulder,  1 82 
—  tarso-metatarsal,  575 
—  tibio-fibular,  500 
—  wrist,  281 
Jolyife,  13 

Knee-joint,  512 

-  bloodvessels  of,  525 
—  crucial  ligaments  of,  519 
—  dissection  of,  512,  517 
—  inter-articular  fibro-cartilages  of,  521 
- —  —  -  their  use,  522 

—  ligaments  of,  513,  519 
—  movements  of,  523 
—  nerves  of,  525 

origin  of  popliteus  muscle  in,  517 
—  production  of  movement  of,  520 
—  relations  of,  525 
—  synovial  membrane  of,  518 

T  AMARCK,  17 
I  i  Leuwenhoeff,  14 
Leg,  back  of,  160 
—  —  superficial  vessels  of,  102 

- surface  markings  of,  160 

—  dissection  of,  528,  535 
—  front  of,  528 

—  vessels  and  nerves,  cutaneous,  of,  528 
Ligaments,  acromio-clavicular,  I  II 
of  ankle,  535,  563-505 
annular,  of  wrist,  anterior,  219,  271 
—  posterior,  191,  213 
—  calcanuo-ast  ragaloid,  508 

- cuboid,  57 1 

—  capsular,  of  hi]),  152 
- of  knee,  515 
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Ligaments,  carpal,  288 
- —  conoid,  142 

—  coracoid,  Hi! 

—  coraco-acromial,  143 
- humeral,  183 

—  coronary,  of  knee,  523 

—  cotyloid,  of  hi]),  450 

—  crucial,  of  knee,  519 

—  cutaneous,  of  phalanges,  21 1 

—  of  elbow-joint,  272 

—  Gimbernat’s,  351 

—  glenoid,  184 

—  of  hip,  450 

—  inter-metacarpal,  292 

—  interossei  dorsal,  of  foot,  569 

—  inter-phalangeal,  297 

—  of  knee-joint,  514-523 
- —  metacarpal,  591 

- —  metatarsal,  575 

—  metacarpo-phalangeal,  295 

—  plantar  and  dorsal,  of  tarsus,  509 

—  Poupart’s,  319 

—  sacro-sciatic,  130 

—  of  shoulder- joint,  182 

—  tarsal,  568 

- —  tarso-metatarsal,  575 
- —  teres,  151 
■ —  tibio-fibular,  560 
- —  transverse,  of  hip,  156 
- —  triangularis  urethra;,  003 

—  wrist-joint,  282 
Limbs,  39 

Lymphatics  of  arm,  153 

—  injection  of,  62 

—  of  lower  limb,  335 

—  system,  discovery  of,  1 3 

Malpighi,  11 

Mammas,  92 
- —  structure  of,  94 
• —  varieties  of,  95 
—  vessels  and  nerves  of,  95 
Martianus,  7 
Meckel,  15 
Meibomius,  11 

Membrane,  costo-coracoid,  103 
Morgagni,  15 
Morphology,  23 
Movements  of  ankle  joint,  500 
—  calcaneo-astragaloid,  508 
—  carpal  joints,  291 
—  claviculo-scapular,  112 
—  of  elbow- joint,  274 
—  of  lingers,  297 
—  of  hip-joint,  157 
—  of  interphalangeal  joints,  297 
—  knee-joint,  523 
—  metacarpo-phalangeal,  295 
—  of  patella,  521 

of  shoulder-joint,  180 
-  -  of  wrist-joint,  283 
Mundinus,  7 

Muscle,  or  muscles,  abductor  hallucis,  -188 

- minimi  digiti,  fool,  190 

-  hand, 201 

- indicis,  213 

- pollicis,  256 
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Muscle, or  muscles, accelerator  urinne,  601 

—  adductor  brevis,  31)5 

hallucis,  501 

- longus,  3D  1 

- niagnus,  401,  449 

- minimi  digiti,  262 

- pollicis,  200 

anconeus,  205 

—  antibrachial,  posterior,  11)4 

—  - —  deep,  206 

—  biceps  licxor  cruris,  444 

—  - cubiti,  1 57 

bracliialis  anticus,  170 

—  coccygeus,  647 

■ - communis  digitorum,  200 

- cruris  triceps,  380 

- hallucis,  538 

- indicis,  209 

—  longus  digitorum  pedis,  541 
—  minimi  digiti,  203 

—  ossis  metacarpi  pollicis,  206 

-  primi  internodii  pollicis,  208 

—  —  secundi  „  „  208 

—  constrictor  urethra;,  600,  678 

—  coraco-brachialis,  157 

—  corrugator  cutis  ani,  643 

—  crureus,  381 

—  deltoid,  130 

—  ejaculator  urinte,  661 

—  -  erector  penis,  660 

—  extensor  brevis  digitorum  pedis,  550 

- carpi  radialis  brevior,  199 

- longior,  199 

- ulnaris,  204 

—  flexor  accessorius,  499 

—  brevis  digitorum  pedis,  490 
- hallucis,  501 

- minimi  digiti  manus,  262 

- pedis,  502 

- pollicis,  259 

- carpi  radialis,  221,  271 

- ulnaris,  222 

—  longus  digitorum  pedis,  472 

- hallucis,  473 

- pollicis,  238 

- perforans  manus,  236 

-  -  pes,  472 

—  perforatus  manus,  227 
- pes,  490 

- profundus  digitorum,  236 

- -  sublimis  digitorum,  227 

—  of  forearm  (front),  220 

—  gastrocnemius,  466 

—  gemellus  inferior,  426 

—  -  superior,  426 

—  gluteus  maximus,  413 
- medius,  416 

—  minimus,  419 

—  gracilis,  391 

—  Guthrie’s  muscle,  666 
—  humeral,  anterior,  155 

—  homology  and  nerve  supply,  617 
ilicacus,  402 

—  infra-spinatus,  137 

—  intercostalis  extcrnus,  122 
- interims,  1 23 

—  interossei,  of  hand,  dorsal,  213 


Muscle,  or  muscles,  interossei  of  hand, 
palmar,  267 

plantar,  509 

—  ischio-cavernosus  penis,  660 
- coccygeus,  647 

—  latissimus  dorsi,  1 18 

—  of  leg,  anterior,  536 
- external,  554 

—  - posterior,  466 

—  levator  ani,  645 

- urethras  Santorini,  666 

—  lumbricalcs  manus,  255 
- pedis,  499 

—  obturator  extcrnus,  402 
- interims,  426 

—  opponens  pollicis,  258 
- minimi  digiti,  262 

—  palmaris  brevis,  212 
- longus,  222 

—  pectineus,  393 

—  pectoralis  major,  99 

—  —  minor,  103 

—  pedis  transversus,  503 

—  perinau  transversus,  663,  666,  677 

—  peroneus  brevis,  559 

- longus,  554 

- tertius,  543 

—  plantaris,  469 

—  popliteus,  471 

—  pronator  quadratus,  239 

-  radii  teres,  220 

—  psoas  and  illiacus,  402 

—  pubo-urethral,  667 

—  pyriformis,  421 

—  quadratus  femoris,  428 
- pronator,  239 

—  quadriceps  extensor  cruris,  380 

—  sacro-coccygeus  anticus,  649 

posticus,  648 

—  Santorini’s,  666 

—  Sartorius,  374 

—  semi-membranosus,  446 

—  semi-tendinosus,  444 

—  serratus  magnus,  120 

—  soleus,  469 

—  sphincter  ani  externus,  644 

interims,  645 

-  vagina;,  675 
subclavius,  104 

—  suberureus,  384 

—  subscapularis,  128 

—  supinator  radii  brevis,  209 

—  longus,  1 94 
supra-spinatus,  144 

—  tensor  fascia  femoris,  379 

—  teres  major,  1 40 
- minor,  137 

-  of  thumb,  256 

—  tibialis  anticus,  536 

-  posticus,  475 
transversus  pedis,  503 

-  perinan,  663,  666,  677 

—  triangularis  sterni,  121 

—  triceps  extensor  cubiti,  174 

cruris,  380 
vastus  externus,  381 
internus,  381 
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Muscle,  or  muscles,  Wilson’s,  GG7 


Neck,  32 

Nerves,  accessory  obturator,  395 
—  circumflex,  13G 
—  crural,  anterior,  387 
—  genito,  337 

-  cutaneous,  of  arm,  external,  135,  1G8 

-  internal,  153 

- posterior,  1 73 

- of  forearm,  anterior,  217 

- dorsal,  191 

- of  leg,  529,  531,  553 

- of  thigh,  337 

- - external,  337 

- -  —  internal,  338 

- middle,  337 

—  digital,  of  foot,  552 

—  —  of  hand,  25 1 

—  dorsal  cutaneous,  of  arm,  191 

- of  foot,  552 

—  of  front  of  forearm,  1G7 
—  genito-crural,  337 
—  gluteal,  419 

—  haemorrhoidal,  inferior,  651 

- of  sacral,  653 

—  humeral  intercosto,  154 
—  ilio-inguinal,  337 
—  intercostal,  127 
—  intercosto-humeral,  154 
—  interosseous,  anterior,  235 

- posterior,  211 

—  long  pudendal,  G53.  658 
—  median,  168,  235 

- in  palm,  250 

—  musculo-cutaneous,  of  arm,  168 

- of  leg,  531,  555 

—  musculo-spiral,  178 
—  obturator,  396 

- -  accessory,  395 

- branches  of,  396 

—  palmar  cutaneous,  242 
—  perimeal,  652 

- superficial,  659 

—  peroneal,  551 
—  -  communicating,  464 
plantar,  495 

- external,  508 

- internal,  496 

—  popliteal  external,  435,  551 

- cutaneous  branches  of,  464 

- internal,  434 

—  pudendal,  long,  653,  658 
—  pudic,  426,  651,  671 
—  radial,  217,  235 

—  saphenous  internal  or  long,  340,  388, 
464,  531 

sciatic,  great,  425,  4 18 
—  small,  425,  434 
—  sphincteric,  653 
subscapular,  1 18 
supra-scapular,  145 
thoracic,  118 
tibial,  anterior,  533 
posterior,  482 
—  ulnar,  168 


SUM 

Neck,  ulnar,  in  palm,  252 
- palmar  branch  of,  267 

QKEN,  17 

PALM  of  hand,  241 

—  cutaneous  nerves  of,  242 
Palmar  arches,  deep,  263 

- branches  of,  265 

superficial,  248 
-  branches  of,  249 
Patella,  movements  of,  524 
Pecquet,  13 
Pelvis,  37 

—  ligaments  of,  430,  450 
Perinreum,  637 
—  boundaries  of,  638 
—  dissection  of,  633,  674 
—  external  anatomy  of,  635,  673 
—  female,  673 

—  practical  surgery  of,  634,  638 

- how  to  examine  rectum,  635 

- how  to  pass  a  catheter,  634 

- - -  sounding  for  stone,  634 

—  superficial  fascia  of,  674 
-  surface  of,  636 
Peyer,  14 
Plantar  arch,  505 

-  branches  of,  506 
Plato,  2 

Popliteal  space,  431 
—  boundaries  of,  432 
—  contents  of,  432 
Preparation  of  subjects,  43 
Preservative  injection  masses,  44 
Proportionate  weight  of  body  parts,  40 
Pulmonary  circulation,  12 

T>ECKHLINGIIAUSEN,  17 

XL  Eeil,  16 

Eliases,  7 

Eudbeck,  13 

Euysch,  14 

Q ACEO-SCIATIC  foramen,  431 
O  Santorini,  15 
Saphenous  opening,  344 
Scarpa’s  triangle,  366 

- contents  of,  368 

Schultze,  17 
Sections,  frozen,  79 
Semilunar  cartilages  of  knee,  521 
Septum  crurale  or  femorale,  359 
Servetus,  12 
Sheath,  crural,  351,  376 
digital,  246 
Skull,  31 
Scemmering,  16 
Soranus,  6 
Spurzheim,  1 6 
Steno,  13 

Subjects,  choice  of,  53 
Summary  of  anatomy  of  lower  limb,  580- 
598 

-  of  perimeum,  679-681 
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Summary  of  anatomy  of  upper  limb,  Holi- 


325 

Surface  markings  of  foot 

,  560 

of 

forearm  and  hand, 

187 

of 

gluteal  region,  40 1 

of 

leg,  back  of,  460 

-  of 

thoracic  walls,  85 

Surgical  anatomy  of  axillary  artery,  107 
of  brachial  artery,  1615 

- of  femoral  artery,  1572 

- of  humerus,  186 

- of  perinseum,  672 

- of  perinajal  fascia,  666 

Swammerdam,  14 
.Sylvius,  12 

Synopsis  of  arteries  of  lower  limb,  5!)  I 
of  upper  limb,  1500 

—  of  origin  and  distribution  of  nerves  of 
upper  limb,  301 
— -  of  lower  limb,  599 
Synovial  membrane  of  ankle-joint,  5G6 

- of  elbow-joint,  277 

-  of  hip-joint,  457 

—  of  knee-joint,  518 
of  shoulder,  184 

—  of  tarsus,  576 

—  of  wrist,  283,  285 


fFABLE  of  anastomoses  of  lower  limb, 
1  596 

—  of  upper  limb,  324 

-  of  arteries  of  lower  limb,  594 

-  homologies  of  limb  arteries,  621 
- bones,  607 

-  muscles,  612,  618 

- nerves,  622 

- veins,  621 

-  of  muscles  of  male  perimeum,  681 

-  of  synovial  sheaths  and  bursae  of 

lower  limb,  597 
—  of  upper  limb,  324 
Ten  do  Achillas,  469 

Tendon,  or  tendons,  of  adductor  magnus, 
517 

-  of  extensors  of  thigh,  384 

-  of  flexor  of  forearm,  252 

—  of  longus  digitorum,  497 

-  pollicis,  256 

—  profundus  digitorum,  255 

—  sublimis  digitorum,  451 

-  peroneus  longus,  51 1 
-  popliteus,  517 

tibialis  posticus,  510 
Thigh,  external  markings  of,  326 
Thoracic  wall,  85 
Thorax,  35 

Topographical  anatomy  of  forearm  and 
hand,  1 87 

front  of  arm,  1  46,  21 9 


ZIN 

Triangle,  ischio-urethral,  65 
-  Scarpa’s,  366 
Trunk,  32 
Tyson,  14 


VTALSALVA,  is 

V  Varieties  of  astragalus,  631 

—  of  calcanium,  631 

—  of  cuboid,  63 1 

—  of  femoral  artery  and  branches,  371 

—  of  femur,  629 

—  of  fibula,  631 

-  of  innominatum,  629 

—  of  pelvis,  629 

—  of  pudic  artery,  671 

—  of  scaphoid,  631 

—  of  sesamoids  of  foot,  631 

■ — ■  of  thoracic  girdle  bones,  309 

—  of  tibia,  630 
Varolius,  11 
Veins,  axillary,  113 

-  brachial,  166 

—  cephalic,  148 

cutaneous  of  forearm  and  hand,  dor¬ 
sal,  193 

—  front,  216 

—  femoral,  370,  373,  378 

—  of  foot,  dorsal,  549 

—  of  lower  limb,  340 

—  of  median,  217 

- basilic,  148 

- cephalic,  14S 

—  popliteal,  441 
— -  profunda,  401 

—  radial,  217 

—  saphenous  external,  464,  528 

—  tibial  anterior,  549 

—  ulnar,  217 

--  upper  arm,  superficial  and  deep,  of, 
149 

—  table  of,  302 
Versalius,  9 
Vessels,  plantar,  492 

-  superficial,  of  thigh,  328 
Vidius,  12 

Vieussens,  14 
Vinci,  11 


WEIGHT,  proportionate,  of  body  parts, 
40 

Wharton,  13 
Willis,  13 
Winter,  13 
Wrisberg,  15 


ZE11BI,  8 
Zinn,  15 
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Will  shortly  he  sent  to  press. 
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